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Health  Care  Reform 
What  Can/Should  We  Expect/Do? 


As  you  can  usually  expect  from  an  attorney,  I 
must  begin  with  a disclaimer.  That  is,  that  this 
President’s  Page  represents  my  own  opinions 
and  not  necessarily  those  of  the  Board  of  Trust- 
ees of  the  Medical  Society  of  Delaware. 

It  is  my  belief  that  major  health  care  reform 
will  not  be  immediately  forthcoming  from  ei- 
ther the  Clinton  or  Carper  administrations,  but 
that  once  it  is  clear  that  the  economic  recovery 
is  real  and  well  established,  that  major  health 
care  reform  will  be  proposed.  My  estimate  is 
that  the  time  frame  for  such  major  reform  will 
occur  within  the  next  six  to  18  months.  In  the 
interim,  I do  believe  that  some  less  sweeping 
changes,  primarily  in  the  context  of  health 
insurance  reform,  may  occur.  I believe  that 
those  reforms  will  be  aimed  at  assuring  in- 
creased access  to  health  care  through  elimina- 
tion of  exclusions  for  pre-existing  conditions, 
definition  of  basic  benefit  plans,  and  methods  of 
encouraging  employers  that  do  not  currently 
offer  health  insurance  coverage  for  their  em- 
ployees to  begin  to  do  so.  These  reforms  will 
likely  occur  at  both  the  state  and  national  level 
and  will  probably  require  amendments  to  the 
Employee  Retirement  Income  Security  Act 
(ERISA).  Concurrently,  there  will  be  extensive 
planning  for  the  major  change  s that  must  occur 
in  the  United  States  health  care  system.  Physi- 
cians, through  their  participation  in  organized 
medicine,  must  play  a major  role  both  in  forging 
the  shorter  term  insurance  reform  changes 
that  will  be  tackled,  initially,  as  well  as  in 
designing  the  major  health  care  reforms  that 
will  follow. 

The  initial  insurance  reform  changes  should 
not  be  very  controversial  and  should  contribute 
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to  the  productivity  and  mobility  of  our  citizens 
by  reducing  or  eliminating  the  phenomenon  of 
“job  lock,”  a situation  in  which  employees  are 
reluctant  to  advance  their  careers  for  fear  of 
being  without  health  insurance  for  varying 
periods  of  time  after  a job  change.  Elimination 
of  exclusions  in  health  insurance  policies  for 
pre-existing  conditions  could  effectively  elimi- 
nate the  “job  lock”  phenomenon. 

With  regard  to  longer  range  health  care 
reform,  there  are  several  controversial  issues 
which  could  have  a dramatic  impact  on  the 
quality  of  health  care  that  our  patients  receive 
and  on  our  profession.  One  such  issue  is  that  of 
“managed  competition,”  a phrase  that  has  cap- 
tured the  attention  of  many  policy  makers  at 
both  local  and  national  levels.  Unfortunately, 
managed  competition  has  not  been  well  defined 
and  means  different  things  to  different  people. 

To  some  parties,  managed  competition  does 
appear  to  include  a severe  reduction  in  the 
number  of  carriers  in  a region  and  that  all  of 
those  carriers  will  represent  managed  care  or- 
ganizations. That  there  is  waste  in  our  current 
health  care  system  and  that  the  value  received 
for  our  health  care  dollar  must  be  enhanced  is 
obvious.  Improved  coordination  and  manage- 
ment of  health  care  resources  can  both  reduce 
waste  and  enhance  value.  However,  we  must 
make  it  clear  to  our  policy  makers  that,  to  date, 
managed  care  has  not  been  a panacea  for  con- 
trolling health  care  costs.  Furthermore,  with  a 
wide  variety  of  managed  care  organizations 
patients  have  had  a wide  range  of  health  care 
choices.  It  is  my  fear  that,  if  those  choices  are 
drastically  reduced  in  number,  some  providers 
may  not  be  included  by  any  of  the  limited 
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number  of  plans  available.  Should  this  occur, 
patient  choice  will  be  abridged  to  the  detriment 
of  both  patients  and  providers,  alike.  It  is  my 
firm  belief  that  under  managed  competition, 
there  must  be  a patient  override  (off  panel) 
benefit.  Such  a benefit  is  included  in  most  PPO 
and  point  of  service  benefits  plans.  Such  a 
provision  would  enable  patients  who  receive 
care  from  providers  that  are  not  included  by  a 
particular  managed  care  plan  to  seek  such  care 
with  a reduced  benefit  level  and  with  higher 
copayments  or  higher  coinsurance. 

Anotherfinancial  issue  regardinglongrange 
health  care  reform  is  the  issue  of  global  budget- 
ing for  health  care.  The  manner  in  which  our 
federal  and  state  governments  have  approached 
restrictions  on  spendingfor  Medicare  and  Med- 
icaid does  not  instill  confidence  in  the  manner 
in  which  they  would  approach  global  budgeting 
for  all  health  care.  However,  as  a profession,  we 
must  also  appreciate  that  without  some  level  of 
budget  control,  the  challenge  of  health  care  cost 
containment  can  not  be  met.  I believe  that  it  is 
our  role  as  physicians  and  using  organized 
medicine  as  our  vehicle  not  to  “dig  in  our  heels” 
on  the  issue  of  global  budgets  the  same  way  we 
did  25  years  ago  on  the  issue  of  Medicare.  The 
posture  that  was  taken  on  Medicare  isolated 
organized  medicine  from  the  process  for  the 
development  of  the  Medicare  program,  and  I 
believe  that  many  of  the  deficiencies  that  the 
public  and  the  profession  experience  from  that 
program  could  have  been  avoided  had  orga- 
nized medicine  not  been  isolated  from  the  plan- 
ning process.  The  “$640  billion  question,”  how- 
ever, is  how  can  we  negotiate  for  reasonable 
methods  of  cost  containment  without  agreeing 
to  rationing,  wage  and  price  controls  and  un- 
reasonable global  caps?  The  answer  is  "with 
difficulty!"  But,  we  must  try;  we  must  partici- 
pate; and  we  must  continue  to  educate  our 
policy  makers  of  the  realities  of  the  cost  of 
health  care.  What  are  these  realities?  The  first 
is,  that  as  the  American  health  care  system 
advances  to  improve  the  health  and  well  being 
of  our  citizens,  health  care  costs  will  not  go 
down.  Rather,  as  some  lives  are  extended,  some 
of  those  who  benefit  will  require  more  not  less 
care  to  maintain  function  and  comfort.  Second, 
that  as  our  population  ages,  the  successful  care 


of  the  elderly  will  serve  to  allow  greater  num- 
bers of  our  elderly  to  achieve  a greater  life 
expectancy.  In  so  doing,  more  people  will  live 
longer  and  require  more  not  less  care.  Finally, 
if  our  nation  is  to  keep  pace  with  advancing 
medical  technology,  we  must  guard  against 
policies  that  would  serve  to  discourage  the 
development  of  that  technology  or  that  would 
serve  to  inappropriately  ration  that  technol- 
ogy. I believe  that  the  only  manner  in  which  we 
can  achieve  these  diverse  goals  (cost  contain- 
ment and  improved  access  to  care  of  the  appro- 
priate quantity  and  quality)  is  to  influence  our 
policy  makers  through  education  of  the  intrica- 
cies of  health  care  which  prevent  budgeting 
through  simple  line-item  adjustments  for  infla- 
tion. Rather,  the  moving  targets  of  changing 
demographics  and  technology  must  be  taken 
into  account  in  any  plan  for  health  care  cost 
containment. 

In  summary,  I believe  that,  as  physicians, 
through  our  medical  organizations,  we  must 
participate  in  the  development  of  both  the  short 
and  longer  term  plans  for  health  care  reform 
that  our  new  administrations,  at  both  the  state 
and  national  level,  will  be  tackling.  We  must 
work  toward  universal  access,  freedom  of  choice 
and  cost  containment  without  the  imposition  of 
inappropriate  rationing  of  health  care  services. 
I do  speak  for  the  Board  of  Trustees  in  inviting 
any  and  all  physicians  in  the  state  of  Delaware 
to  join  with  the  Board  in  participating  in  the 
process  of  health  care  reform. 
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Announcing  ...  A New  Choice 
in  Breast  Care  for  Delaware 


The  Breast  Center  of  Delaware  is  a non- 
hospital based,  multi-specialty  treatment 
center.  Under  the  direction  of  Diana 
Dickson-Witmer,M.D.,F.A.C.S., 
the  Center  offers  advanced 
breast  cancer  diagnosis  and 
treatment  services. 

Our  state-of-the-art  outpatient 
treatment  services  include  on- 
site biopsies  and  blood  testing 
as  well  as  a wide  range  of 
consultative  services. 


The  Breast  Center  of  Delaware  was 
founded  to  provide  women  in  our  area 
with  a significant  advantage  to  recovery: 
A place  close  to  home  and 
family  in  which  to  receive 
the  most  advanced  multi- 
specialty breast  care 
available  anywhere. 

We  urge  you  to  call  us  to 
learn  more  about  this  unique 
facility.  Together,  we  can 
provide  your  patients  with  a 
new  choice  in  breast  care. 


Diana  Dickson-Witmer,  M.D., 
Director 


Tlie  Breast  Center  of  Delaware  features  the  following  specialists; 


General  Surgeons: 

Diana  Dickson-Witmer,  M.D.,  F.A.C.S 
Dennis  R.  Witmer,  M.D.,  F.A.C.S. 

Nurse  Anesthetist: 

Dawn  Turner,  C.R.N.A. 

Plastic  Surgeon: 

David  E.  Saunders,  M.D. 

Social  Worker: 

Mary  Lou  Misci,  L.C.S.W. 


Medical  Oncologists: 

Oncology  Associates  of  Delaware,  P.A. 
Martha  A.  Hosford-Skapof,  M.  D. 

Nutritionist: 

Pam  E.  Berentsen,  M.S.,  R.D. 

Radiation  Oncologists; 

Ekkehard  S.  Schubert,  M.D.,  F.A.C.R. 
Viroon  Donavanik,  M.D. 

Robert  C.  O'Laughlin,  M.D. 


The  Breast  Center  of  Delaware 

3105  Limestone  Road  ♦ Suite  302  ♦ New  Castle,  Delaware  19808 

(302)  633-6610 


specialized  technology. 
Personalized  care. 


For  caring  beyond  technology 


Consultants: 

Arthur  W.  Colbourn,  M.D. 
Barry  S.  Denenberg,  M.D. 
Andrew  J.  Doorey,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Richard  F.  Gordon,  M.D. 


David  S.  Grubbs,  M.D. 
Michael  J.  Pasquale,  M.D. 
Paul  C.  Pennock,  M.D. 
James  M.  Ritter,  M.D. 
Michael  E.  Stillabower,  M.D. 


Pamela  A.  Taylor,  M.D. 
Raymond  N.  Vitullo,  M.D. 
Henry  L.  Weiner,  M.D. 
Mark  R.  Zolnick,  M.D. 


Limestone  Medical  Center 
1941  Limestone  Road,  Suite  214 
Wilmington,  DE  19808 
(302)  994-6500 


Full-color  “Bull’s  eye”  results  of  a Thallium-201  multi-stage  treadmill 
exercise  test  help  determine  extent  of  myocardial  ischemia. 


Every  result  of  every  test  performed  at 
the  Cardiac  Diagnostic  Center  is  personally 
interpreted  by  a cardiologist — and  in  your 
hands  in  less  than  48  hours — so  you  can 
follow  up  with  your  patient  as  soon  as 
possible  and  begin  treatment,  if  necessary. 

Cardiac  Diagnostic  Center,  a division  of 
Cardiology  Consultants,  P.A.,  performs  a 
broader  range  of  non-invasive  cardiac  proce- 
dures than  any  other  diagnostic  center  in  the 
area.  In  fact,  this  vivid  “Bull’s  eye”  result  is 
just  one  of  many  fast,  reliable, 
comprehensive  non-invasive 
tests  we  offer,  including: 

• Signal-averaged  ECG 

• 30-day  loop  recorder 


• Thallium-201  multi-stage  treadmill 
exercise  test 

• I.V.  Persantine  stress  test 

• Cardiac  Doppler 

• Echocardiography 

• Multi-stage  treadmill  exercise  (stress  test) 

• Radionuclide  Ventriculography  Gated 
Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 

Call  994-6500  for  the  specialized  technology 
and  the  personalized  care 
you  want  for  your  patients. 
Refer  them  to  the  Cardiac 
Diagnostic  Center — for 
caring  beyond  technology. 


OIRDMC 

DWGNOSTC 

CENTER 
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Anaphylaxis  to  Protamine 
Masquerading  as  an  Insulin  Allergy 


Abstract 

This  is  the  case  of  a 62-year-old  man  referred  for 
the  evaluation  of  insulin  allergy.  This  patient 
had  reacted  to  the  subcutaneous  injection  of 
Novolin  70/30  (Squibb,  Princeton,  N.J.)  and 
Humulin  NPH  (Eli  Lilly,  Indianapolis,  Ind.). 
These  reactions  were  characterized  by  the  im- 
mediate onset  of  diffuse  pruritic  urticaria  and 
angioedema  with  progression  to  hypotension  as 
well  as  a local  reaction.  Past  history  also  in- 
cluded anaphylactic  shock  after  intravenous 
administration  of  protamine  sulfate  used  for 
heparin  reversal  during  arterial  bypass  sur- 
gery. 

Immediate  hypersensitivity  skin  testing  to 
protamine  containing  (NPH)  insulin  and  prota- 
mine sulfate  USP  were  strongly  positive,  while 
Lente  insulin  (Eli  Lilly,  Indianapolis,  Ind.)  and 
controls  were  negative.  RAST  tests  revealed  the 
titers  >24  ng/ml  of  protamine  specific  IgE  with 
98  percent  inhibition  and  1163  ng/ml  of  prota- 
mine specific  IgG  with  29  percent  inhibition, 
while  levels  of  insulin  specific  antibodies  were 
negligible. 

Subsequently,  the  patient  was  treated  with 
non-protamine  containing  insulin  preparation, 
Lente  insulin,  without  further  incident.  This 
study  confirms  the  diagnosis  of  Type  I hyper- 
sensitivity to  protamine  sulfate  masquerading 
as  insulin  allergy. 


Dr.  Kim  specializes  in  allergy  and  clinical  immunology  in 
Wilmington  Del. 


Richard  Kim,  M.D. 

Background 

Immediate  hypersensitivity  reactions  to  insulin 
are  almost  universally  to  the  insulin  molecule 
itself  rather  than  to  contaminants  or  excepitants 
contained  within  the  preparation.  This  has  been 
especially  true  since  newer  purified  insulin  has 
been  developed  and  even  more  so  since  the  wide- 
spread use  of  human  recombinant  DNA  insulin. 
Thus,  most  patients  presenting  to  the  allergist 
with  signs  and  symptoms  of  an  immediate  hy- 
persensitivity reaction  to  the  administration  of 
insulin  will  be  allergic  to  the  insulin  molecule 
itself  This  case,  which  appeared  to  be  due  to 
insulin,  was  due  to  protamine  contained  within 
the  insulin  preparation.  To  my  knowledge,  this 
is  the  second  such  case  in  the  literature,  which 
I reported  to  the  47th  Allergy  and  Immunology 
Annual  Meeting.  The  unique  aspect  of  this  case 
is  that  the  symptoms  were  misdiagnosed  as 
being  due  to  insulin  allergy  for  an  extended 
period  of  time. 

Case 

The  patient  is  a 62-year-old  diabetic  white  male 
who  had  been  treated  with  Lente  insulin  for 
several  years  without  difficulty  until  February 
1990,  when  his  diabetes  became  poorly  con- 
trolled due  to  an  upper  respiratory  infection.  At 
that  time  the  insulin  preparation  was  changed 
to  Novolin  70/30  and  his  doses  divided  between 
morning  and  evening.  With  this  change  in  insu- 
lin preparation,  he  began  to  notice  adverse 
reactions  with  each  insulin  injection.  These 
reactions  consisted  of  generalized  flushing  and 
pruritus  accompanied  by  a local  reaction  at  the 
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injection  site.  The  reactions  would  last  20  to  30 
minutes.  The  reactions  progressed  in  severity 
over  the  next  several  weeks,  and  he  also  devel- 
oped wheezing,  shortness  of  breath  and  chest 
pain  with  each  injection.  These  reactions  fi- 
nally culminated  in  a syncopal  episode  several 
weeks  later.  At  the  time  of  this  syncopal  epi- 
sode, his  blood  sugar  was  98mg/dl,  and  other 
diagnostic  studies,  including  a cardiovascular 
work-up,  were  unremarkable.  His  insulin 
(Novolin  70/30)  dose  was  decreased  based  on 
the  hypothesis  that  this  episode  was  a 
hypoglycemic  reaction.  Despite  the  decreased 
dose,  he  continued  to  have  symptoms  of  itching 
and  flushing  after  each  injection.  Several  weeks 
later,  he  experienced  another  syncopal  episode. 
It  was  then  decided  that  he  had  an  allergic 
reaction  to  insulin  (Novolin  70/30),  and  his 
preparation  was  changed  to  Humulin  NPH 
which,  did  not  produce  reactions  initially.  In 


May  1990,  he  was  hospitalized  for  an  elective 
bifemoral  bypass.  During  surgery,  at  the  time 
of  administration  of  intravenous  protamine  to 
reverse  heparin  anticoagulation,  he  experi- 
enced anaphylactic  shock.  He  had  flushing, 
hypotension  and  wheeze  requiring  aggressive 
therapy,  includingintravenous  epinephrine  and 
conventional  resuscitative  procedures.  He  was 
maintained  on  mechanical  ventilation  for  three 
days.  While  in  the  hospital,  his  diabetes  was 
controlled  with  regular  (aqueous)  humulin  in- 
sulin. After  discharge,  he  was  treated  with 
Humulin  NPH  insulin  again.  However,  he  de- 
veloped anaphylactic  symptoms  after  injections 
and  was  referred  to  the  Allergy  and  Immunol- 
ogy Clinic  at  the  University  of  Tennessee  for 
further  evaluation.  The  results  of  this  evalua- 
tion are  described  in  detail  on  the  accompany- 
ing charts. 


Test  substance 
+ Scratch  test 
U-IOORI.D. 

Skin  test 

Test  Concentration 
1:10,000  to  1:10 
1:10,000  to  1:10 

Reaction 

Neg 

Neg 

-i-i-  Scratch  test 
NPH  ID. 

1:10,000  to  1:10 
1:1000 

Neg 

10mm  wheel,  20mm  flare 

Scratch  test 
Lente  I.D. 

1:10,000  to  1:10 
1:10,000  to  1:10 

Neg 

Neg 

-I-M-+  Scratch  test 
Protamime  I.D. 
Sulfate 

1:1,000,000  to  1:10 
1:1,000 

Neg 

15mm  wheel 
30mm  flare 

-I-:  Regluar  Iletin  I beef-pork  Lilly  Co. 

-h-hiNPH  Iletin  I Eli  Lilly 

Lente  Iletin,  Eli  Lilly,  lOm/k 

-H-I-++:  Protamine  Sulfate  Igi,  USP,  Lyphs,  Med,  Rosemount,  111. 

Protamine  antibody  test  (by  Johns  Hopkins  University  Laboratory) 


Protamine-Specific  IgE  (86421) 

Protamine-Specific  IgG  (86008) 

ng/ml 

% Inhibiton 

Result 

ng/ml 

% Inhibition  Result 

<24 

98 

Positive 

1163 

29  Positive 

Insulin-Specific  IgE  (86421) 

ng/ml 

Rggplt 

Bovine 

<1 

Negative 

Porcine 

<1 

Negative 

Human 

<1 

Negative 
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Introduction 

Exogenous  insulin  has  been  used  for  the  treat- 
ment of  diabetes  since  the  early  1900s,  and 
immunological  reactions  to  insulin  have  been 
reported  in  considerable  numbers.'’^  The  etiology 
of  reactions  could  be  immunological  reaction  to 
the  insulin  itself  or  to  the  pharmaceutical  con- 
taminants, such  as  zinc  and  protamine.  Be- 
cause many  of  the  insulin  preparations  contain 
protamine  to  prolong  the  insulin  effect,  and 
because  diabetic  patients  also  have  cardiovas- 
cular complications  which  require  cardiovascu- 
lar procedures  (for  which  protamine  may  be 
needed  to  reverse  heparin  anticoagulation), 
these  patients  could  be  already  sensitized  to  the 
protamine  through  their  insulin  therapy  and 
manifest  hypersensitivity  reactions  to  IV  pro- 
tamine administration  during  the  cardiovascu- 
lar procedure."*^ 

In  most  of  the  reported  cases  of  hypersensi- 
tivity reactions  to  IV  protamine,  even  though 
most  of  them  are  diabetics  and  have  been  sen- 
sitized while  they  were  receiving  insulin 
therapy,  these  patients  didn’t  have  any  reac- 
tion to  the  subcutaneous  injection  of  insulin 
with  protamine.  This  has  been  explained  by  the 
theory  that  the  drug  reaction  could  be  modified 
by  the  route  of  administration  and  by  the  amount 
of  antigen  administered®  (which  is  1/1,000  in 
this  case).  This  case  is  unique  because  of  fre- 
quent reactions  to  insulin  administration  which 
turned  out  to  be  Type  I hypersensitivity  reac- 
tion to  the  protamine  contaminant.  It  is  also 
noteworthy  that  this  patient  had  previous  ana- 
phylactic reactions  to  protamine  administra- 
tion related  to  vascular  surgery. 

Discussion 

The  majority  of  patients  treated  with  exog- 
enous insulin  have  developed  low  titers  of  insu- 
lin binding  antibody.'*  Only  a minority,  (10 
percent)  experience  local  reactions  requiring 
intervention.  Fortunately,  serious  systemic  re- 
actions occur  in  only  0.1  to  2 percent.®'^’®  For 
convenience,  immunologic  reactions  to  insulin 
can  be  classified  using  the  Gell  and  Coombs 
classification®  (Table  1).  Type  I reactions  are 
IgE  mediated,  mast  cell  or  basophil  associated 
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Type  I 

Local  reaction 

Immediate 

Biphasic 

Generalized  reaction 

and  anaphylaxis 

Type  II 

None  reported 

Type  III 

Local  Arthus  Reaction 
Serum  sickness 

Immunologic  insulin  resistance 

Type  rV 

Local  delayed  hypersensitivity 

reaction 

Table  1.  Gell  and  Coombs  Classification  of 
Immunologic  Reactions  to  Insulin 


medicator  release  causing  local  and  systemic 
reaction.  The  majority  of  allergic  reactions  are 
Type  P°  and  the  antigenicity  can  be  from  any 
components  of  insulin  preparations,  such  as 
the  insulin  molecule  itself,  non-insulin  protein 
contaminants,  pharmaceutical  formulation  and 
genetic  determination.  Insulin  is  a polypeptide 
composed  of  an  A and  B chain,  21  amino  acids 
and  30  amino  acids,  respectively.  The  bovine 
insulin  differs  from  human  insulin  by  three 
amino  acid  sequences,  whereas  the  porcine 
insulin  by  one  amino  acid,  which  has  been  cited 
as  a possible  explanation  for  the  greater  antige- 
nicity of  bovine  insulin  than  porcine  insulin  in 
in  vitro  and  in  vivo  assay.  But,  there  are  some 
patients  who  are  more  allergic  to  porcine  than 
to  bovine  insulin;  also,  human  r-DNA  insulin 
can  be  more  allergenic  than  porcine  and  bovine 
in  some  cases.  Therefore,  it  may  be  helpful  to 
titer  patients  with  various  sources  of  insulin  to 
choose  the  least  allergenic  insulin  for  desensi- 
tization when  it  is  indicated. 

Homologous  and  even  autologous  insulin 
can  be  allergenic  after  extraction  by  an  acid- 
alcohol  procedure  which  alters  the  tertiary  struc- 
ture. Since  "purified"  insulin,  as  defined  by  the 
FDA,  has  been  refined  to  contain  fewer  than  10 
ppm  impurities,  (compared  to  1000  ppm  impu- 
rities before  1972)  the  noninsulin  protein  con- 
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Component 
Heterologous  insulin 

Example 
Bovine  Insulin 

Antigenic  Characteristics 
Different  primary  amino  acid  sequence 
than  human  insulin 
Altered  tertiary  structure 

Homologous  insulin 

Human  insulin 
(rDNA) 

Altered  tertiary  structure 

Noninsulin  protein 
contaminants 

Porcine  insulin 

Different  primary  amino  acid  sequence 
than  native  human  proteins 

Nonprotein  additives 

Zinc 

Probably  acts  as  hapten 

Table  2.  Examples  of  Implicated  Antigens  in  Insulin  Preparations 


taminants  have  been  less  postulated  as  a cause 
of  allergic  reaction.  Some  patients  showing 
positive  cutaneous  reactions  to  non-insulin  por- 
cine and  bovine  protein  have  been  sensitized  to 
non-insulin  protein  contaminant,  (pro-insulin, 
51  amino  acid  A and  B chain  with  connecting  C- 
peptide)  and  it  has  been  postulated  as  a possible 
source  of  antigenicity.  But  the  evidence  of  these 
non-insulin  protein  contaminants  as  antigenic 
is  not  clear.  Some  of  the  pharmaceutical  formu- 
las such  as  zinc  and  protamine  can  be  a source 
of  allergic  reactions.  Zinc  insulin  has  been  de- 
scribed as  causing  Type  IV  delayed  hypersensi- 
tivity reactions.  Protamine  contaminants  to 
prolong  the  action  of  insulin  also  have  been 
reported  as  a cause  of  generalized  allergic  reac- 
tions to  NPH  insulin  (neutral  protamine 
Hagedorne)  and  will  be  discussed  in  more  detail 
later.  In  addition  to  the  presence  of  an  antigen, 
the  genetic  capability  to  react  to  insulin  immu- 
nologically  has  been  postulated  as  a prerequi- 
site for  the  development  of  insulin  allergy.  For 
example,  HLA-B7,  DR2  and  DR3  may  predis- 
pose diabetic  patients  to  insulin  allergy.^®’^"* 

Type  II  reactions,  cytotoxic  and  cytolytic 
involving  an  antibody  with  antigen  on  a cell, 
resulting  in  destruction  of  the  cell,  is  not  impli- 
cated as  an  insulin  reaction. 

Type  III,  toxic  antigen-antibody  complexes 
with  complement  fixation,  causing  leukocyte 
attraction  and  inflammation  (e.g.,  local  Arthus 
reaction)  four  to  six  hours  after  insulin  injec- 


tion, has  been  described. Serum  sickness,  pri- 
marily consisting  of  adenopathy,  also  has  been 
reported,  with  insulin  as  an  antigen. The 
antibody  is  mostly  IgG  class  and  can  cause 
immunologic  insulin  resistance.  Also  these  IgG 
antibodies  can  cross  the  placenta,  causing  neo- 
natal hypoglycemia.^ 

Type  IV,  delayed  hypersensitivity  or  cellu- 
lar hypersensitivity  is  lymphocyte  mediated, 
has  been  described  as  a local  reaction  due  to  a 
zinc  contaminant  in  insulin  preparation,  as 
mentioned  before.^® 

The  diagnosis  and  treatment  for  local  reac- 
tions is  quite  simple.  Most  of  them  subside  and 
disappear  with  continued  insulin  therapy.^  If 
it  is  severe  enough  to  treat,  it  requires  concomi- 
tant antihistamine  administration  or  dividing 
the  dose  in  separate  injection  sites.  For  late 
local  reactions  of  delated  hypersensitivity  type 
due  to  zinc-contaminated  insulin  preparations, 
one  simply  needs  to  change  to  nonzinc-contain- 
ing insulin.  Lipodystrophy  may  occur  locally  at 
the  site  of  insulin  injection  and  may  be  amelio- 
rated by  usinga  purified  insulin  preparation. 
Systemic,  immediate  type  reactions  are  much 
less  common,  0.1  to  2 percent,®-^  and  are  mani- 
fested by  urticaria,  angioedema,  bronchospasm, 
or  hypotension  and  may  be  accompanied  by 
pruritus,  erythema,  rhinorrhea,  nausea  and 
abdominal  or  uterine  cramps.  Management  is 
similar  to  other  acute  anaphylactic  episodes. 
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In  most  of  the  cases,  there  is  an  interrup- 
tion of  insulin  therapy  for  several  months  to 
years  and  the  insulin  therapy  is  reinstituted  as 
the  patients  develop  need  for  treatment.  The 
patient  develops  progressively  larger  local  re- 
actions that  culminate  in  a systemic  reaction. 
Most  of  the  time  this  is  accompanied  by  a large 
immediate  type  reaction  at  the  site  of  injection, 
which  can  give  a urticaria/angioedema/ana- 
phylaxis^drugreaction.  Cutaneous  testingmay 
be  helpful  in  excluding  the  diagnosis  of  insulin 
allergy  when  it  is  done  correctly  and  the  result 
is  negative.  As  Lieberman,  et  al,  reported  in 
their  studies,  the  incidence  of  positive  skin  test 
is  40  percent  in  insulin- treated  diabetics  re- 
gardless of  clinical  allergic  reaction  to  insulin. 
Therefore,  a positive  skin  test  in  these  patients 
has  no  diagnostic  relevance.  In  vitro  tests,  in- 
cluding IgE  antibody,  are  not  necessary  or 
helpful  in  clinical  practice  for  the  diagnosis  or 
management  of  these  patients.  If  the  patient 
requires  insulin  therapy,  it  should  not  be  dis- 
continued after  treatment  of  the  anaphylactic 
symptoms.  If  the  systemic  reaction  occurred 
within  24  hours  of  the  last  insulin  injection,  the 
dose  should  simply  be  reduced  to  one-third  (or 
for  more  caution,  one-sixth)  of  the  dose  that 
caused  the  reaction.  Each  day  the  insulin  can 
be  increased  by  5 units  until  diabetic  control  is 
achieved.  If  there  is  a delay  of  one  week  or  so, 
desensitization  is  required  in  the  hospital.  The 
immunologic  insulin  reaction  caused  by  IgG 
antibody  to  insulin  is  even  more  rare.  Most 
of  the  patients  required  high  dose  insulin 
(>200U/day)  for  diabetic  control  and  can  be 
diagnosed  by  1)  excluding  other  causes  of  insu- 
lin resistance,  such  as  infection;  2)  by  demon- 
stration of  elevated  IgG  to  insulin;  and  3)  by 
response  to  corticosteroids.  Usually  a trial  of  30 
mg  of  prednisone  daily  is  recommended,  but  the 
doctor  must  be  alert  to  a rapidly  declining 
insulin  requirement  and  subsequent  hypo- 
glycemia. 

Even  though  adverse  reactions  to  IV  prota- 
mine have  been  reported  in  increasing  num- 
bers as  cardiovascular  surgery  has  been  per- 
formed with  increasing  frequency,  reports  of 
reactions  to  subcutaneously  injected  protamine 
insulin  are  quite  rare.^®  The  proposed  major 
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mechanisms  of  immediate  reaction  to  prota- 
mine are: 

1 ) IgE  antibody  medicated  anaphylaxis  to  pro- 
tamine,®®’^^ 

2)  complement  medicated  anaphylactoid  re- 
action caused  by  protamine-heparin  com- 
plexes, or  protamine-antiprotamine  com- 
plexes,®®'®® 

3 ) direct  mast  cell  degradation  by  protamine,®^ 

4)  idiosyncracy.  The  incidence  of  adverse  re- 
actions to  rV  protamine  administration  is 
10.7  percent  ( 1.6  percent  severe  reactions).'* 
According  to  a study  by  Adkinson,  Jr.,  et  al, 

diabetics  receivingprotamine-insulin  injections 
have  a 40-fold  to  50-fold  increased  risk  of  life- 
threatening  reactions  by  the  IV  route, and 
the  presence  of  protamine  IgE  and  IgG  antibod- 
ies are  the  important  risk  factors.  Among  pa- 
tients who  did  react  to  IV  protamine  but  had  no 
previous  exposure  to  protamine  insulin  injec- 
tion, the  presence  of  protamine  IgG  antibody 
was  a significant  risk  factor. 

Another  prospective  study  of  the  risk  of  an 
immediate  adverse  reaction  to  protamine  was 
done  by  Weiler"*  and  showed  that  most  of  the 
reactions  occurred  in  patients  with  negative 
skin  tests.  They  did  not  see  any  relationship 
between  a positive  IgE  Elisa  test  and  a positive 
skin  test  to  protamine.  They  found  the  level  of 
C3a  and  C4a  were  elevated  in  reaction  and 
nonreaction  groups,  but  C4a  levels  were  sig- 
nificantly increased  in  reacting  groups.  Fur- 
thermore, patients  with  moderate  and  severe 
reactions  had  modest  elevation  of  C5a. 

At  any  rate,  it  is  crucial  to  take  a history  of 
previous  exposure  to  protamine,  such  as  diabe- 
tes with  a history  of  protamine  insulin,  before 
using  rV  protamine  during  cardiovascular  sur- 
gery procedures.  Therefore,  if  the  history  is 
positive,  either  wait  for  the  reversal  of  the 
heparin  anticoagulant  effect  to  occur  by  itself, 
or  use  a protamine  substitute,  such  as 
hexadimethrine'*®  during  cardiovascular  sugery. 

In  our  case,  the  history  of  diabetes,  treated 
by  protamine-containing  insulin,  and  frequent 
reactions  to  insulin  injection,  should  have  been 
considered  seriously.  The  serious  life  threaten- 
ing reaction  could  have  been  avoided  during 
arterial  bypass  surgery.  Unique  to  our  case  is 
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that  the  patient  had  both  a reaction  to  subcuta- 
neous injection  of  protamine  and  IV  adminis- 
tration of  protamine.  The  latter  reaction  is  not 
surprising  because  he  had  a reaction  to  a smaller 
dose  (1/1000  of  rV  administration)  of  prota- 
mine. But  none  of  the  cases  of  IV  protamine 
reactors  in  previous  reports  had  a reaction  to 
subcutaneous  injection.  The  explanation  for 
this  lies  in  the  concept  that  a drug  reaction 
depends  in  part  on  the  dose  and  in  part  on  the 
route  of  administration.  Compared  to  Weiler’s 
prospective  studies  where  IgE  tests  are  all 
negative  in  the  patients  with  positive  skin  tests 
and  seven  out  of  58  patients  with  negative  skin 
tests  have  positive  IgE  tests,  our  patient  had 
both  positive  skin  test  and  IgE  RAST  test. 

Conclusion 

This  case  illustrates  an  unusual  event,  prota- 
mine allergy  mimicking  insulin  allergy.  With 
increased  use  of  protamine  for  cardiovascular 
surgery,  it  would  not  be  unexpected  that  such 
reaction  in  diabetics  will  become  more  common. 
It  is  therefore  important  to  have  a high  index  of 
suspicion.  The  diagnosis  can  be  made  by  skin 
testing.  A negative  skin  test  to  insulin  rules  out 
insulin  allergy. 
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Noncardiogenic  Pulmonary  Edema: 

A Certain  Etiology? 


Andy  Bilotti,  M.D. 


Abstract 

An  emergency  paramedic  call  finds  a 40-year- 
old  woman  unresponsive  on  the  fioor  with  shal- 
low respiration,  pink  froth  and  vomitus  about 
the  mouth,  pulse  36,  blood  pressure  136  by 
palpation.  She  had  been  cleaninginher  kitchen 
and  common  household  chemicals  were  open 
nearby.  On  arrival  in  the  Emergency  Depart- 
ment, a chest  X-ray  showed  bilateral  pulmo- 
nary infiltrates  consistent  with  pulmonary 
edema.  Heart  size  normal.  Despite  all  efforts, 
the  woman  died.  Post  mortem  examination 
revealed  ruptured  cerebral  vascular  malforma- 
tion as  the  cause  of  death. 

Clinical  History 

The  patient  is  a 40-year-old  white  female  with 
unknown  past  medical  history  who  called  911 
from  her  apartment  at  9:55  p.m.  on  March  15, 
1992,  complaining  of  difficulty  breathing.  The 
patient  apparently  collapsed  while  on  the  phone, 
and  the  paramedics  arrived  to  find  the  patient 
lying  in  the  right  lateral  recumbent  position, 
with  shallow  respiration  and  pink  frothy  vomi- 
tus about  the  mouth.  The  patient  had  appar- 
ently just  moved  into  a new  apartment  and  had 
been  cleaning  most  of  the  day.  She  was  found  in 
the  kitchen,  the  oven  door  was  open,  and  a 
bucket  containing  bleach,  bottles  of  Acme  Clear 
Ammonia,  Brite  Floor  Polish  and  Pathmark 
Rug  Shampoo  were  found  nearby.  No  strong 
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odor  was  detected  by  paramedics  at  the  scene. 
Multiple  attempts  at  intubation  failed  second- 
ary to  copius  pink  frothy  secretions.  The  pa- 
tient was  ventilated  with  a bag  valve  mask,  and 
a pulse  was  determined  to  be  36  and  regular 
with  a blood  pressure  of  136  over  palp.  An  IV 
line  was  started,  and  the  patient  received  1 amp 
ofD50, 2 mgofNarcanand  100  mgofThiamine. 
En  route,  the  patient  exhibited  decerebrate 
posturing. 

She  arrived  at  Christiana  Hospital  ER  at 
10:44  p.m.  and  was  immediately  intubated  and 
ventilated.  The  patient  exhibited  a weak  ca- 
rotid pulse,  the  monitor  showed  sinus  brady- 
cardia, and  the  pulse  oximeter  showed  a 02 
saturation  in  the  low  30s.  A brief  physical  exam 
showed  fixed  and  dilated  pupils,  with  no  signs 
of  head  trauma,  and  decreased  breath  sounds 
throughout  with  minimal  air  movement.  There 
was  a thready  carotid  pulse  and  the  abdomen 
was  distended  and  tympanic.  The  patient  re- 
ceived 1 mg  of  atropine  x2.  A dopamine  drip  was 
started,  and  she  was  placed  on  a ventilator  with 
sequential  increases  in  PEEP  in  an  attempt  to 
improve  oxygenation.  Pulse  ox  continued  in  the 
low  30s,  severe  cyanosis  was  present,  and  the 
pulse  continued  to  be  bradycardic.  An  Isuprel 
drip  was  started,  and  was  followed  by  place- 
ment of  an  external  transcutaneous  pacemaker. 
A portable  chest  X-ray  showed  diffuse  bilateral 
pulmonary  infiltrates  with  a normal  cardiac 
silhouette.  An  IV  bolus  of  125  mgof  Solumedrol 
was  given,  but  the  patient  continued  to  deterio- 
rate. Blood  pressure  and  pulse  were  unobtain- 
able and  CPR  was  begun.  Despite  multiple 
doses  of  epinephrine,  a dose  of  magnesium 
sulphate,  and  1 amp  of  sodium  bicarbonate,  the 
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patient  expired  at  11:11  p.m.  Later  in  the 
evening  more  history  became  available  from 
family  members  which  related  no  pertinent 
past  medical  history  and  only  recent  vague 
complaints  of  headache.  At  that  time  the  case 
appeared  consistent  with  a toxic  inhalation  of 
chlorine  gas,  and  the  consequences  of  non- 
cardiogenic  pulmonary  edema.  The  medical 
examiner  report  was  received  on  March  23, 
1992,  and  showed  a ruptured  vascular  malfor- 
mation as  the  cause  of  death. 

Discussion 

Neurogenic  pulmonary  edema  is  a devastating 
complication  of  a variety  of  neurological  disor- 
ders, including  subarachnoid  hemorrhage,  in- 
tracranial bleeds,  grand  mal  seizures  and  iso- 
lated head  trauma.^  Recognition  and  studies  of 
this  entity  began  in  the  early  1900s,  after  the 
occurrence  of  pulmonary  edema  was  observed 
in  individuals  sustaining  head  trauma  during 
battle.^  It  was  frequently  observed  in  Vietnam 
in  soldiers  who  died  from  clean  penetrating 
bullets  wounds  to  the  head.'*  The  etiology  of 
neurogenic  pulmonary  edema  is  thought  to 
be  due  to  the  overactivity  of  the  sympathetic 
nervous  system  seen  in  the  acute  phases  of 
cerebrovascular  disease  and  trauma.  The  exact 
pathophysiology  in  detail  is  notknown,  but  it  is 
believed  that  a sudden  increase  in  intracranial 
pressure  may  elicit  a massive  sympathetic  dis- 
charge. This  is  thought  to  cause  redistribution 
of  blood  to  the  pulmonary  circulation  resulting 
in  high  pulmonary  capillary  pressures  and  in- 
creased permeability.  Regardless  of  the  cause, 
treatment  focuses  on  maximizing  oxygenation 
through  mechanical  ventilation,  oxygen 
supplementation,  and  positive-end  expiratory 
pressure.  Invasive  hemodynamic  monitoring 
with  a Swann-Ganz  catheter  helps  guide 
therapy  with  vasodilators  and  diuretics,  by 
providing  information  on  the  pulmonary  capil- 
lary wedge  pressure,  cardiac  output,  and  sys- 
temic vascular  resistance.  Determining  the  eti- 
ology may  further  guide  therapy.  In  the  case  of 
neurogenic  pulmonary  edema,  focusing  on  de- 
creasing elevated  intracranial  pressure  with 
hyperventilation,  and  agents  such  as  mannitol 


This  slide  is  a chest  X-ray  of  the  patient  showing 
plumonary  edema. 

are  helpful  adjuncts  in  the  treatment  of  this 
condition.'’^  Current  experimental  studies  are 
directed  toward  analyzing  the  roles  of  antico- 
agulants, antihistamines,  cyclo-oxygenase  and 
oxygen  radical  inhibitors,  and  corticosteroids 
in  reducing  permeability  damage.® 

Conclusion 

This  case  illustrates  the  often  grave  conse- 
quences of  non-cardiogenic  pulmonary  edema 
and  the  importance  of  determining  the  correct 
etiology.  Establishing  the  cause  may  add  fur- 
ther therapeutic  options  allowing  the  physician 
to  prevent  the  frequent  complications  associ- 
ated with  this  condition.  The  central  nervous 
system  must  always  be  considered  in  the  differ- 
ential diagnosis  of  pulmonary  edema. 
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"I’m  practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.  ” 


Owen  Brodie, 
MD,  joined 
CompIIealth's 
locum  tenens 
medical  staff  in 

1989,  after  21 
years  in  private 
practice.  Since 
the  n he’s  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  for  private  practitioners  across  the  country. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 

It's  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800-453-3030 

Sail  Lake  City  ■ .Atlanta  ■ Grand  Rapids,  Mich. 
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at  Brandywine  Imaging  Center,  L.P. 


New  Bone  Density  Measurement 
Technology  at  Brandywine  Imaging 
Center  helps  provide  early  diagnosis. 


Until  now,  evaluating  bone  density  using  conventional 
x-ray  techniques  did  not  reveal  a potential  problem  until 
a patient  had  lost  25%  to  30%  of  her  bone  mass.  Now,  in 
just  a matter  of  a few  minutes,  our  new,  highly  sensitive 
densitometer  assists  in  assessing  risk  at  a much  earlier 
stage.  It  can  also  evaluate  response  to  treatment. 

Our  DPX-L  Bone  Densitometer  performs  scans  capable 
of  measuring  the  density  of  the  spine,  the  hip,  and  other 
bones  which  are  the  most  frequent  fracture  sites. 


For  further  information  or  to  schedule  Osteoporosis 
screening  for  your  patients,  call  (302)  654-5300. 


BRANDYWINE 


IMAGING 


CENTER,  L.r. 


Brandywine  Imaging  Center 
701  Foulk  Rd.,  Suite  El,  Foulk  Plaza  • Wilmington,  I)E  19803 
(302)654-5300 

A Diagnostic  Imaging  Associates,  P.A.  Affiliate 
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L'HERMITAGE 

Magnificent  manor  home  overlooking  chateau  country's  most 
beautiful  residential  community.  $995,000  or  build  with  your 
design  and  builder  on  one  of  the  14  remaining  2-  to  4-acre  lots 
starting  at  $250,000.  Call  Wendy  Bunch. 


Wendy  Bunch 
(302)  656-4055 


C&r 


RE/ MAX  Realty  Ltd. 
(302)  657-8000 


CENTENNIAL 

The  most  admired  home  in  Greenville  is  now  on  the  market! 
Call  Wendy  Bunch  for  an  appointment. 


BOARD  OF  MEDICAL  PRACTICE 


E.  Wayne  Martz,  M.D. 
Executive  Director 
Board  of  Medical  Practice 


The  Board  of  Medical  Practice  received  a letter 
as  follows: 

“I  am  conducting  a survey  — interested  in 
learning  your  state  board’s  opinion  on  several 
issues  regarding  the  administration  of  office 
chemotherapy.” 

“In  recent  years  expert  oncologists  have 
generated  several  concepts  regarding  the  proper 
use  of  chemotherapy  in  treating  cancer.  These 
include  the  importance  of  using  full  doses  of 
chemotherapy  in  treating  cancer  patients,  the 
appropriateness  of  the  drug  used  and  the  futil- 
ity of  continuing  with  the  same  treatment 
regime  once  the  cancer  has  demonstrated  resis- 
tance.” 

"Given  these  important  concepts  as  valid, 
consider  the  following  cases. 

Case  1.  A physician  in  your  state  routinely 
continues  chemotherapy  treatments 
in  patients  in  whom  it  is  obviously  no 
longer  effective.  This  may  go  on  for 
four  to  eight  months  in  the  face  of 
progressive  disease  before  the  pa- 
tient finally  succumbs.  Since  doses 
are  not  high,  side  effects  are  mild, 
though  treatmentis  inconvenient  and 
expensive.  Treatments  are  in  the 
doctor’s  office  and  he  profits  $1,000 
per  treatment  cycle. 

Case  2.  Onephysicianmakesahabitoftreat- 
ing  with  very  low  doses  of  chemo- 
therapy - about  one  fourth  that  rec- 
ommended - for  patients  with  breast, 
bowel  and  lung  cancer.  He  does  this 
after  radiation  as  “adjuvant”  therapy. 
There  is  not  evidence  of  any  mean- 
ingful anti-cancer  effect.  It  is  given 
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in  the  office.  The  doctor  profits  about 
$1,000  per  treatment  cycle. 

Case  3.  A doctor  in  your  state  treats  every 
patient  who  has  had  his  or  her  cancer 
surgically  removed  (adjuvant  chemo), 
even  those  cancers  notknown  to  ben- 
efit from  chemotherapy.  He  uses 
drugs  that  have  no  demonstrable  ef- 
fectiveness, (e.g.,  Fluorouracil  for 
melanoma  or  gastric  or  lung  cancer). 
This  is  continued  for  two  years.  Side 
effects  are  mild,  but  treatment  (office 
based)  is  inconvenient  and  expen- 
sive, benefitting  the  doctor  $1,000 
per  treatment." 

After  each  of  these  cases  the  questionnaire 
asks: 

1.  Do  you  consider  this  improper  or  un- 
ethical? 

2.  Would  your  Board  investigate  and  dis- 
cipline the  doctor?  If  so,  on  what  basis? 

I would  also  ask,  “How  do  you  discover 
something  like  this?”  The  patient  won’t  com- 
plain. He  is  delighted  that  side  effects  are  so 
minimal.  The  family  is  impressed  with  the 
doctor’s  coverage  and  persistence.  The  insur- 
ance company  pays.  They  don’t  know  what  is 
going  on.  What  a setup!!  Is  this  going  on  in 
Delaware?  I doubt  it.  I certainly  hope  not. 

Can  we  extrapolate  from  this?  Are  there 
any  doctors  ordering  or  carrying  out  unneces- 
sary tests  or  procedures  that  they  benefit  from, 
and  rationalize  one  way  or  another?  If  the 
patient  is  pleased,  who  is  to  complain?  Where 
do  you  draw  the  line?  I wish  there  were  an 
answer  all  could  agree  on.  This  will  give  the 
Board  food  for  thought. 
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HEALTH  LAW 


The  National  Practitioner  Data  Bank 

in  Operation 


Peter  J.  Shanley,  Esq. 


! In  the  March  1991  issue  of  the  Delaware  Medi- 
cal Journal,  I wrote  the  first  Health  Law  col- 
umn article  titled  “National  Practitioner  Data 
. Bank.”  Unfortunately,  some  of  the  readers  of 
this  column  today  are  beginning  to  have  first- 
hand experience  with  the  Data  Bank  in  opera- 
: tion  because  malpractice  insurance  companies 

I which  have  settled  or  paid  judgments  in  mal- 
practice cases  are  now  reporting  the  results  of 
these  settlement  and  judgment  payments  to  the 
National  Practitioner  Data  Bank.  It  is  there- 
fore appropriate  to  return  to  this  subject  to 
discuss  the  Data  Bank  in  operation. 

The  malpractice  insurance  carrier  which 
settles  or  pays  a malpractice  judgment  is  re- 
quired by  law  to  submit  preliminary  informa- 
tion to  the  National  Practitioner  Data  Bank 
under  Title  IV  of  Public  Law  99-660,  the  “Health 
Care  Quality  Improvement  Act  of  1986,”  as 
amended.  The  Data  Bank  is  an  information 
clearing  house  designed  to  collect  certain  infor- 
mation relating  to  professional  confidence  in 
the  conduct  of  physicians,  dentists,  and  other 
health  care  practitioners.  Unfortunately,  the 
Data  Bank  is  also  authorized  to  release  certain 
information  relating  to  this  competence  and 
conduct. 

When  the  Data  Bank  notifies  a physician 
that  a preliminary  report  has  been  filed  with  it, 
it  confesses  to  the  physician  that  the  “Data 
Bank  is  primarily  a flagging  system  whose 
principal  purpose  is  to  facilitate  a more  compre- 
hensive review  of  professional  credentials”  (em- 


Mr.  Shanley  is  a partner  in  the  Health  Law  Department  of 
the  firm  of  Saul,  Ewing,  Remick  and  Saul. 
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phasis  added).  The  Data  Bank  further  states  to 
the  physician  that  its  data  can  be  used  “in 
making  determinations  on  granting  privileges 
or  in  employment,  affiliation,  or  licensure  deci- 
sions.” 

The  insurance  carrier  must  also  file  a copy 
of  the  Payment  Report  with  the  Delaware  Board 
of  Medical  Practice,  which  will  then  contact  the 
physician  to  inform  him  or  her  that  it  has 
received  a report  from  the  Data  Bank  and  that 
the  report  is  enclosed  with  the  notification 
letter.  The  Board  will  then  state  to  the  physi- 
cian that  it  must  look  into  the  matter  and  that 
the  physician  has  a right  to  respond  to  the 
information  contained  on  the  initial  Data  Bank 
report. 

It  is  important  for  the  reported  physician  to 
realize  that  the  initial  Data  Bank  report  is  just 
that,  a preliminary  report  submitted  by  the 
insurance  company  to  the  Data  Bank  as  re- 
quired by  federal  law.  The  report  from  the 
insurance  company  is  filed  on  a form  titled 
Medical  Malpractice  Payment  Report  is 

mailed  to  the  Data  Bank’s  office  in  California. 
This  report  will  list  the  physician’s  name,  the 
reporting  insurance  company,  the  amount  of 
the  malpractice  payment  and  the  reason  for  the 
payment  by  reference  to  one  of  93  “malpractice 
claims  description  codes.”  Interestingly,  these 
codes  have  been  adapted  from  the  Harvard  Risk 
Management  Foundation  Allegations  of  Negli- 
gence Report  and  most  of  the  codes  correspond- 
ing narrative  descriptions  imply  negligence. 

' The  Data  Bank  also  uses  an  Adverse  Action  Report  form 
for  hospitals,  other  health  care  entities  and  professional 
societies  to  report  adverse  administrative  actions,  but 
this  subject  is  not  discussed  in  this  article. 
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In  addition,  the  insurance  company  will  list 
on  this  Payment  Report  a “description  of  the 
acts  or  omissions  and  injuries  or  illnesses  upon 
which  the  action  or  claim  was  based.”  There- 
fore, the  Medical  Malpractice  Payment  Report 
contains  two  pieces  of  information  that  repre- 
sent in  the  aggregate  the  preliminary  descrip- 
tion of  the  reason  for  the  payment. 

Once  the  physician  receives  the  Medical 
Malpractice  Report,  he  or  she  can  “appeal”  this 
initial  Report  within  60  days  of  a date  refer- 
enced on  the  Data  Bank’s  notification  docu- 
ment. The  appeal  process  is  somewhat  different 
from  most  appeal  processes  because  the  physi- 
cian is  encouraged  to  discuss  the  disagreement 
directly  with  the  insurance  company  which 
made  the  initial  report.  The  insurance  com- 
pany then  can  submit  a corrected  report  to  the 
Data  Bank. 

To  appeal,  the  physician  should  use  the 
Data  Bank’s  Practitioner  Notification  Docu- 
ment. If  discussions  with  the  insurance  carrier 
fail  to  resolve  the  disagreement,  the  physician 
may  request  the  Secretary  of  the  U.S.  Depart- 
ment of  Health  and  Human  Services  to  review 
the  accuracy  of  the  disputed  report. 

Let  me  now  give  you  an  example.  Let’s 
assume  that  an  insurance  company  settles  a 
malpractice  case  for  $110,000  with  the 
physician’s  reluctant  acquiescence  and  that  the 
settlement  is  designed  solely  to  avoid  litigation, 
at  least  from  both  the  insurance  company’s 
point  of  view  and  the  physician’s  perspective. 
The  insurance  company  would  then  prepare  a 
Payment  Report  to  the  Data  Bank  without  any 
input  from  the  physician.  Let’s  further  assume 
that  the  insurance  company  “clerk”  decides  to 
use  Malpractice  Claims  Description  Code  365, 
which  is  the  code  that  indicates  a patient  was 
given  the  wrong  medication  by  the  physician 
and  that  the  same  clerk  completes  the  report 
form  with  reference  to  a patient  who  came  to 
the  physician  for  the  treatment  of  congestive 
heart  failure  where  the  physician  improperly 
treated  the  patient  for  hyperthyroidism  and 
prescribed  medication  based  on  the  missed  di- 
agnosis. In  other  words,  the  clerk  had  to  review 
the  file  and  apply  both  a Malpractice  Claim 
Description  Code  and  an  appropriate  narrative 
description.  Considering  the  fact  that  the  in- 


surance company  must  make  numerous  re- 
ports each  day,  it  is  easy  to  see  where  the 
preliminary  report  can  be  inaccurate. 

The  important  thing  for  the  physician  to 
realize  is  that  the  physician  can  correct  both  the 
description  and  the  code  if  he  or  she  can  con- 
vince the  insurance  company  that  either  the 
code  or  the  description  or  both  are  incorrect. 

I cannot  list  all  of  the  description  codes  in 
this  article,  but  there  is  one  code  I really  liked. 
It  is  Code  960  which  is  described  as  “other 
(provide  detailed  written  description)”.  This 
code  allows  the  physician  to  dispute  all  of  the 
other  codes  which  have  specific  references  as- 
signed to  them  and  to  provide  his  or  her  special- 
ized code  telling  in  effect  his  or  her  own  story. 
The  physician  will  need  the  cooperation  of  the 
malpractice  insurance  carrier  but  I am  hopeful 
that  if  the  physician  can  supply  the  insurance 
carrier  with  an  appropriate  detailed  written 
description  to  accompany  Code  960,  the  insur- 
ance company  will  report  it  as  a Code  960 
situation.  In  cases  in  which  there  has  been  a 
settlement  prior  to  a jury  verdict,  the  carrier 
and  the  insured  generally  agree  that  there  was 
no  negligence  (fault).  This  being  the  case,  it 
should  be  possible  to  convince  the  insurer  to 
comply  with  a request  to  use  Code  960  and  a 
more  favorable  but  accurate  description.  Simi- 
larly, the  physician  can  try  to  convince  the 
insurance  company  to  correct  the  narrative 
description  on  the  initial  medical  malpractice 
payment  report.  By  following  these  two  proce- 
dures, the  physician  at  least  has  a reasonable 
chance  to  “edit”  the  data  in  the  Data  Bank. 

Let  me  return  to  my  example.  Using  Code 
960,  the  physician  could  suggest  the  following 
narrative: 

“The  patient  came  to  insured  with  symp- 
toms which  supported  a diagnosis  of  either 
congestive  heart  failure  or  hyperthyroidism 
and  was  initially  treated  for  hyperthyroidism. 
The  patient  alleged  improper  initial  diagnosis 
and  treatment.  The  carrier  and  the  insured 
reject  this  position,  but  agreed  to  settle  for  the 
above  listed  amount.” 

I suggest  Code  960  with  the  above  narrative 
is  more  appropriate  than  Code  365  with  the 
narrative  used  in  the  example. 
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As  one  can  see,  the  information  on  these 
reports  is  important  because  in  Delaware  it 
may  prompt  a review  by  the  Board  of  Medical 
Practice.  In  addition,  there  is  apparently  a new 
and  disturbing  trend  with  respect  to  access  to 
the  Data  Bank.  While  insurers  and  health  care 
organizations  usually  cannot  access  the  Data 
Bank  directly,  they  can  insist  that  doctors  them- 
selves query  the  Data  Bank  for  information 
about  themselves  with  the  requirement  that 
the  results  be  handed  over  to  the  insurer  or  the 
health  care  provider.  Because  physicians  can 
request  Data  Bank  information  of  themselves 
and  then  give  the  information  to  whomever 
they  choose,  this  trend  is  perfectly  legal  and 
therefore,  physician  input  before  the  Data  Bank 
report  is  finalized  is  essential.  You  just  never 
know  who  will  read  the  final  report. 

Health  Law  is  a feature  of  the  Delaware  Medi- 
cal Journal  which  presents  practical  informa- 
tion for  the  practicing  physicians  about  current 
trends  in  health  law. 


OFFICE  SUITE 

♦ 1,200-square-feet  medical 
office  suite  available  for 
$12  per  square  foot. 

♦ Located  in  the  Christiana 
Medical  Center  near 
Christiana  Hosptial. 

♦ Flexible  lease  terms. 

CaU  Lou  at  (215)  430-0759 
for  more  information. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  In  Increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ® is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  antl-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug, ^ ’2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks, 3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5,4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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DBA  COLLECTION 

AND  ADMINISTRATIVE  SERVICES,  INC. 
The  Medical  Collection  Specialists 


Featuring: 

❖ Completely  Automated  Systems 

❖ Hard  Copy  or  Tape  Transfer  of  Accounts 

*>  Custom-Tailored  Programs  for  Each  Client 

❖ Precollect  Sendees 

❖ Complete  Monthly  Reports 

❖ Credit  Reporting 

❖ Free  Accounts  Receivable  Consultations 
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EDITORIALS 


Fees  and  Health  Care  Costs 


It  seems  that  most  of  my  editorials  recently 
have  concerned  the  cost  of  health  care.  I’m 
sorry  to  seem  fixed  on  that  one  theme,  but  I do 
feel  it  is  an  important  one,  at  least  as  far  as 
public  perceptions  are  concerned.  It  has  been 
pointed  out  correctly  that  if  tomorrow  all  doc- 
tors started  working  for  nothing,  it  would  have 
very  little  impact  on  the  continuing  escalation 
of  health  care  costs.  Each  and  every  one  of  us 
has  a very  tough  assignment  in  trying  to  edu- 
cate the  public  (our  patients)  to  that  one  little 
fact.  However,  the  fact  is  not  the  perception, 
and  most  decisions  are  made  on  emotional  per- 
ceptions, not  on  facts.  No  matter  what  we  say  or 
“prove,”  the  public  perception  is  that  we  physi- 
cians are  responsible. 

In  my  opinion,  a lot  of  this  emotional  per- 
ception is  based  on  the  disparity  in  incomes 
between  physicians  and  the  public.  In  the  1990 
census,  the  median  income  in  Delaware,  one  of 
the  most  prosperous  states  in  the  nation,  was 
$34,875,  about  the  same  as  a third-year  resi- 
dent. People  live  and  die,  buy  their  homes  and 
educate  their  children  on  that  income,  yet  most 
doctors  entering  practice  scorn  any  offer  under 
$80,000  and  I’m  told  the  market  for  many 
specialties  starts  at  $ 180,000.  N o wonder  people 
get  irritated.  They  overlook  the  fact  that  busi- 
nessmen and  lawyers,  developers  and  accoun- 
tants, realtors  and  airline  pilots  are  all  in  the 
same  ballpark  with  us  — at  least  with  primary 
care  doctors. 

However,  for  most  people  it  really  strikes 
home  when  they  meet  a doctor  who  is  over- 
charging. Each  year  the  newspaper  lists  the  10 
or  12  doctors  in  Delaware  who  have  the  highest 
Medicare  billing.  The  names  and  true  profes- 
sions are  usually  buried  on  page  17  or  so,  but  if 
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you  take  the  trouble  to  look,  it  has  been  my 
experience  that  there  may  be  one  or  two  who 
are  M.D.s  or  D.O.s.  The  rest  are  made  up  of  all 
the  other  health  “professionals”  who  call  them- 
selves “doctor.”  That  is  why  we  prefer  the  term 
“physician.” 

However,  be  that  as  it  may,  there  are  still 
a few  physicians  who  are  overcharging. 
Admittedly, those  few  are  not  going  to  bankrupt 
the  federal  government  or  even  Blue  Shield  or 
Prudential,  but  they  do  a lot  of  damage  none- 
theless, by  the  ill  will  they  generate  for  the  rest 
of  the  physicians.  The  caring  and  responsible 
physicians  would  probably  stop  referring  pa- 
tients to  them  - if  they  knew  who  they  are.  One 
way  to  find  out  is  to  ask  the  patients  whom  you 
have  referred.  We  used  to  know  in  the  medical 
society  committees,  but  now  we  are  forbidden  to 
discuss  fees  in  our  meetings.  And  the  Board  of 
Medical  Practice,  which  the  feds  say  should 
control  fees,  is  prohibited  by  Delaware  confi- 
dentiality statues  from  discussing  any  com- 
plaint under  investigation.  Moreover,  the  of- 
fending doctor  can  collect  most  of  the  outra- 
geous fee  from  insurers  and  get  the  rest  by 
suing  the  patients  in  small  claims  (magistrate) 
court.  So  where  is  the  control?  There  is  none! 

There  are  many  different  ways  to  increase 
fees.  The  simplest  and  most  direct  is  as  one 
physician  did;  charge  $3,000  for  a minor  surgi- 
cal procedure  that  Medicare  values  at  $269  to 
$323.  A more  subtle  way  is  of  course  unbun- 
dling; charging  separately  for  each  item  of  a 
package  that  normally  goes  together,  such  as 
testing  every  nerve  in  the  forearm  in  evaluat- 
ing for  carpal  tunnel.  A similar  example  might 
be  testing  every  artery  in  the  head  and  neck  in 
evaluating  for  TLA.  Even  less  obtrusive  and 
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very  unlikely  to  raise  a fuss  is  repetition  of 
normal  test  at  frequent  intervals,  often  for 
years  - a normal  EKG  at  every  monthly  hyper- 
tension follow-up  visitfor  10  years.  Finally,  and 
a method  that  many  may  perceive  as  justified, 
two  sets  of  fees  — one  for  patients  paying  out  of 
their  own  pocket  and  another  “all  that  the 
traffic  will  bear,”  when  an  insurance  company 
is  paying. 

None  of  these  escape  the  notice  of  the  pa- 
tient. Most  of  them  are  very  intelligent  and 
perceptive.  They  see  and  understand  what  is 
going  on,  and  their  opinion  of  the  medical 
profession  goes  down  as  we  (are  forced  to)  stand 
idly  by  and  do  nothing.  It  is  a problem  for  every 
one  of  us  to  consider. 

E.  Wayne  Martz,  M.D. 

Noninvasive 
Ventilatory  Support 

Several  methods  of  noninvasive  ventilatory 
support  are  now  available  to  aid  in  the  manage- 
ment of  respiratory  failure.  These  methods  ob- 
viate the  need  for  endotracheal  intubation  or 
tracheostomy  (both  are  invasive  and  have  po- 
tential complications).'*® 

Presently  available  noninvasive  systems 
include  CPAP,  BiPAP,  and  negative  pressure 
ventilation.  Continuous  positive  airway  pres- 
sure (CPAP)  delivered  by  face  or  nasal  mask 
has  been  successfully  used  to  manage  respira- 
tory failure  associated  with  cardiogenic  pulmo- 
nary edema  due  to  left  ventricular  failure,^® 
adult  respiratory  distress  syndrome  and  sleep 
apnea.  The  newer  modality  of  bi-level  positive 
airway  pressure  (BiPAP)*'’  delivers  separately 
adjustable  inspiratory  and  expiratory  positive 
airway  pressure  and  therefore  can  function  as 
intermittent  positive  pressure  ventilation 
(IPPV)  without  the  need  for  tracheal  intubation. 
BiPAP  is  useful  for  patients,  with  alveolar 
hypoventilation  (increased  PaCO),^  chronic  ob- 
structive pulmonary  disease  in  exacerbation, 
adult  respiratory  distress  syndrome,  and  neu- 
romuscular disorders.®'’  Negative  pressure  ven- 
tilation (iron  lung,  cuirass)  can  be  cumbersome 
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and  complicated  by  upper  airway  obstruction 
and  sleep  apnea.® 

The  ideal  patient  for  CPAP  or  BiPAP  should 
be  spontaneously  breathing,  cooperative,  and 
capable  of  protecting  his/her  airway.  Applying 
these  modes  of  ventilatory  support  in  the  acute 
setting,  (e.g.,  exacerbation  of  COPD  or  acute 
pulmonary  edema)  may  “buy  time”  to  allow 
the  underlying  condition  to  improve  with 
treatment,  hence  avoiding  tracheal  intubation. 
Potential  complications  include  patient  intol- 
erance, barotrauma,  and  aerophagia  with 
aspiration  of  gastric  contents.  Decreased  car- 
diac output  with  hypotension  can  also  occur, 
especially  in  the  hypovolemic  patient.  How- 
ever, some  patients  with  decompensated  con- 
gestive heart  failure  may  show  an  increased 
cardiac  performance  possibly  by  a reduction  in 
left  ventricular  afterload. ^ 

I would  encourage  physicians  to  become 
familiar  with  newer  methods  of  noninvasive 
ventilatory  support  so  that  these  may  be  ap- 
plied to  patients  in  both  the  acute  and  chronic 
setting.  They  should  add  considerably  to  our 
management  of  acute  and  chronic  respiratory 
failure. 

John  J.  Chabalko,  M.D. 
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Mean  percentage  change  from  baseline  after 
8 weeks  of  treatment  with  10  to  40  mg  of  pravastatin 


Total  C 


Triglycerides 


Consistently  and  significantly  reduces  total  C and  ^ 
atherogenic  LDL-C;  positively  affects  other  key  lipids 


:EaCh  arrow  represents  a range  of  means  derived  from  a single  placebo- Jof^roHed 


study  that  included  65  patients  treated  with  pravastatin. 


PRAVACHOL®  (pravastatin  sodium)  is  indipated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholestpiolemia  (Types  Ila  and  lib)  when 
the  response  to  diet  alone  has  not  been  adequate. 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 

Reference:1.  Jones  PH,  et  ali'Once-daily^pravas’tatin  in  patients  with  primajry  hypercholesterolemia:  a 
do'se-responsestutiy.  C//nCard/o/.  1991;14:146-151,  , . 


Please  see  CONTRAINDJCATIONS,  WARNINGS:  PRECAUTIONS,  and  ADVERSE 
REACTIONS  in  the  brief  summary  of  prescribing  information  on  the  adjacent  page. 


Bristol-Myers  Squibb  Company 


PRAUi^HOL^  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication. 

Active  lh«r  disease  or  unexplained,  persistent  ele/ations  in  liver  functbn  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lcwering  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia. 
Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development 
(including  synthesis  of  steroids  and  cell  memtxanes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol 
synthesis  and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may 
cause  fetal  harm  when  administered  to  pregnant  women.  Therefore,  HMG-CoA  reductase  inhibitors  are  contrain- 
dicated during  pregnancy  and  in  nursing  mothers.  Pravastatin  should  be  administered  to  women  of  child- 
bearing age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discon- 
tinued arid  the  patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lowering  therapies,  have  been  associated 
with  biochemical  abnormalities  of  liver  functicn.  Increases  of  serum  transaminase  (ALT.  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been 
reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  U.S.  over  an  a\«rage  period  of  18  months.  These 
abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
those  patients  in  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued 
from  therapy,  the  transaminase  levels  usually  fell  slowly  to  pretreatment  levels.  These  biochemical  findings  are 
usually  asymptomatic  although  worldwide  experience  bdicates  that  anorexia,  weakness,  and/or  abdominal  pain 
may  also  be  present  in  rare  patients. 

As  with  other  lipid-lowering  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin. 
Serum  aminotransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  during  the  remainder  of  the  first  year,  and  periodically  thereafter  (e.g., 
at  about  six-mcxith  intervals).  Special  attentbn  should  be  given  to  patients  who  develop  increased  transaminase 
levels.  Uver  functicn  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  intervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase  elevations  following  discon- 
tinuation of  therapy  may  warrant  consideration  of  liver  biopsy. 

Acti\«  liver  disease  or  unexplained  transaminase  elevatbns  are  contraindications  to  the  use  of  pravastatin  (see 
(XXvTTRAINOCATlONS).  Cautbn  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history 
of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLDGY:  Pharmacokinetics/Metabolism). 
Such  patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desired  therapeutb  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunctbn  with  increases  in  creatine  phosphokbase  (CPK)  values  to  greater  than  1 0 times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patent  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patent  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevatbn  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness, particularly  if  accompanied  by  malaise  or  fever.  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  eiKiocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  during  treatment  with  lovastatin  is  increased  if  therapy  with  either  cyclosporine,  gem- 
fibrozil, erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  experience  with  the  use  of  pravastatin 
together  with  cyclosporine.  Myopathy  has  not  been  observed  in  clinical  trials  involving  small  numbers  of  patients 
v4to  were  treated  with  pravastatin  together  with  niacin.  One  trial  of  limited  size  involving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patent  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS: 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin;  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued.  The  use  of  fibrates  alone  may  occasionalfy  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin. 

Homozygous  Familial  Hypercholesterolemia.  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hyperchol^terolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors. 

Renal  InsufTiciency  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying 
degrees  of  renal  impairment  (as  determined  by  creatinine  cleararrce).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatin  or  its  3a-hydroxy  isomeric  metabolite  (SQ  31 ,906).  A small  increase  was  seen  in  mean  AUC 
values  and  half-life  (ti/2)  for  the  inactive  enzymatic  ring  hydroxylation  metabolite  (SQ  31,945).  Given  this  small 
sample  size,  the  dosage  administered,  and  the  degree  of  individual  variability,  patients  with  ren^  impairment  who 
are  receMng  pravastatin  should  be  closely  monitcx’ed. 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever. 

Drug  Interactions:  Immunosuppressive  Dnjgs.  Gemfitxozil.  Niacin  (Nicotinic  Acid),  Erythromycin:  See  WARN- 
INGS: Skeletal  Muscle. 

Antipyfine:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e.g.,  phenytoin,  quinidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur. 

Chdestyramine/Colestipol:  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatin.  Hewever,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in 
bioavailabiitty  or  therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION:  Concomitant  Therapy.) 

V^riarin:  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarff^  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered.  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  v/arfarin.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Patients  receiving  warfarin-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed. 

Cimetidine:  The  AUCo-i2hr  ^or  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  ailone.  A significant  difference  was  observed  between  the  AUC’s  for  pravastatin 
when  given  with  cimetidine  compared  to  v^tien  administered  with  antacid. 

Digoxin:  In  a crossover  trial  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for  9 
days,  the  bioavailability  parameters  of  digoxin  were  not  affected.  The  4dJC  of  pravastatin  tended  to  increase,  but 
the  cverall  bioavaiiability  of  pravastatin  plus  its  metabolites  SQ  31 ,906  and  SQ  31 ,945  was  not  altered. 

Gemfibrozil:  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  binding  of  pravastatin.  In 
addition,  there  was  a significant  increase  in  AUC,  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906. 
Combination  therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studies  with  aspirin,  antacids  (1  hour  prior  to  PRAVACHOL),  dmetidhe.  nicotinic  acid,  orprobucol. 
no  statistically  significant  differerces  in  bioavaiiability  were  seen  when  PRAVACHOL  (pravastatin  sodium)  was 
administered. 

Other  Drugs:  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers,  or  nitroglycerin. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results 
of  clinical  trials  with  pravastatin  in  males  and  post-menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chorionic  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin.  However,  the  percentage  of  patients  showing  a >50%  rise  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  h these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  b^n  studied  in  adequate  numbers  of 
patients.  The  effects,  if  any,  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre-menopausal  females  are  unknown. 
Patients  treated  with  pravastatin  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropriately.  Caution  should  also  be  exercis^  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g.,  ketoconazole,  spironolactone, 
cimetidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40 
mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 


A chemically  similar  drug  in  this  class  produced  optic  rierve  degeneration  (V^llerian  degeneration  ! 
nogeniculate  fibers)  in  clinically  normal  dogs  in  a dose-deperxJent  fashion  starting  at  ^ mg/kg/day,  ado 1 1 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  I ■ | 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  producei- 
tibulocochlear  Wallerian-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  vw? 
180  mg/kg/day.  a dose  \Ahich  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/k^i; 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  atd(i| 

10, 30.  or  1 00  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  male' . 
highest  dose  (p<0.01).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  i| 
basis,  their  serum  drug  levels  were  cxily  6 to  10  times  higher  than  those  measured  in  humans  given  -il 
pravastatin  as  measured  by  AUC. 

The  oral  administration  of  10,  30,  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to  5,C  I 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  incr(  ^ 
the  incidence  of  malignant  lympfxjmas  in  treated  females  when  all  treatment  groups  were  pooled  and  con  , . 
to  controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected.  , { 

A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25, 100,  and  400 1 I 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 15,  and  33  times  higher  than  the  ^ 
human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose.  Liver  carcinoma 
significantly  increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence 
percent  in  males.  The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high 
females.  Daig  treatment  also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high-dose 
and  females.  Adenomas  of  the  eye  Harderian  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  ir 
dose  mice  than  in  controls. 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the  fol 
studies:  microbial  mutagBi  tests,  using  mutant  strains  of  Salmonella  typhimurium  or  Escherichia  edi;  a fc  ■ 
mutation  assay  in  L51 78Y  TK  + / — mouse  lymphoma  cells;  a chromosomal  aberration  test  in  hamster  celi 
a gene  converskxi  assay  using  Sacchanynyces  cerevisiae.  In  addition,  there  was  no  evidence  of  mutagen 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  a 
ity  or  general  reproductive  performance.  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor 
was  decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  w, 
obsen,«d  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entire  q.i 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibi; 
180  mg/kg/day,  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium)  Wc' 
served.  Althou^  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  at>; 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs,  The  Ci 
significance  of  these  findings  is  unclear. 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS. 

Safety  in  pregnant  women  has  not  been  established.  Pravastatin  was  not  teratogenic  in  rats  at  doses:.' 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or  24C 
the  human  exposure  based  on  surface  area  (mg/meter2).  However,  in  studies  with  another  HMG-CoA  redi 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice.  PRAVACHOL  (pravastatin  sodium)  ^a'i 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceiv' 
have  been  informed  of  the  potential  hazards.  If  the  woman  becemes  pregnant  while  taking  FIWACHOLiil . 
astatin  sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  f ' 
Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  p 
tial  for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  - 
CONTRAINDICATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established.  H' 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS:  Gen 

ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated;  adverse  reactions  have  usually  been  mild  and  transient.  In  4-montf' 
placebo-controlled  trials,  1 .7%  of  pravastatin-treated  patients  and  1 .2%  of  placebo-treated  patients  were  di; : 
tinued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy;  this  difference  ws' 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asympto 
senjm  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints.  During  clinical  trials  the  c.- 
incidence  of  ad\erse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  I 
pravastatin-treated  patients  in  the  placebo-contrdled  trials  are  identified  in  the  table  below;  also  shown  ar’ 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the 


Ail  Events  % 

Events  Attributed  to  Study  Dri, 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

Pravastatin 

(N=900) 

PlacebI 
(N  = 4V 

Cardiovascular 

Cardiac  Chest  F^h 

4,0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

1.1 

1.3 

0.9 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7.1 

2.9 

3,4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdominal  Fbin 

5.4 

6.9 

2.0 

3.9 

Constipatbn 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  F^n 

3.7 

1.9 

0.3 

0.2 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  Fbin 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizziness 

3.3 

3.2 

1.0 

0.5 

Renal/Genitourinary 

Urinary  Abnormality 

2.4 

2.9 

0.7 

1.2 

Respiratory 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhinitis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo.  ' 

The  following  effects  have  been  reported  with  drugs  in  this  class: 

Skeletal:  myopathy,  rhabdomyc^sis. 

Neurological:  dysfunction  of  certain  cranial  nerves  (including  alteratbn  of  taste,  impairment  of  extra-o- 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  r; 
palsy.  ‘ 

Hypersensitivity  Fteactions:  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  ha 
clud^  one  or  more  of  the  following  features:  anaphylaxis,  angioedema,  lupus  erythematous-like  syndrr' 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positivs  / 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  f^otosensitivity,  fever,  chills,  fluking,  malaise,  dyspi 
toxic  epidermal  necrolysis,  erythema  multiforme,  iricluding  Stevens-Johnson  syndrome. 

Gastrointestinal:  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  chan; 
liver,  and,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  h^^atoma;  anorexia,  vomiting.  j! 

Reproductive:  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

LatMratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  I 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eosinophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal  dei  ■ 
continued  ther^.  Anemia,  thrombocytopenia,  and  leukopenia  ha\«  been  reported  with  other  HMG-CoA  re-  i 
tase  inhibitors. 

Concomitant  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  r 
tinic  add,  probucol  arxJ  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibro 
therapy  with  lovastath  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than 
achie?^  with  lovastatin  or  pravastatin  alone.  No  adverse  reactions  unique  to  the  combination  or  h additic 
those  previously  reported  for  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyolysis  (wit; 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  in  ca 
nation  with  immunosuppressive  drugs,  gemfibrozil,  erythromydn,  or  lipid-lowering  doses  of  nicotinic  add.  C 
comitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended.  i 
WARNINGS:  Skeletal  Muscle  and  PRECAUTIOiS:  Dr\ig  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin. 

Should  an  acddental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  requirec 
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LETTER  TO  THE  EDITOR 


Informed  Consent  for  Transfusion 


For  several  years,  Blood  Bank  of  Delaware, 
through  its  Medical  Advisory  Committee,  has 
been  promoting  the  use  of  informed  consent  for 
blood  transfusion.  While  most  hospitals  in  the 
regionhave  developed  a specific  “consent  proce- 
dure” designed  for  blood  transfusion,  in  some 
areas  there  has  been  resistance  or  lack  of  com- 
pliance. This  is  unfortunate,  since  the  legal 
consequences  of  failure  to  inform  can  be  as- 
tounding. 

For  example,  in  1990,  a patient  at  Hawkes 
Hospital  of  Mount  Carmel,  Ohio,  was  awarded 
$12  million  by  a jury  who  agreed  she  was 
administered  unnecessary  transfusions  and  that 
there  was  a failure  to  obtain  informed  consent. 
In  Phoenix,  Ariz.,  a neonatologist  was  found 
negligent  because  the  jury  agreed  that  he  should 
have  obtained  consent  for  transfusion  from  the 
parents  and  should  have  pursued  alternative 
treatments.  The  award  in  this  case  was  $28.7 
million.  These  two  cases  involved  HIV  trans- 
mission through  blood  transfusion.  However, 
the  awards,  and  many  others  like  them,  were 
made  in  major  part  due  to  the  lack  of  informed 
consent. 

It  should  be  noted,  in  order  to  be  truly 
effective,  that  informed  consent  is  a process; 
not  a document.  The  document  involved  is  a 
memo  of  understanding  between  the  patient 
and  the  physician  regarding  clinical  uncertain- 
ties. The  process  is  an  opportunity  for  the 
patient  to  truly  make  an  informed  choice. 

Blood  Bank  of  Delaware’s  Medical  Advisory 
Committee  has  been  promoting  informed  con- 
sent for  blood  transfusion  for  many  reasons 
that  range  from  ethical  to  legal.  Patients  should 
be  informed  of  the  risks  and  benefits  of  transfu- 
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sion  and  they  should  know  the  alternatives. 
The  only  exception  is  in  a true  emergency  when 
the  patient  or  family  is  unable  to  make  an 
informed  choice  and  to  delay  transfusion  would 
be  life-threatening. 

A new  reason  why  all  physicians  and  hospi- 
tals in  our  region  should  obtain  consent  is  now 
on  the  horizon.  The  states  of  California  and 
New  Jersey  have  both  passed  legislation  re- 
quiring informed  consent,  and  Ohio,  Illinois, 
and  Pennsylvania  have  introduced  the  same 
legislation.  We  feel  that  a “voluntary”  program 
designed  by  you,  the  health  care  professionals, 
would  be  much  preferred  over  a “mandated” 
program.  Therefore,  Blood  Bank  of  Delaware's' 
Medical  Advisory  Committee  urges  all  physi- 
cians who  transfuse  blood  as  a part  of  their 
practice  to  support  voluntary  efforts  to  imple- 
ment informed  consent  for  blood  transfusion. 
Y ou  can  do  it  voluntarily  or  have  it  mandated  by 
law;  the  choice  is  yours. 

Leslie  W.  Whitney,  M.D. 
Chairman,  Board  of  Directors 
Blood  Bank  of  Delaware,  Inc. 

Dean  L.  Winslow,  M.D.,  F.A.C.P. 

Medical  Director 
Blood  Bank  of  Delaware,  Inc. 
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K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 
Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


SiQM.  SmjoAtng® 

A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 

A DIVISION  OF 
PULMONARY  ASSOCIATES, 

Medical  Specialists  in  Lung  Health 


Physician  Directed 
Multi-Interventional 
Emphasis  on  Relapse 
Prevention 

Nicotine  Patch  Therapy 


Albert  A.  Rizzo,  M.D.,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 

Group  and  Employer-Sponsored  Program 
Discounts  Available 


220-LUNG 


Rehabilitation  Consultants,  Inc. 


SERVICES 


• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

HTNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 


TWO  LOCATIONS 

CONCORD  PLAZA  OFHCE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFHCE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

AH  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 

Owner:  Robert  Catalano,  M.A.,  P.T. 


REHABILITATION  CONSULTANTS,  INC.  SINCE  1970  ■ ■ ■ 
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BOOK  REVIEWS 


Medicine’s  New  Vision,  Howard  Sochurek, 
Mack  Publishing  Co.,  Easton,  Pa.,  1988, 179pp. 

The  author  of  this  book  is  a veteran  prize- 
winning journalist  and  professional  photogra- 
pher. In  1985  he  decided  to  write  for  the  layman 
something  which  would  explain  in  understand- 
able terms  the  bewildering  new  inventions  in 
medical  imaging.  He  travelled  all  over  the  U.S. 
and  Europe,  interviewing  both  patients  and  the 
radiologists  who  were  developing  the  new  pro- 
cedures. For  each  of  the  new  modalities,  he 
underwent  the  test  procedure  himself,  and  in- 
cluded with  his  report  on  that,  113  brilliantly 
colored  photos  of  the  equipment,  of  the  test 
results,  and  of  the  patients  and  doctors.  Follow- 
ing this,  for  each  type  of  test,  are  case  histories 
of  patients  who  had  the  tests  and  how  those 
tests  helped  them,  and  work  stories  of  the 
radiologists  who  are  pioneering  the  new  proce- 
dures. He  interviewed  hundreds  of  doctors,  and 
collected  real  life  accounts  from  scores  of  pa- 
tients 

The  result  of  this  effort  was  published  in 
January  1987  in  National  Geographic  Maga- 
zine. It  received  instant  acclaim.  Representa- 
tives of  the  Radiologic  Society  of  North  America 
then  asked  Mr.  Sochurek  to  expand  the  article 
into  a book  which  would  bring  the  material  up 
to  date  and  explain  to  the  public  the  computer- 
based  background  of  the  new  radiology. 

The  result  is  the  present  book  which  has  a 
chapter  devoted  to  each  of  the  following:  MRI, 
CAT,  Ultrasound,  Nuclear  Medicine,  Inter- 
ventional Radiology,  Radiation  Therapy, 
Mammography,  and  Work  in  Progress. 
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This  book  brilliantly  explains  to  the  layman 
the  revolution  that  computer  technology  is  now 
bringing  to  the  field  of  medical  diagnosis  and 
treatment. 

David  Platt,  M.D. 

Your  Medical  Rights!  How  to  Become  an 
Empowered  Consumer,  Charles  B.  Inlander 
and  Eugene  I.  Pavalon,  Little  Brown  & Co., 
Boston,  Toronto,  London,  1990,  405pp.,  $14.95 

The  tenor  of  this  book  is  set  in  the  preface  when 
the  authors  state  that  “. . . most  [doctors]  lie.”  A 
confrontational  and  combative  tone  persists 
throughout  most  of  the  book.  The  authors, 
Charles  Inlander,  president  of  an  entity  en- 
titled the  “People’s  Medical  Society,”  and  Eu- 
gene Pavalon,  an  attorney,  have  published  the 
fifth  book  in  a series  designed  to  empower 
medical  consumers.  Although  they  may  accom- 
plish this  with  a small  segment  of  the  popula- 
tion, I would  argue  that  most  individuals  and 
virtually  the  entire  medical  profession  will  find 
their  approach  offensive.  Sample  some  of  the 
titles  of  various  chapters:  “Prisoner  or  Patient?,” 
“Guinea  Pig,”  “Selecting  the  Right  Lawyer,” 
and  “How  to  File  a Complaint  Against  a Practi- 
tioner.” 

The  authors  begin  by  discussing  informed 
consent  and  the  process  of  selecting  a physi- 
cian, reasonable  subjects  in  and  of  themselves. 
They  then  proceed,  however,  to  recommend 
directly  questioning  hospitals  and  physicians 
about  any  history  of  malpractice  suits  and  their 
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outcomes.  Another  chapter  is  devoted  to  the 
‘liorrors”  of  hospitals,  consisting  of  anecdotal 
descriptions  of  several  worst-case  scenarios  and 
then  extrapolation  of  these  to  hospitals  in  gen- 
eral as  common  everyday  occurrences.  They 
further  warn  about  experimental  treatments 
and  the  danger  of  becoming  a “guinea  pig”  for 
new  therapies  with  or  without  consent.  Appar- 
ently the  People’s  Medical  Society  is  either 
unaware  of  or  unwilling  to  acknowledge  the 
existence  of  human  rights  and  ethics  commit- 
tees, found  in  virtually  all  hospitals. 

On  a positive  note,  the  authors  do  a fairly 
thorough  and  relatively  unbiased  job  of  discuss- 
ing issues  related  to  medical  care  for  the  eld- 
erly: Medicare,  disability,  nursing  homes,  etc. 
We  are  all  familiar  with  complicated  insurance 
problems,  especially  with  respect  to  govern- 
ment-sponsored programs.  Indeed  for  older 
individuals,  the  entire  health  care  financing 
process  (morass)  can  be  quite  intimidating.  So 
here,  the  book  has  some  value,  for  the  elderly  in 
particular. 

The  book  concludes  with  tips  on  how  and 
when  to  file  a malpractice  suit,  and  what  one 
can  anticipate.  (This  is  not  fun  reading!)  There 
are  100  pages  listing  agencies  for  all  50  states 
where  one  can  file  complaints  not  only  against 
physicians,  but  also  against  hospitals,  nurses, 
nursing  homes,  dentists,  etc. 

Finally,  there  is  a section  in  which  one  can 
record  his/her  medical  history  and  keep  track  of 
every  doctor  visit,  every  prescription  and  even 
every  over-the-counter  medication  (aspirins, 
vitamins,  etc.)  ever  taken.  Seemingly,  the 
People's  Medical  Society  would  promote  an  ex- 
cessive concern  with  these  issues,  which  I would 
contend  incidentally  would  contribute  to  the 
undesirable  promotion  of  the  secondary  gains 
of  illness  for  susceptible  individuals. 

I would  not  recommend  this  unbalanced 
book  for  members  of  the  medical  profession 
because,  for  the  most  part,  in  my  perception,  it 
is  little  more  than  antagonistic  and  confronta- 
tional. Nor  would  I recommend  this  for  patients 
either,  since  it  is  sure  to  result  in  confusion  and 
fear  instead  of  the  ostensible  and  desirable 
goals  of  providing  patient  information  and  edu- 
cation. 


Nuclear 

MEDICINE 

Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-around. 


Stress  Thallium 
Persanline  Thallium 
Gated  Cardiae  Imaging  ( M U GA  ] 
Bone  Scans 

Thyroid  Uptake  and  Scan 
Liver/Spleen  Scan 
Indium  111  Labeled  WBC's 
Renal  Scan 
Gallbladder 

Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  information  please  call, 

(302)  368-8150 


Omega  Nuclear  Diagnostic  Center 

is  an  affiliate  of 

Diagnostic  Innaging 
Associates 


OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Bldg.  K 
Newark  DE  19713  • (302)368-8150 


Carl  T.  Opderbeck,  M.D.,  M.P.H. 
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NEW  MEMBERS 


As  a service  to  our  readers,  the  members  of  the 
Medical  Society  of  Delaware,  the  Delaware 
Medical  Journal  periodically  provides  a listing 
of  new  members  to  each  of  the  state’s  three 
counties.  Each  entry  provides  the  following 
information,  as  available:  name,  medical  school, 
specialty  and  office  address  and  phone  number. 
Those  members  who  do  not  yet  have  an  office 
address  or  phone  number  may  be  contacted 
through  the  Medical  Society  offices. 

New  Castle  County  Medical  Society 

Ashley  J.  Angert,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine  - 1968 
Psychiatry  (1981) 

MWH,  575  S.  duPont  Highway 
New  Castle  19720 
328-3330 

Donald  R.  Archer,  M.D. 

Medical  College  of  Georgia  - 1988 
Physical  Medicine  and  Rehabilitation 
MCDAVH/Center  for  Rehabilitation 
Wilmington  19899 
428-6780 

Farahnak  K.  Assadi,  M.D. 

Tehran  University  - 1969 
Pediatrics  ( 1977) 

A.I.  duPont  Institute,  P.O.  Box  269 

Wilmington  19899 

651-4426 

Peter  B.  Bandera,  M.D. 

Temple  University  School  of  Medicine  - 1987 
Physical  Medicine  and  Rehabilitation  (1992) 
MCDAVH/Center  for  Rehabilitation 
Wilmington  19899 
428-2014 


Chandrashekhar  R.  Beesam,  M.D. 

Osmania  University,  India  - 1966 
General  Surgery 

205  MAP,  4745  Ogletown-Stanton  Road 

Newark  19713 

738-0448 

James  J.  Carney,  M.D. 

Jefferson  Medical  College  - 1983 
Internal  Medicine  (1986) 

103  Webster  Bldg,  3411  Silverside  Road 

Wilmington  19810 

479-8464 

Elizabeth  Chacko,  M.D. 

Gandhi  Medical  College  - 1972 

Psychiatry 

2601  Annand  Drive 

Wilmington  19808 

995-7435 

Patricia  M.  Curtin,  M.D. 

Jefferson  Medical  College  - 1988 
Internal  Medicine  (1991) 

MCD/WH/Room  540 
Wilmington  19899 
428-4646 

Joseph  C.  D’Antonio,  M.D. 

SUNY,  Syracuse  Health  Sciences  Center  - 1976 
Psychiatry  (1991) 

MWH,  575  S.  duPont  Highway 
New  Castle  19720 
328-3330 

Gregory  W.  DeMeo,  D.O. 

UMDNJ-School  of  Osteopathic  Medicine  - 1987 

Obstetrics  and  Gynecology 

1815  W.  13th  Street,  Suite  3 

Wilmington  19806 

571-0699 
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Robert  Dressier,  M.D. 

Sackler  School  of  Medicine,  Israel  - 1983 
Nephrology  (1988) 

A 94-96  Omega  Drive 
Newark  19713 
292-0811 

Julia  A.  Elcock,  M.D. 

Temple  University  School  of  Medicine  - 1987 

Family  Medicine 

1100  S.  Broom  Street 

Wilmington  19805 

656-5416 

Judith  A.  Fisher,  M.D. 

University  of  Pennsylvania  - 1978 
Family  Medicine  (1988) 

Family  Medicine  Center,  1401  Foulk  Road 

Wilmington  19803 

477-3300 

Brian  J.  Galinat,  M.D. 

Medical  College  of  Virginia  - 1983 
Orthopaedic  Surgery  (1991) 

2501  Silverside  Road 
Wilmington  19810 
529-1555 

Paul  A.  Gianakon,  M.D. 

Eastern  Virginia  Medical  School  - 1986 
Internal  Medicine  (1991) 

32  Smalley’s  Dam  Road 
368-3366 

Mark  S.  Glazer,  M.D. 

Sackler  School  of  Medicine,  Israel  - 1988 
Radiology 

MCD/CH/Radiology 
Newark  19718 
733-1900 

Carol  A.  Glessner,  M.D. 

Ohio  State  University  - 1987 
Family  Medicine  (1990) 

2600  Summit  Bridge  Road,  #101 

Newark  19702 

836-8450 

Rita  Gottesman,  M.D. 

Downstate  Medical  College  - 1978 
Radiology  (1982) 

701  Foulk  Road,  Brandywine  Imaging  Center 

Wilmington  19803 

654-5300 


Kirsten  A.  Hauer,  M.D. 

Hahnemann  University  - 1987 
Infectious  Disease 

137  MAP,  4745  Ogletown-Stanton  Road 

Newark  19713 

368-2883 

Peter  R.  Hulick,  M.D. 

Jefferson  Medical  College  - 1973 
Radiation  Oncology  (1977) 

MCD/CH/Radiation  Oncology 

Newark  19718 

733-1830 

Bruce  J.  Keyser,  M.D. 

Jefferson  Medical  College  - 1986 
Ophthalmology  (1991) 

1700  Wawaset  Street,  Suite  200 

Wilmington  19806 

655-1500 

Saleem  A.  Khan,  M.D. 

King  Edward  Medical  School  - 1969 
Psychiatry  (1981) 

1213  Delaware  Avenue 
Wilmington  19806 
652-3948 

Stephen  J.  Kushner,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine  - 1988 

Family  Medicine 

Suite  105,  3105  Limestone  Road 

Wilmington  19808 

633-7600 

Douglas  J.  Lavenburg,  M.D. 

Northeast  Ohio  Universities  Col.  of  Medicine  - 1985 

Ophthalmology 

3501  Silverside  Road 

Wilmington  19810-4910 

479-3937 

Scott  A.  Mackler,  M.D. 

University  of  Pennsylvania  - 1986 
Internal  Medicine  (1989) 

VA  Hospital,  38th  and  Woodland  Avenue 
Philadelphia,  PA  19104 

Dawn  C.  Manley,  M.D. 

Temple  University  School  of  Medicine  - 1985 

Obstetrics  and  Gynecology 

15  Omega  Drive,  Building  K 

Newark  19713 

456-3200 
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Edward  C.  Maynard,  M.D. 

Harvard  Medical  School  - 1982 
Pediatrics  (1985)  Neonatology  (1989) 
MCD/CH/Neonatology  P.O.  Box  6001 
Newark  19718 
733-2410 

Thomas  E.  McGunigal,  M.D. 

University  of  Cincinnati  - 1987 

Physical  Medicine  and  Rehabilitation  (1992) 

11  Independence  Way 
Newark  19713 
454-9844 

Frederick  A.  Meier,  M.D. 

McGill  University  Faculty  of  Medicine  - 1974 
Anatomic  Pathology  (1979)  Clinical  Pathology  ( 1981 ) 
AIDI  Path.,  1600  Rockland  Road 
Wilmington  19899 
651-5664 

Sohair  S.  Michail,  M.D. 

Cairo  University  - 1966 

Anesthesiology 

SFH,  7th  and  Clayton  Streets 

Wilmington  19805 

421-4330 

Stefon  S.  O’Connor,  M.D. 

Jefferson  Medical  College  - 1988 

Ophthalmology 

Suite  B,  2006  Foulk  Road 

Wilmington  19810 

475-2500 

Kathleen  M.  Palmer,  M.D. 

Jefferson  Medical  College  - 1989 
Pediatrics 

AIDI/EM,  1600  Rockland  Road 
Wilmington  19899 
651-5927 

Marie  E.  Pinizzotto,  M.D. 

Jefferson  Medical  College  - 1988 

Obstetrics  and  Gynecology 

231  MAP,  4745  Ogletown-Stanton  Road 

Newark  19713 

731-2900 

John  P.  Piper,  M.D. 

Medical  College  of  Pennsylvania  - 1983 
Internal  Medicine  ( 1986)  Infectious  Disease  (1988) 
137  MAP,  4745  Ogletown-Stanton  Road 
Newark  19713 
368-2883 


Joseph  I.  Ramzy,  M.D. 

Baylor  College  of  Medicine  - 1985 
Otolaryngology  (1990) 

P.O.  Box  993 
Wilmington  19899 
656-6510 

Gerard  H.  Sager,  M.D. 

Universidac  Autonoma  de  Guadalajara  - 1983 
Psychiatry  (1991) 

HCA  Rockford  Center,  100  Rockford  Drive 

Newark  19713 

996-5480 

Michael  L.  Saruk,  M.D. 

RUSH  - 1977 
Dermatology  (1983) 

Suite  1-A,  2700  Silverside  Road  » 

Wilmington  19810 

478-8532 

Eric  W.  Schwarz,  D.O. 

College  of  Osteopathic  Med.  and  Surg  - 1989 

Family  Medicine 

Suite  105,  3105  Limestone  Road 

Wilmington  19808 

633-7600 

Leslie  H.  Schwartz,  M.D. 

University  of  Pennsylvania  - 1971 
Psychiatry  (1976) 

MWH,  575  S.  duPont  Highway 
New  Castle  19720 
328-3330 

Lindsey  M.  Slater,  M.D. 

Jefferson  Medical  College  - 1987 

Nephrology 

94-96  A Omega  Drive 

Newark  19713 

292-0811 

Robert  A.  Steele,  M.D. 

University  College  Hospital  Medical  School  - 1975 
Orthopaedics 

225  MAP,  4745  Ogletown-Stanton  Road 

Newark  19713 

731-2888 

Michael  G.  Sugarman,  M.D. 

George  Washington  School  of  Medicine  - 1984 

Neurological  Surgery 

117  MAP,  4745  Ogletown-Stanton  Road 

Newark  19713 

366-7671 
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William  R.  Taylor,  D.O. 

Philadelphia  College  of  Osteopathic  Medicine  - 1977 
Obstetrics  and  Gynecology  (1984) 

W.  Front  Street 
Elmer,  NJ  08318 
609/358-6141 

Michael  T.  Teixido,  M.D. 

Bowman  Gray  School  of  Medicine  of  Wake  Forest 

University  - 1985 

Otolaryngology 

1 The  Station,  1815  W.  13th  Street 

Wilmington  19806 

654-9927 

Deborah  J.  Tuttle,  M.D. 

Medical  College  of  Pennsylvania  - 1982 
Neonatology 

MCD/CH/Neonatology,  4745  Ogletown-Stanton 
Road 

Newark  19718 
733-2410 

Rakesh  C.  Verma,  M.D. 

Guru  Nanak  Medical  College,  India  - 1977 
Pediatrics  (1990) 

179  W.  Chestnut  Hill  Road 
Newark  19713 
453-1342 

Raymond  N.  Vitullo,  M.D. 

Tufts  University  School  of  Medicine  - 1985 
Cardiovascular  Diseases  (1991) 

220  MAP,  4745  Ogletown-Stanton  Road 

Newark  19713-1300 

366-1929 

Robert  S.  Walter,  M.D. 

Northwestern  University  Medical  School  - 1985 
Pediatrics  ( 1989) 

A.I.  duPont  Institute,  P.O.  Box  269 

Wilmington  19899 

651-5956 

Marilyn  K.  Watson-Millet,  M.D. 

Howard  University  - 1984 
Anesthesiology  (1991) 

MCD/CH/Anesthesiology,  P.O.  Box  6001 

Newark  19718 

733-2670 


Affiliate  Members 

Ralph  M.  Aurigemma,  M.D. 

American  University  of  the  Caribbean  - 1987 
Family  Medicine 

St.  Francis  Family  Practice,  7th  and  Clayton  Streets 

Wilmington  19805 

575-8040 

John  M.  Cellucci,  M.D. 

Jefferson  Medical  College  - 1992 
Family  Medicine 

Health  Care  Center,  1401  Foulk  Road 

Wilmington  19803 

477-3300 

David  Cherniak,  M.D. 

Hahnemann  University  - 1992 
Radiology 

MCD/CH,  P.O.  Box  6001 
Newark  19718 
731-1900 

J.  Joseph  Danyo,  M.D. 

Jefferson  Medical  College  - 1992 
Surgery 

MCDAVH,  P.O.  Box  1668 
Wilmington  19899 

Melvin  S.  Heller,  M.D. 

Tufts  - 1949 
Psychiatry  (1956) 

2 Schiller  Avenue 
Narberth,  PA  19072 
215/667-3060 

Jennifer  L.  Moffa,  M.D. 

Milton  Hershey  Medical  Center  - 1992 

Emergency  Medicine 

MCD/CH/EM 

Newark  19718 

456-9814 

Allison  B.  Ochsner,  M.D. 

Jefferson  Medical  College  - 1992 
Family  Medicine 
MCD/WH,  P.O.  Box  1668 
Wilmington  19899 


Peter  V.  Rocca,  M.D. 

Georgetown  University  - 1988 
Internal  Medicine  (1991) 

3800  Reservoir  Road,  NW 
Washington  D.C.  20007 
202/687-8233 
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R.  Meckeinburg,  M.D.  and  Associates 

Delaware  Nuclear  Medicine 

Christiana  Medical  Center  - Suite  330  • Newark,  DE  368-3000 

PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 


Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 


Magnetic  Resonance  Imaging 


is  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1 701  Augustine  Cut-Off  - Suite  1 00 
Wilmington,  DE  19803 
(302)  652-3016 


Newark  - 325  East  Main  Street,  Newark,  DE  19711 
(302)  737-5990 
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FOR  SALE 

ABBOTT  VISION 
ANALYZER  SYSTEM 

Wide  variety  of  chemistry 

AND  HEMATOLOGY 

(including  glucose  lipid 

PANEL,  THYROID,  PROTIME). 

XExcellent  condition. 
XUSED  LESS  THAN  TWO  YEARS. 

XWiLL  SELL  FOR  HALF  OF  THE 
LIST  PRICE. 

Call  (302)  629-9099. 


ARE  YOU  MOVING? 

If  you  are  a member  of  the 
Medical  Society  of  Delaware  and  have: 


✓ Moved  to  a new  office  location 

✓ Changed  office  phone  or  fax  numbers 

✓ Moved  to  a new  private  address 

✓ Changed  private  phone  numbers 

✓ Achieved  Board  Certification 


Please  notify  us  at  the  Society 

1925  Lovering  Avenue 
Wilmington,  F3E  19806 
302/658-7596 

800/348-6800  (Kcm  and  Sussex  Coiiniics) 


BRANDYWINE  IMAGING  CENTER,  L.P. 


A Diagnostic  Imaging ; 
Center  for  Women  i 


A women's  diagi'u')sric  imaging  center, 
combining  state-ot-the-art  technology  with 
personalized  attention  and  instruction. 
C3ur  professional  staff  includes  a specialist  in 
diagnostic  ser\’ices  fiu  high  risk  obstetrical 
management  patients. 


1 


Low-dose  state-of-the-art  film  screen  Mammography 
OB/gyn  Ultrasounil 
C Osteoporosis  .screening 

Breast  aspiration  of  solid  and  cystic  nuisses  under 
ultrasonic  ^udance 

Educatiomil  videotapes  am!  models 

Instruction  in  breast  self-examiriation  1 

Separate  and  private  suites  for  testing  ^ 

Bnm;.K wine  (..'enter  also  prov  ides  tteneral  Rasliolottv 


anil  I ntrasouni.1  services  in  an  adjacent  suite. 


( 


f 


RADR:)L0GY  CONSULTANTS:  | 

Rita  Gottesman,  M.D.  - Medical  Directtir  < 

Christine  Dietrich,  M.D.  i 


BRANDYWINE 


HOURS: 

Mon.  to  Thurs.  - Sam  - 6pm 
Friday  - 8am  - 5pm 
Saturday  - By  appointment 


I M A G i N (.i 


701  Foulk  Rttad,  Suite  El 
Foulk  Plaza 

Wilmington,  DE  19805 

(302) 654-5300 


CENTER,  1 ..r 


.AccrcJifcJ  h\  (lie  .Amcric.m  C 'mllcgc 
Ml  K.k1ioKh-n 
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PROCEEDINGS  OF  THE 
MEDICAL  SOCIETY  OF  DELAWARE 
HOUSE  OF  DELEGATES,  1992 


PARTI 


The  203rd  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  Delaware 
was  called  to  order  at  the  Delaware  Academy  of 
Medicine  Building,  Wilmington,  Delaware,  on 
Friday,  November  20,  1992,  at  1:30  p.m.  with 
James  P.  Marvel,  Jr.,  M.D.,  President,  presid- 
ing. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  ap- 
proved to  adopt  the  Proceedings  of  the  1991 
session. 

Doctor  Marvel  presented  the  Report  of  the 
President.  He  then  turned  the  meeting  over  to 
Roger  B.  Thomas,  Jr.,  M.D.,  Speaker  of  the 
House  of  Delegates  for  the  reports  of  the  Refer- 
ence Committees. 


REPORTS  OF  THE  OFFICERS 


REPORT  OF  THE  PRESIDENT 

Over  the  past  year  the  Medical  Society  of  Dela- 
ware has  been  involved  in  many  and  varied 
activities.  These  activities,  including  accom- 
plishments, near  accomplishments  and  disap- 
pointments, will  be  outlined  for  you  in  more 
detail  in  the  President’s  Address  delivered  to 
the  House  of  Delegates  on  November  20,  1992. 
(A  copy  of  the  address  appeared  on  the 
President's  Page  in  the  November  1992  issue  of 
the  Delaware  Medical  Journal. 

Voluntary  Initiative  Program 

The  major  program  for  the  Medical  Society 
this  year  has  been  the  development  of  the 
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Voluntary  Initiative  Program.  We  are  pre- 
pared to  launch  this  unique  concept,  providing 
care  for  the  underinsured  in  the  State  of  Dela- 
ware, inthefirstquarter  of  1993.  This  program 
should  put  us  in  a unique  situation  in  the 
country,  and  we  must  have  the  support  of  all  of 
the  members  of  the  Society  for  any  chance  of 
success. 

Continuing  Medical  Education 

Following  a two-year  provisional  approval 
by  the  ACCME,  after  a review  in  May  of  1992, 
the  Medical  Society  of  Delaware  was  awarded  a 
four-year  full  accreditation  for  certification  of 
continuing  medical  education,  and  this  accredi- 
tation was  accompanied  by  commendations  for 
the  work  done  to  date.  Staff  support  has  been 
expanded  for  the  CME  program  in  order  for  it  to 
be  further  developed  and  expanded. 

Budgeting  Proposals 

The  Delaware  Medical  Education  Founda- 
tion, Ltd.,  has  been  formed  to  serve  as  a funding 
mechanism  for  Continuing  Medical  Education 
and  for  the  Physicians’  Health  Programs.  The 
Delaware  Medical  Services  Foundation,  Ltd., 
has  likewise  been  formed  to  assist  in  the  fund- 
ing for  the  Voluntary  Initiative  Program.  The 
Society  did  receive,  after  appropriate  applica- 
tion, a grant  from  the  Health  Care  Commission 
of  Delaware  in  the  amount  of  $125,000,  repre- 
senting start-up  costs  of  this  program  for  the 
first  15  months  of  operation. 

Physicians'  Health  Program 

This  outstanding  program  continues  to  pro- 
vide help  and  support  for  the  members  of  our 
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Society  and  currently  has  20  cases  under  re- 
view, with  six  new  cases  reported  in  1992.  Dr. 
Carol  Tavani  has  been  hired  as  the  part-time 
Medical  Director  of  this  program,  and  the  coor- 
dination with  the  Board  of  Medical  Practice 
continues. 

Strategic  Planning  Committee 

This  committee  was  formed  by  Dr.  William 
Duncan  in  1990,  and  the  planning  process  was 
completed  in  1992,  following  a general  mem- 
bership meeting  convened  in  January  to 
solicit  member  input  on  the  plan.  Many  of  the 
proposals  submitted  by  the  Bylaws  and  Budget 
Committees  today  have  been  based  on 
recommendations  from  the  Strategic  Planning 
Committee.  The  American  Medical  Association 
provided  immense  support  for  this  program, 
and  this  should  bring  the  Medical  Society  of 
Delaware  into  alignment  for  the  1990s  and 
beyond. 

Health  Care  Reform 

The  Medical  Society  of  Delaware  has  worked 
closely  with  the  Department  of  Health  and 
Social  Services  in  the  State  of  Delaware.  Pri- 
marily due  to  the  urging  and  participation  of 
the  Medical  Society,  a consortium  consisting  of 
the  two  largest  IPAs  and  the  Association  of 
Delaware  Hospitals  was  formed,  and  a proposal 
has  been  submitted  to  the  Delaware  Health 
Care  Commission  to  be  the  statewide  managed 
care  delivery  network  under  the  pilot  project. 
The  goal  of  this  project  is  to  provide  a low-cost, 
basic  benefit  plan  to  the  working  uninsured. 

Downstate  Presence 

An  office  of  the  Medical  Society  of  Delaware 
has  been  officially  opened  in  Dover  at  the  build- 
ing of  the  Association  of  Delaware  Hospitals. 
This  office  is  currently  being  used  for  meetings 
in  the  Dover  area,  and  ultimately  we  hope  to 
have  some  staffing  at  that  office,  on  at  least  a 
part-time  basis. 

Medicare 

With  the  many  changes  in  Medicare  physi- 
cian payment  reform,  seminars  were  held  by 
the  Medical  Society  to  explain  these  changes  to 
the  physicians  and  members  of  their  office  staff. 


A seminar  was  held  in  Wilmington  on  Decem- 
ber 10,  1991,  and  a meeting  was  held  in  Dover 
on  December  17,  1991.  The  E/M  coding  hand- 
book involved  with  these  changes  was  made 
available  to  all  of  the  members  of  the  Medical 
Society  at  no  charge.  The  transfer  of  the  Dela- 
ware Medicare  Beneficiary  Services  offices  from 
Delaware  to  New  Jersey  has  at  least  been 
delayed  as  a result  of  negotiations  and  support 
from  the  Medical  Society  of  Delaware. 

Malpractice  Insurance 

Continued  meetings  and  discussion  have 
been  held  with  PHICO  regarding  the  future  of 
the  Society’s  endorsed  program  and  the  rela- 
tionship to  our  Society. 

Member  Benefits 

Many  new  member  benefits  have  been  de- 
veloped during  this  year,  and  some  new  unique 
benefits  will  be  announced  at  the  House  of 
Delegates  Meeting.  These  include,  but  are  not 
limited  to,  arrangements  made  for  a discounted 
program  from  the  Bell  Atlantic  Mobile  systems 
for  our  members  as  well  as  the  formation  of 
a legal  consultative  service.  An  endorsed  pro- 
gram for  office  automation,  practice  manage- 
ment and  software  consultation  has  been 
developed  as  well.  A discounted  rate  on  a 
MBNA  Gold  Card  for  the  members  of  the 
Medical  Society  will  be  announced  at  our 
annual  meeting. 

Board  of  Medical  Practice 

With  the  continued  urging  of  the  Medical 
Society,  Dr.  Wayne  Martz  was  chosen  as  the 
Executive  Director  of  the  Board  of  Medical 
Practice.  We  are  confident  that  Dr.  Martz  will 
be  instrumental  in  assuring  fair  and  equitable 
decisions  in  regard  to  the  quality  of  care  pro- 
vided to  the  citizens  of  the  state  of  Delaware,  as 
well  as  adequate  representation  of  our  physi- 
cians and  particularly  the  hard-working  mem- 
bers of  the  Board  of  Medical  Practice. 

Board  Advisory  Committee 

As  provided  in  the  Bylaws,  the  Board  Advi- 
sory Committee  has  been  activated  and  has 
been  meeting  on  a regular  basis,  quarterly,  and 
has  met  periodically  at  more  frequent  inter- 
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vals.  It  is  hoped  that  this  committee  can  become 
an  active  executive  committee  which  should  be 
able  to  handle  the  routine  matters  of  the  Medi- 
cal Society  and  save  the  major  policy  decisions 
for  the  Board  of  Trustees  meetings. 

These  activities  and  programs  will  be  dis- 
cussed further  in  my  Presidential  Address  at 
the  House  of  Delegates  Meeting  on  November 
20, 1992,  and  further  details  will  be  provided  at 
that  time. 


James  P.  Marvel,  Jr.,  M.D. 

President 

(The  report  was  filed  with  a commenda- 
tion to  Dr.  Marvel  for  his  many  initiatives 
in  a difficult  and  trying  year.) 


REPORT  OF  THE  PRESIDENT-ELECT 

As  President-Elect,  I assisted  the  president  this 
year  with  many  Northern  Delaware  activities. 
I also  assisted  in  the  negotiation  of  the  Memo- 
randum of  Understanding  with  the  Governor’s 
office,  the  Health  Care  Commission,  and  the 
Secretary  of  Health  and  Social  Services  which 
established  the  V.I.P.  program.  In  addition, 
there  was  considerable  lobbying  and  negotia- 
tion resulting  in  a legislative  session  with  a 
great  deal  of  positive  health  related  legislation 
being  passed  and  no  adverse  legislation  being 
passed. 

I also  served  on  a subcommittee  of  the 
Health  Care  Commission  to  develop  a pilot 
project  to  make  available  low  cost  health  insur- 
ance which  will  encourage  small  employers  to 
provide  health  insurance  coverage  for  currently 
uninsured  employees  and  their  dependents. 


provider  tax  proposal.  All  members  of  the 
Society  were  invited  to  attend.  A complete 
report  of  the  meeting  may  be  found  in  the  May 
1992  issue  of  MSD  News. 

The  Society’s  Board  of  Trustees  has  held 
ten  meetings  during  the  past  year.  All  business 
transacted  by  the  Society  has  been  recorded  in 
the  minutes  as  presented  by  the  Secretary.  The 
Medical  Society’s  committees  have  also  held 
numerous  meetings  throughout  the  year,  and 
minutes  are  on  file  in  the  office  of  the  Society. 

A comparison  of  the  Society’s  membership 
in  1992  and  1991  follows: 

1992  Membership* 


Dues- 

Dues- 

naviner 

exemnt 

Total 

Kent 

91 

18 

109 

New  Castle 

701 

232 

933 

Sussex 

132 

924 

276 

1,200 

*As  of  10/23/92. 

Figures 

did  not 

include  64 

pending  applications. 

1991  Membershin** 

Dues- 

Dues- 

paving 

exemnt 

Total 

Kent 

87 

18 

105 

New  Castle 

721 

193 

914 

Sussex 

128 

-JM 

936 

234 

1,170 

**As  of  10/16/91.  Figure 

s did  not  include  1 

pending  applications. 


Stephen  R.  Permut,  M.D. 

President-Elect 

(The  report  was  filed.) 

REPORT  OF  THE  SECRETARY 

A special  meeting  ofthe  House  of  Delegates  was 
called  May  18, 1992,  by  Society  President  James 
P.  Marvel,  Jr.,  M.D.,  to  discuss  the  Governor’s 


A complete  report  of  the  Proceedings  of  the 
1992  House  of  Delegates  will  appear  in  the 
January  1993  and  February  1993  issues  of  the 
Delaware  Medical  Journal.  The  report  will 
also  be  on  file  in  the  office  of  the  State  Medical 
Society. 

Carol  A.  Tavani,  M.D. 

Secretary 

(The  report  was  filed.) 
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TREASURER’S  REPORT 

The  1992  fiscal  year  of  the  Medical  Society 
of  Delaware  will  end  with  a small  surplus.  This 
is  the  first  year  that  we  have  utilized  the  previ- 
ous year’s  MSDIS  dividends  as  operating  rev- 
enue. This  has  worked  out  as  expected  and 
along  with  our  fiscal  restraint,  did  result  in  a 
predicted  surplus. 

Expenses  for  1992  are  running  according  to 
or  less  than  income  through  the  first  ten  months 
of  1992.  Extraordinary  items  are  as  follows: 

Revenue 

1.  Membership  dues.  This  number  does 
not  include  $12,614  received  in  1991  for 
1992.  We  have  therefore  collected  95% 
of  budgeted  dues. 

2.  Services/Miscellaneous.  This  line  item 
includes  over  $23,000  received  for  the 
roster.  This  was  not  budgeted  in  this 
fiscal  year. 

3.  Interest.  Interest  receipts  are  down  for 
two  reasons.  First,  interest  rates  have 
dropped.  Second,  reserve  funds  have 
been  invested  in  long-term  investments, 
reducing  the  amount  available  for  in- 
terest earnings. 

Expenses 

1.  Board/Committees.  This  line  item  is 
over  budget  due  to:  implementation  of 
new  committees  such  as  the  Board  Ad- 
visory; cost  incurred  with  the  special 
House  of  Delegates  meeting;  and  the 
legislative  mini-internship  program, 
none  of  which  were  budgeted. 

2.  Public  Relations.  This  item  appears  to 
be  under  budget  but  does  not  include 
up-to-date  billings  from  Ned  Davis. 

3.  Dover  space.  None  of  these  items  were 
budgeted  for  1992. 

4.  Telephone.  This  item  was  under  bud- 
geted given  current  experience. 

5.  Printing/Photocopy.  This  item  includes 
the  printing  of  an  RBRVS  evaluation 
and  management  codingguidebook  (ap- 
proximately $2,000  which  was  not  bud- 
geted). 


6.  Equipment  purchase.  The  purchase  of  ] 
mailing  equipment  is  included  in  this  ! 
item.  An  equipment  grant  was  received  | 
from  DuPont  and  ICI  which  offsets  this  1 
expense  and  is  shown  under  revenue. 

7.  Dues/Contributions.  This  line  item  in- 
cludes $750  TEL-MED  and  $500  Calen- 
dar contributions  to  the  Academy  which 
were  formerly  paid  out  of  the  now  de- 
funct Education  Fund. 

8.  DMJ  dues  exempt.  The  payment  to 
DMJ  is  based  on  the  actual  DMJ  sub- 
scription for  dues  exempt  members. 

Even  though  we  are  running  under  budget, 
it  is  only  a small  amount  of  our  total  budget  for 
1992.  In  view  of  new  budget  items  that  have 
been  discussed  under  the  Budget  Committee 
Report,  certainly  some  form  of  dues  increase  or 
assessment  will  be  necessary  to  carry  out  and 
fully  support  the  needs  of  the  membership  in 
the  future. 

Much  thanks  and  appreciation  goes  to  all 
the  staff,  especially  Mr.  Mark  Meister  for  the 
help  I have  received  in  daily  operations  as  well 
as  compilation  of  the  figures  and  data  that  were 
necessary  during  the  year. 

Garth  A.  Koniver,  M.D. 

Treasurer 

(The  report  was  filed  with  the  following 
attachments.) 


REPORTS  OF  THE  AMA  DELEGATES 

The  Delegates’  Report  from  the  1991  In- 
terim Meeting  of  the  AMA  House  of  Del- 
egates and  the  Delegates’  Report  from  the 
1992  Annual  Meeting  of  the  AMA  House  of 
Delegates  were  filed. 

KENT  COUNTY  MEDICAL  SOCIETY 

The  Kent  County  Medical  Society  in  the  1991- 
92  year  continued  to  expand  its  membership 
and  its  financial  stability.  Meetings  were  held 
quarterly,  with  speakers  talking  on  retirement 
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planning,  advances  in  neurosurgery  and  anti- 
biotic usage.  Currently  ongoing  is  a request  to 
primary  care  physicians  in  Kent  County  to  try 
to  organize  a clinic  for  the  uninsured  or  the 
underinsured  for  primary  care  in  Kent  County. 
This  is  proceeding  slowly.  With  all  the  changes 
occurring  in  medicine  and  medical  reimburse- 
ments, this  is  somewhat  understandable. 

We  hope  in  1992-93  to  see  further  expan- 
sion of  primary  care  physicians  as  local  groups 
recruit  additional  associates  and  there  is  active 
recruiting  by  the  two  hospitals  that  envelop 
Kent  County  for  further  primary  care  physi- 
cians. 

Stephen  Cooper,  M.D. 

President 

(The  report  was  filed.) 

NEW  CASTLE  COUNTY 
MEDICAL  SOCIETY 

The  New  Castle  County  Medical  Society  held 
three  regular  membership  meetings,  plus  a 
special  political  candidates’  night  during  the 
past  year.  Topics  included  a legislative  pro- 
gram, a strategic  planning  process  summary, 
an  OSHA  regulation  update  on  the  Bloodborne 
Pathogens  Standard,  and  a political  campaign 
debate. 

Our  legislative  program  was  held  jointly 
with  the  Delaware  Society  of  Internal  Medi- 
cine, Delaware  Academy  of  Family  Physicians 
and  the  Delaware  Chapter  of  the  American 
College  of  Emergency  Physicians.  Senator 
Herman  M.  Holloway,  Sr.,  discussed  pending 
legislation  pertaining  to  AIDS  and  requested 
input  from  the  Society  in  developing  appropri- 
ate legislation.  Representative  Steven  H.  Amick 
reviewed  the  roles  and  responsibilities  of  the 
Sunset  Committee.  The  Sunset  Committee  is 
responsible  for  reviewing  the  operation  of  34 
state  licensing  agencies  including  the  Board  of 
Medical  Practice. 

Dr.  William  H.  Duncan,  co-chairman  of  the 
Medical  Society  of  Delaware’s  Ad  Hoc  Commit- 
tee on  Strategic  Planning,  reviewed  and  sum- 
marized the  Society’s  strategic  planning  pro- 
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cess.  The  committee  received  input  and  guid- 
ance from  the  AMA  in  developing  the  plan. 
During  the  process,  the  committee  looked  at 
what  the  Society  wants  to  accomplish  and  how 
best  to  achieve  it.  Input  was  solicited  from  the 
Board  of  Trustees  and  the  Delegates  to  the 
House  of  Delegates.  The  plan  is  continuing  to 
be  developed  and  refined  for  presentation  at  the 
Medical  Society  of  Delaware’s  House  of  Del- 
egates Meeting  in  November. 

Joan  Schwartz,  Infection  Control  Coordi- 
nator from  the  Medical  Center  of  Delaware, 
presented  an  update  on  the  OSHA  Bloodborne 
Pathogens  Standard.  She  reviewed  the  policy 
and  procedure  to  follow  in  order  to  comply  with 
the  new  regulations.  A sample  Exposure  Con- 
trol Plan  was  distributed  at  the  meeting.  It 
included  information  regarding  Hepatitis  B 
vaccines. 

The  New  Castle  County  Medical  Society 
and  the  Medical  Society  of  Delaware  co-spon- 
sored  a dinner  and  political  candidates’  event. 
Candidates  running  for  the  offices  of  U.S.  Rep- 
resentative, Governor,  Lt.  Governor  and  Insur- 
ance Commissioner  were  invited  to  present 
their  views  on  health  to  physicians  and  their 
spouses.  Doctor  Stephen  R.  Permut  served  as 
moderator  for  the  evening.  Each  candidate  was 
permitted  to  make  a six-minute  presentation 
followed  by  a question  and  answer  period. 

The  Board  of  Directors  held  regular  meet- 
ings during  the  past  year.  Standing  commit- 
tees were  also  active  throughout  the  year.  Since 
November  1991,  31  new  applicants  were  re- 
viewed and  accepted  for  membership  in  the 
Society. 

Richard  T.  D’ Alonzo,  M.D. 

President 

(The  report  was  filed.) 

REPRESENTATIVE  TO  THE 
DELAWARE  ACADEMY  OF  MEDICINE 

The  Academy’s  Lewis  B.  Flinn  Library  opened 
a new  Consumer  Health  Library  section  in 
June  of  this  year.  This  new  community  service 
is  available  to  the  public  in  New  Castle  County 
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at  571-1101  and  in  Kent  and  Sussex  Counties, 
toll  free,  at  1-800-287-0717.  The  Consumer 
Health  Library’s  objective  is  to  provide  the 
public  with  access  to  current  health  care  infor- 
mation in  order  to  promote  health  education. 
The  Library’s  resources  include  books,  health 
newsletters,  medical  journals,  referral  sources 
and  clipping  files.  In  addition,  a user-friendly 
computerized  database  called  Health  Refer- 
ence Center,  produced  by  InfoTrac,  is  also  avail- 
able for  the  public  to  do  literature/subject 
searches. 

The  Library’s  staff  continues  to  provide  a 
full  range  of  services  to  members  including: 
reference,  computer  searching,  interlibrary 
loan,  faxing,  photocopying  and  discounts  on 
books  and  journal  binding.  During  1991,  the 
Library  filled  11,260  interlibrary  loan  requests 
and  performed  1,449  computer  searches.  The 
Academy’s  Circuit  Riding  Medical  Librarian 
Program  (CRML)  is  currently  providing  ser- 
vices to  Milford  Memorial  Hospital,  The  Health 
Care  Center  at  Christiana,  MeadowWood  Hos- 
pital, Riverside  Hospital  and  HCA  Rockford 
Center. 

TEL-MED  remains  a popular  source  of  in- 
formation on  medical,  dental  and  other  health- 
related  subjects.  Our  automated  telephone 
system  consists  of  over  370  tape  recorded  mes- 
sages and  averages  9,000  calls  per  month.  TEL- 
MED  is  provided  as  a public  service  statewide 
by  the  Academy. 

Our  Student  Financial  Aid  Program  pro- 
vides assistance  to  Delawareans  who  are  pur- 
suing careers  in  medicine,  dentistry  or  allied 
health  fields  through  a revolving  loan  fund. 
During  1992, 30  students  were  awarded  $75,500 
in  loans.  The  committee  also  recommended 
that  34  Delaware  students  attending  Jefferson 
Medical  College  receive  $187,500  in  DIMER 
funds. 

A quarterly  newsletter  entitled  Academy 
Bulletin  was  developed  this  year  in  an  effort  to 
inform  members  and  organizations  about  our 
programs  and  services.  We  also  continue  to 
produce  and  distribute  our  monthly  calendar  of 
Medical-Dental  Meetings  in  Delaware.  It  serves 
as  the  only  comprehensive  listing  of  continuing 
education  for  physicians  and  dentists  in  the 
state. 


The  Academy’s  auditorium  and  conference  j 
center  are  used  extensively  by  the  medical  and  i 
dental  professions  for  meetings.  The  primary  i 
users  of  the  meeting  facilities  are  the  Medical  i 
Society  of  Delaware,  Medical  Center  of  Dela- 
ware, New  Castle  County  Medical  Society  and 
the  Delaware  State  Dental  Society.  In  addition,  !' 
the  facilities  are  being  used  more  and  more  by 
business,  civic  and  non-profit  organizations. 

During  the  last  year,  the  Academy  em- 
barked on  a major  Capital  Gifts  Campaign  and 
raised  $475,000  to  date.  The  funds  will  be  used 
as  an  endowment  to  maintain  the  building  and 
grounds,  to  improve  and  expand  consumer 
health  education  programs  and  to  ensure  the 
Academy’s  mission  in  the  future. 

The  Executive  Committee  and  Board  of 
Directors  manage  the  Academy’s  activities 
through  regular  meetings.  We  would  like  to 
thank  all  those  individuals  and  organizations 
that  supported  our  programs  and  services  dur- 
ing the  past  year. 


Leonard  P.  Lang,  M.D. 
Representative 


(The  report  was  filed  with  commendation 
to  the  Consumer  Library  as  an  important 
community  resource.) 


SUSSEX  COUNTY  MEDICAL  SOCIETY 

The  Sussex  County  Medical  Society  met  quar- 
terly again  this  year,  in  March,  June  and  Sep- 
tember. The  meetings  were  conducted  in 
Milford,  Lewes  and  Seaford. 

The  subjects  presented  during  the  meet- 
ings, in  addition  to  medical  society  business, 
included  estate  planning  and  environmental 
issues. 

In  addition,  the  members  heard  William  H. 
Duncan,  M.D.,  former  president  of  the  Medical 
Society  of  Delaware,  who  presented  issues  con- 
cerning the  medical  society  and  medicine  in 
general. 

The  Sussex  County  Medical  Society  is  es- 
tablishing a peer  review  group  for  complaints 
and  review  of  peer  issues  when  required  within 
the  three  hospitals  in  the  county.  In  addition. 
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a subcommittee  is  being  established  to  review 
I indigent  medical  care  in  the  county  and  to 
evaluate  the  need  for  a central  clinic  within  the 
county.  Members  of  the  Sussex  County  Medical 
Society  have  also  been  urged  to  help  the  HIV 
Clinic  established  in  Georgetown.  Nominating 
Committees  have  been  appointed  for  new  offic- 
ers for  the  following  year. 

Stuart  A.  Narrod,  M.D. 

President 

(The  report  was  filed.) 

REPORT  OF  THE 
EXECUTIVE  DIRECTOR 

As  evidenced  by  the  significant  issues,  pro- 
grams and  activities  before  the  1992  House  of 
Delegates,  major  strides  have  been  taken  dur- 
ing the  past  year  to  position  the  Medical  Society 
of  Delaware  to  aggressively  meet  the  needs  of 
Delaware  physicians  and  the  patients  they  serve. 
Although  mentioned  in  greater  detail  elsewhere 
in  this  handbook,  I would  like  to  focus  my  report 
on  three  important  developments  during  1992. 

The  Medical  Society  became  a major  player 
in  Delaware  health  care  reform  this  year  with 
the  establishment  of  the  Voluntary  Initiative 
Program.  The  VIP  concept,  first  articulated  by 
President  Marvel  prior  to  taking  office  last 
year,  provides  for  voluntary  participation  by 
physicians  in  opening  their  practices  to  new 
Medicaid  patients  and  ultimately  the  uninsured. 
As  health  policy  makers  in  Delaware  and  across 
the  country  advance  plans  to  reform  health 
care  delivery,  it  is  essential  that  physicians 
take  their  rightful  place  at  the  health  policy 
table.  The  VIP  is  viewed  as  a positive  effort  by 
physicians  in  our  state  to  step  forward  in  a 
meaningful  way  in  addressing  access  to  care,  as 
just  one  aspect  of  the  overall  health  reform 
debate. 

The  Society  reached  a noteworthy  mile- 
stone in  its  continuing  medical  education  pro- 
gram during  1992,  as  we  received  for  the  first 
time  full  accreditation  from  the  Accreditation 
Council  for  Continuing  Medical  Education 
(ACCME).  Accreditation  was  granted  for  a 
four-year  period  (the  longest  period  for  which 
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accreditation  is  given)  and  the  Society’s  pro- 
gram was  recognized  for  one  commendation  by 
the  Accreditation  Review  Committee.  To  pro- 
vide perspective,  a total  of  only  19  commenda- 
tions were  issued  to  59  organizations  seeking 
accreditation  during  the  same  accreditation 
cycle.  As  one  of  only  two  accredited  sponsors  of 
Category  1 CME  credit  in  Delaware,  we  believe 
the  Medical  Society  is  uniquely  positioned  to 
become  the  principal  source  of  convenient  con- 
tinuing medical  education  of  high  quality  for 
Delaware  physicians.  The  Public  and  Profes- 
sional Education  Committee  deserves  recogni- 
tion for  this  important  accomplishment,  with 
special  thanks  and  credit  to  the  Committee 
Chair,  Virginia  U.  Collier,  M.D.,  and  Laurel  A. 
Haring,  who  so  capably  coordinates  this  activ- 
ity. 

Two  years  ago  we  embarked  upon  a major 
project  with  the  assistance  of  the  AMA  and  in 
conjunction  with  a local  computer  consulting 
firm.  This  project  has  entailed  the  development 
of  a computerized  membership  database  to  en- 
able the  Society  to  more  efficiently  track  and 
communicate  with  our  members  and  nonmem- 
bers. I am  pleased  to  report  this  project  has 
been  successfully  completed,  and  we  are  ready 
for  phase  two,  which  will  determine  the  feasi- 
bility of  the  Society  assisting  physicians  in 
electronically  communicating  with  third  party 
payers,  labs,  hospitals  and  each  other.  The 
AMA  views  Delaware  as  a “laboratory”  to  deter- 
mine whether  a role  exists  for  medical  societies 
in  this  emerging  issue  of  great  importance  to  all 
physicians.  To  begin  this  phase  of  the  project, 
the  AMA  has  conducted  interviews  with  Dela- 
ware physicians,  insurers,  hospitals  and  other 
interested  parties  and  will  be  furnishing  a re- 
port to  the  Board  of  Trustees  in  the  near  future. 
I look  forward  to  updating  the  House  of  Del- 
egates in  the  future  on  this  important  project. 

The  reports  in  this  handbook  detail  the 
multifaceted  nature  of  your  Medical  Society’s 
activities  and  accomplishments  during  the  past 
year,  none  of  which  would  have  been  possible 
without  the  countless  hours  of  unselfish  service 
by  many  involved  physicians.  It  has  been  a 
privilege  to  work  with  the  Society’s  leadership 
this  year  and  an  honor  to  serve  the  physicians 
of  Delaware.  Special  thanks  and  recognition 
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also  to  our  hard  working,  professional  staff  for 
their  dedication  in  serving  the  Medical  Society 
of  Delaware. 

Mark  A.  Meister 
Executive  Director 

(The  report  was  filed  with  a commenda- 
tion to  Mr.  Meister  for  a job  well  done, 
particularly  in  supporting  the  downstate 
President.) 


INDEPENDENT  AUDITOR’S  REPORT 

Board  of  Directors 
Medical  Society  of  Delaware 
Wilmington,  Delaware 

We  have  audited  the  accompanying  consoli- 
dated balance  sheet  of  the  Medical  Society  of 
Delaware  & Subsidiaries  as  of  December  31, 
1991,  and  the  related  consolidated  statements 
of  revenue  and  expenses,  changes  in  fund  eq- 
uity, and  the  consolidated  statement  of  changes 
in  financial  position  for  the  year  then  ended. 
These  financial  statements  are  the  responsibil- 
ity of  the  Society’s  management.  Our  responsi- 
bility is  to  express  an  opinion  on  these  financial 
statements  based  on  our  audit. 

We  conducted  our  audit  in  accordance  with 
generally  accepted  auditing  standards.  Those 
standards  require  that  we  plan  and  perform  the 
audit  to  obtain  reasonable  assurance  about 
whether  the  financial  statements  are  free  of 
material  misstatement.  An  audit  includes  ex- 
amining, on  a test  basis,  evidence  supporting 
the  amounts  and  disclosures  in  the  financial 
statements.  An  audit  also  includes  assessing 
the  accounting  principles  used  and  significant 
estimates  made  by  management,  as  well  as 
evaluating  the  overall  financial  statement  pre- 
sentation. We  believe  that  our  audit  provides  a 
reasonable  basis  for  our  opinion. 

In  our  opinion,  the  financial  statements 
referred  to  above  present  fairly,  in  all  material 
respects,  the  financial  position  of  the  Medical 
Society  of  Delaware  & Subsidiaries  as  of  De- 
cember 31, 1991,  and  the  results  of  its  operation 
and  its  changes  in  financial  positionfor  the  year 
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then  ended  in  conformity  with  generally  ac- 
cepted accounting  principles. 

Our  audit  has  been  made  primarily  for  the 
purpose  of  forming  the  opinion  stated  in  the 
preceding  paragraph.  The  additional  informa- 
tion contained  in  this  report  is  presented  for 
purposes  of  additional  analysis  and  is  not  a 
required  part  of  the  basic  financial  statements. 
Such  information  has  been  subjected  to  the 
auditing  procedures  applied  in  the  audit  of  the 
basic  financial  statements  and,  in  our  opinion, 
is  fairly  stated,  in  all  material  respects,  in 
relation  to  the  basic  financial  statements  taken 
as  a whole. 

Haggerty  & Haggerty 
Certified  Public  Accountants 
April  8,  1992 
Wilmington,  Delaware 

(See  Medical  Society  of  Delaware  and  Sub- 
sidiaries consolidating  balance  sheet  on 
facing  page.) 

REPORTS  OF  THE 
STANDING  COMMITTEES 

Budget  Committee 

The  Budget  Committee  has  had  a very 
active  year  having  met  five  times.  There  were 
many  issues  brought  to  our  attention  that  were 
researched  and  discussed.  Initial  meetings 
were  to  evaluate  the  investments  of  our  bank- 
ing and  investment  account  balances. 

As  interest  rates  have  become  reduced  in 
recent  times,  the  Board  asked  us  to  research 
and  recommend  alternatives  for  these  funds. 
We  interviewed  representatives  of  six  different 
investment  management  firms  and/or  broker- 
age houses.  It  was  the  general  consensus  of 
these  consultants  that  over  the  long  time,  in- 
vestment in  balanced  stock  funds  or  total  equi- 
ties was  better  than  interest-bearing  vehicles. 
After  much  evaluation  and  spirited  discussion, 
the  committee  was  strongly  in  favor  of  a more 
aggressive  investment  strategy  even  to  the 
point  of  investing  100  percent  of  funds  in  equi- 
ties. The  committee  therefore  recommended  to 
the  Board  of  Trustees  that  $ 100,000  be  invested 


Del  Med  Jrl,  January  1993,  Vol  65,  No  1 


0) 

(D 

U 

•o  C 

r-  «tJ 

O 

(/)  CO 

c 

o 

CJ 


o 

»-  (/) 
■P  0) 
•»- 
c 

r-  p 

E C 


m o 

O 
(D  O 


CM  ^ O ^ 0>  ■ 

CM 

cn 

O CO 

CM 

CD  vO  CT»  CM  CO 

CM 

<Tt  O 

O 

CM 

»-  r-  VO  CO  «-  . 

<y» 

C7^  •— 

«“  ^ 

VO 

CM  CM  O cO 

VO 

vO  CO 

o o 

cr> 

o 

1—  o 

CM 

• . vO  • O O 

VO 

• • <J>  • CO  o 

. .CO  . LO  f— 

lO 

cn 

CM 

CM 

«5f* 


pv  lD  ^ 

(n  ro  LD 
fO 

m ir>  cNj  ® 

CO  C\J  f-  r- 
CSJ 


ir>  m 
<D 
m 

Ch  *£> 
VO 

m 


o 

s 


s 


iii 

•>  M 
(O  II 
LT>  II 


U 

(U  C 

U 0) 

— >•  Ifl  u 
•fl  P 5 C 
U 0)  rtJ 

-r-  /—  U 

^ ^ 

^ O Q (/I 
£ c/>  c 


CO 

r«» 

ro 


f-  o 

SCO 


It 

^ II 
II 


u 

(U  -f- 

V-  “D 


p>. 

. . . CO 

o • 

to 

. ^ 

r- 

VO 

CM 

. VD 

VO 

CO 

o 

. . . a\ 

vO  . 

LO 

, CT) 

CO 

CM 

lO 

lO 

o’ 

p^ 

p^ 

p^ 

lO 

CM 

' 

CM 

CM 

CM 

' 

• o 

VO* 


^ o 

C\J  VO 
^ VO 


■8 


lT>  o 

. <T^ 

. <5-  . . 

CD 

CO 

II 

• • <->  r>.  • ■ . 

1®  • 

CD 

CO  o 

. CO 

. o . . 

CM 

(M 

II 

. . <Ti  CO  . . . 

CM  . 

CM 

O 

• VO 

. o • • 

11 

II 

11 

. . P^  VO  • • • 

tT 

c 

lo 

o> 

CO 

ro 

r-  m 

co" 

ro 

3 

o 

o 

II 

CO 

<J> 

CT» 

u. 

r— 

CM 

CM 

II 

II 

CM 

CM 

CM 

II 

11 

y¥ 

GO  II 
CM  II 
^ II 


U 

c8 


CO 

VD 

CO 


<o  o 

. UO 

CO  CM 

P^ 

o 

o 

CO 

un 

CO 

II 

cn  ^ • 

• CD 

o 

vO 

<r 

CO  . . 

CO 

CM  O 

. CM 

CM  O 

o 

CO 

VO 

uo 

CM 

ro 

VO 

It 

<T  CM  • 

. <n 

s 

LO 

O r- 

CM 

• • 

CO  o 

. lO 

^ CT» 

o 

CO 

cn 

VO 

vO 

lO 

cn 

II 

II 

II 

CM  CM  • 

• ♦“ 

cn 

CM  VO 

GO 

o>  o 

VO  O 

VO 

ro 

CD 

n 

VO* 

lO 

00 

CM 

ro’ 

VO 

VO 

CO  LO 

r—  CM 

ro 

r— 

lO 

P^ 

CM 

LO 

II 

CM 

VO  VO 

«— 

CT 

LO 

LO 

II 

11 

cT 

y=h 

II 

II 

y^ 

^ II 
VO  II 
(J»  II 


CO 

CO 

< 


CO 

CO 

< 


o 

c 

0) 

C3> 

)TJ 


<t5  »—  (/)  (/I  aj 

•f-  03  ^ r— 

vp  > E 0)  r- 


Z^Pd)5c^-P 

UJ  (/3  ^ UCJi— *<<3 

OC  IT3  0)  0) 

QC  O CJ  Q£ 

Z3 

CJ 


CO 

o 

CJ 


P 03 
I—  C 
Z 0)  w> 
uu  E O 

5 f ^ 

^ O P 
Z3  C-  X 

cr  Q.  r- 

LiJ  E ^ 


c 

>- 

0 

© 

© 

♦— 

> 

V4- 

p 

H- 

o © 

© 

s 

C3 

(T3 

fT3  1— 

T3 

ro 

s 

(/) 

>»o 

LU 

u 

(0 

<0  trs 

T3 

L. 

0) 

LU 

a >» 

C 

o 

o 

© 

© 

z 

a 

o 

c 

(A  a 

3 

E 

<D 

z 

<0  0) 

© 

in 

Ll. 

3 

1—  C7> 

X (rt 

© 

P 

u. 

O rQ 

© © 

O 

(X 

-O 

i9 

P u 

p 

z 

© 

Q) 

£!3 

00 

>»  TO 

c 

f- 

</) 

< 

CO 

p 

z 

LU 

(Q  0)  <0  (/) 

© © 

cn 

(T3 

< 

cx  p r—  a> 

£ (/) 

c 

<y0 

c/1 

H* 

ID  O (/) 

0 o 

LU  O 

LU 

T3 

3 

CO 

(rt  -r-  (T3  C 

o © 

3 © 

(/)  c 

C 

E 

LU 

— J 

© <U  '—  >►  0) 

c 

z •- 

© ^ u 

h- 

LU 

I—  CO  ^ 03  V(. 

« < 03  P V*- 


0)  (0  P 
03 


o 

3 

CO 

3 

© r-  S 

-a 

© 

(/) 

P 

_ 

© 

© 

o 

P 

CO 

CO 

a r-  O 3 

© 

v_ 

c 

o o 

o 

C 

c 

© 

< 

< 

H- 

0 p •»- 

3 

o 

© 

3 1— 

lA 

c 

(/) 

t-H 

Z 

(/)  u e 

U 

a 

Q. 

ex 

3 

■o 

p 

© 

© 

u 

c/> 

3 

3 

3 

© >>  © © 

U 

L. 

O' 

c 

s 

p 

© 

3 

© 

< 

cx 

3 © 3 ^ 

o 

o 

3 

o 

3 

5 

© 

_J 

U_ 

3 

^— 

QC 

O Q-  Q Q. 

< 

CJ 

3 

z 

3 

CJ 

ex 

o 

3 

3 

3 

h- 

CJ 

Q 

3 

00 

< 


< 

o 


03 

Q> 

> 


Proceedings  - Part  I 


in  a balance  fund  with  Compu-Val  and  approxi- 
mately $270,000  be  invested  with  Greenville 
Capital  Management.  This  recommendation 
was  approved  by  the  Board  and  those  invest- 
ments were  made  in  July. 

The  committee  also  discussed  at  varying 
times  the  concept  and  need  of  financial  support 
to  the  Chairman  of  the  Physicians’  Health  Com- 
mittee. Carol  Tavani,  M.D.,  who  now  chairs 
this  committee,  informed  us  that  the  caseload  of 
the  committee  has  increased  over  four-fold  in 
the  last  few  years.  The  philosophy  of  the 
committee  is  now  one  of  advocacy  with  empha- 
sis on  preserving  the  physician’s  license  and 
ability  to  practice  through  rehabilitation.  Cri- 
sis intervention  by  the  committee,  especially 
the  chairperson,  is  very  time  consuming  and 
often  one  of  the  keys  to  a successful  program. 
Other  state  societies  allocate  funds  for  the  pro- 
fessional services  necessary  to  administer  this 
program.  It  should  be  noted  also  that  this 
committee  is  a quasi-governmental  body  which 
has  a strong  and  necessary  relationship  with 
the  Board  of  Medical  Practice.  It  was  felt  very 
important  for  our  members  to  continue  this 
program  and  this  relationship.  Therefore,  the 
committee  recommended  and  the  Board  ap- 
proved a $25,000  stipend  to  be  paid  to  a newly 
created,  part-time,  position  of  Medical  Director 
of  the  Physicians’  Health  Committee.  A 501  (c) 

(3)  corporation,  the  Delaware  Medical  Educa- 
tion Foundation,  Ltd.,  has  been  established, 
and  hopefully  funds  to  support  this  will  come 
from  pharmaceutical  companies  and  related 
businesses,  physicians  in  general,  and  physi- 
cians who  have  been  involved  with  and  helped 
by  the  Physicians’  Health  Committee. 

It  was  recommended  that  members  who  are 
no  longer  in  full  time  practice  but  not  yet 
qualified  for  life  membership  and  are  working 
less  than  20  hours  per  week  have  their  dues 
reduced  to  $100  per  year.  This  only  refers  to 
those  “retired”  M.D.s  who  continue  to  derive 
some  portion  of  their  income  from  the  practice 
of  medicine. 

The  committee  was  asked  to  evaluate  fund- 
ing for  an  ombudsman  position.  This  position 
was  recommended  by  the  Strategic  Planning 
Committee  as  a new  position  to  be  a proactive 
representative  and  advocate  for  MSD  members 
with  third  party  payers.  After  lengthy  discus- 


sion, the  committee  agreed  as  follows:  that  the 
ombudsman  program  should  be  established  and 
funding  should  come  from  an  assessment  of  the 
membership  with  an  effort  to  establish  on- 
going revenue  from  newsletter  subscriptions, 
workshop  registration  fees,  etc.;  and  a job 
description  and  program  outline  for  the  om- 
budsman should  be  made  available  as  back- 
ground information  for  the  presentation  to  the 
House  of  Delegates. 

1993  Budget 

The  committee  has  reviewed  a detailed  pre- 
sentation of  the  revenue  and  expense  budget 
line  items  for  the  preliminary  1993  operating 
budget.  The  MSDIS  dividend  will  be  $85,000, 
which  is  less  than  previous  years,  plus  a $ 10,000 
donation  to  the  Delaware  Medical  Education 
Foundation,  Ltd.  There  was  also  much  discus- 
sion concerning  the  two  new  items  as  men- 
tioned above,  notably  the  stipend  for  the  chair- 
person of  the  Physicians’  Health  Committee 
and  the  ombudsman  program.  It  was  therefore 
recommended  that: 

( 1 ) The  $50  buildingfund  allocation  be  used 
for  the  operating  budget  in  1993. 

(2)  A voluntary  contribution  of  $25  will  be 
requested  of  the  dues-exempt  members. 

(3)  The  Physicians’  Health  Program  medi- 
cal director  should  be  transferred  from 
the  operating  budget  to  the  budget  of 
the  Delaware  Medical  Education  Foun- 
dation, Ltd.  and  be  compensated  as  an 
independent  contractor. 

(4)  The  ombudsman  program  should  be 
listed  as  a line  item  on  the  budget  and 
compensated  as  an  independent  con- 
tractor. 

(5)  The  public  relations/lobbyist  expense 
should  be  $2, 500/month  plus  $150/ 
month  for  expenses. 

(6)  An  aggregate  cost  of  living  salary  in- 
crease of  5%  is  to  be  budgeted  with 
discretion  given  to  the  Executive  Direc- 
tor for  specific  salary  adjustments  for 


1993. 


(7)  A dues  increase  of  $50  for  regular 
dues-payingmembers  along  with  a com- 
mensurate increase  for  those  members 
paying  a discounted  dues  structure  will 
be  necessary  to  fund  the  ombudsman 
program.  It  is  projected  the  dues  in- 
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MEDICAL  SOCIETY  OF  DELAWARE 
1993  OPERATING  BUDGET 
PROPOSED 

% CHANGE 

1993  BUDGET 

1992  BUDGET 

1992-1993 

REVENUE 

MEMBERSHIP  DUES 

$281,057 

$198,143 

41.0% 

SERVICES 

69,500 

56,100 

23.9% 

INTEREST/DIVIDENDS 

103,763 

150,000 

-30.8% 

CONT  MEDICAL  EDUCATION 

30,000 

24,930 

20.3% 

CONTRIBUTION  FROM  RESERVES  17,171 

0 

- 

TOTAL  REVENUE 

$501,491 

$429,173 

16.9% 

EXPENSES 

PERSONNEL 

$293,256 

$258,158 

13.6% 

BOARD/COMMITTEES/RISK  MGMT  15,000 

12,000 

25.0% 

INSURANCE 

5,388 

5,250 

2.6% 

OMBUDSMAN  PROGRAM 

30,000 

0 

- 

LEGAL  COUNSEL 

10,000 

8,500 

17.6% 

ACCOUNTING/AUDIT 

5,500 

5,000 

10.0% 

PUBLIC  RELATIONS 

31,800 

25,200 

26.2% 

OFFICE  SPACE 

10,226 

10,348 

-1.2% 

TELEPHONE 

3,050 

2,805 

8.7% 

POSTAGE 

12,500 

12,430 

-0.6% 

PRINTING/PHOTOCOPY 

2,100 

3,570 

-41.2% 

EQUIPMENT 

12,103 

9,583 

26.3% 

LECTURE  SERIES  CME 

22,000 

17,130 

28.4% 

NONACCREDITED  CME 

8,000 

0 

- 

TRAVEL 

17,800 

15,000 

18.7% 

NEWSLETTER 

3,500 

4,200 

-16.6% 

DUES/CONTRIBUTIONS 

2,250 

1,000 

125.0% 

SUBSCRIPTIONS 

600 

600 

0.0% 

AUXILIARY 

3,500 

3,500 

0.0% 

DMJ  DUES  EXEMPT 

3,000 

2,000 

50.0% 

PHYSICIAN  HEALTH  PHONE 

750 

650 

15.4% 

EMPLOYEE  RECRUITMENT 

450 

450 

0.0% 

MISCELLANEOUS 

350 

350 

0.0% 

TOTAL  EXPENSES 

$501,491 

$401,124 

25.0% 

PROJECTED  SURPLUS 

$ 0 

$ 28,049 

crease  will  generate  $45,000.  The  re- 
maining deficit  balance  of  $17,000  is  to 
be  defrayed  by  accumulated,  unassigned 
reserves. 

It  should  be  noted  that  except  for  the  new 
programs  and  costs  that  have  been  described 
above,  the  expenses  and  line  items  in  the  pro- 
posed 1993  budget  are  similar  to  and  in  keeping 
with  previous  years. 


The  Chair  wishes  to  thank  all  members  of 
the  committee,  especially  Drs.  Cucuzzella,  Gelb, 
Grubbs,  Hameli,  Maxwell,  Sadeghee,  and  Vates. 

Garth  Koniver,  M.D. 

Chairman 

(The  report  was  adopted.) 
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Bylaws  Committee 

The  proposed  revisions  to  the  Bylaws  of  the 
Medical  Society  of  Delaware  are  a culmination 
of  over  three  years  of  effort.  The  basis  of  these 
changes,  among  others,  are  recommendations 
from  the  general  membership,  the  Board  of 
Trustees  and,  specifically,  the  Strategic  Plan- 
ning Committee.  Much  information  was  ob- 
tained by  a 1990  survey  of  all  Medical  Society 
committee  chairmen,  past  presidents  and  oth- 
ers. The  Bylaws  Committee,  in  addition  to  their 
analysis  and  consideration  of  the  recommenda- 
tions, also  provided  primary  input.  All  this 
effort  is  to  prepare  the  Society  to  enter  the 
twenty-first  century  equipped  to  manage  the 
future  of  medicine. 

Significant  changes  to  the  Bylaws  can  be 
summarized  as  follows.  The  definitions  of  the 
different  categories  of  membership  are  en- 
hanced, and  the  requirements  for  dues  or 
assessments  are  specifically  defined.  The  defi- 
nition of  continuing  medical  education  was 
brought  into  conformance  with  state  law. 

Recognizing  an  urgent  need  that  medical 
societies  must  be  able  to  diversify  into  profit- 
making, tax  exempt  foundations,  or  the  like,  or 
other  such  activities,  the  Bylaws  now  provide 
for  subsidiary  corporations. 

The  changes  also  reflect  a number  of  “house- 
keeping” and  updating  to  meet  current  needs 
and  practices,  such  as  the  development  of  an 
Executive  Committee,  limitations  on  terms  of 
office  and  redefining  the  committee  structure. 

Article  XTV  is  a result  of  the  Health  Care 
Quality  Improvement  Act  of  1986,  as  amended. 
Public  Law  99-660,  that  if  made  part  of  the 
governing  bylaws  of  any  medical  organization 
provides  federal  peer  review  protection  for  the 
organization. 

These  changes  position  the  Society  well  for 
the  future. 

Dene  T.  Walters,  M.D. 

Chairman 

The  complete  report  of  the  Bylaws  Com- 
mittee is  on  file  in  the  office  of  the  Society 
and  is  available  upon  request.  The  report 
was  adopted  with  the  following  amend- 
ments: 


1)  Page  38,  Section  6 - substitution  of 
“may”  for  “shall”  to  state  that  “Affili- 
ate members  may  be  required  to  pay 
membership  dues....”; 

2)  Page  38,  Section  7 - substitution  of ' 
“Non-delinquent”  for  “All  Life  and  Ac- 
tive”; 

3)  Page  73,  Section  2,  addition  of  “(as 
described  in  Article  XIII,  Section  16)” 
after  the  words  “Nominating  Commit- 
tee”; 

4)  Page  73  - deletion  of  Nominating  Com- 
mittee since  it  is  specifically  defined 
elsewhere  and  re-numbering  of  subse- 
quent sections; 

5)  Page  73  - change  name  of  Medical  Eco- 
nomics Committee  to  Long  Range 
Planning  Committee.  The  Reference 
Committee  also  recommended  that  the 
Bylaws  Committee  further  define  the 
activities  of  the  Long  Range  Planning 
Committee  and  further  define  the  scope 
of  the  Committee  on  Ethics  and  deter- 
mine a specific  manner  in  which  the 
lay  members  are  to  be  selected. 

A copy  of  the  newly  revised  Bylaws  of  the 
Medical  Society  of  Delaware  has  been 
mailed  to  each  member  of  the  Society. 

Judicial  Council 

One  case  has  been  referred  to  the  Judicial 
Council  of  the  Medical  Society  of  Delaware 
during  the  past  year.  This  case  was  success- 
fully resolved. 

The  Judicial  Council  stands  ready  to  assist 
whenever  the  occasion  may  arise. 

Charles  L.  Minor,  M.D. 

Chairman 

(The  report  was  filed.) 

Medical  Economics  Committee 

The  committee  has  been  inactive  dur- 
ing the  past  year. 

Thomas  J.  Maxwell,  M.D. 

Chairman 
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ij  ^ jdical  Liability  Inusrance  Committee 

jjll'  The  Medical  Liability  Insurance  Commit- 
pjX  has  had  an  extremely  busy  and  involved 
y ir  in  its  ongoing  activities  regarding  liability 
u jjiurance:  availability,  cost,  coverage  and  ad- 
nistration. 

Availability,  fortunately,  has  not  been  an 
ii(ai:  ue  compared  to  previous  years  with  several 
KjlJ  npanies  issuing  policies  in  Delaware  - PHICO, 


luli. 


(lA,  Princeton,  St.  Paul,  Delpro,  etc.,  and 


^me  physicians  being  covered  through  spe- 
cilty  societies.  This  situation  will  most  likely 
(Cotinue  barring  any  new  information  regard- 
i I the  carriers’  liability  experience  in  Dela- 


C'l 

ure. 


CO’* 


Unfortunately,  cost  remains  a problem  that 
i directly  related  to  the  liability  experience  in 
piBlaware.  The  PHICO  representatives,  Pete 
Unning,  Craig  Rowland  and  Matt  Townsend, 
Iformed  the  committee  in  a meeting  on  July 


, 1992,  that  severity  and,  most  importantly. 


iequency  of  claims  have  been  increasing  after 
''  jlull  during  which  rates  could  better  reflect 
,!  tual  and  expected  losses.  Also,  this  allowed 
'Sr  a dividend  payable  of  $127,135  which  was 
jstributed  to  251  individual  physicians  and  36 
!’iy  sician  corporations  earlier  this  year.  PHICO 
fas  paid  this  despite  there  being  389  Society 
lembers  insured  by  PHICO  instead  of  the  400 
r!5  required  by  the  MSD/PHICO  Endorsement 
|f|greement.  It  remains  to  be  seen  whether  this 
iicreased  frequency  of  claims  will  prevent  a 
dividend  payable  in  the  future..  It  has  resulted 
i PHICO  filing  for  a 10  percent  rate  increase  to 
diver  the  loss  experience  and  to  deal  with  a 
iiarketplace  loss  from  former  PHICO  physi- 
*lian  insureds  who  have  switched  to  other  insur- 
ance carriers.  PHICO  has  also  attempted  to 
lecome  more  competitive  by  providing  a 15 
percent  “Claims  Free”  discount  for  physicians 
Vho  have  had  no  claims  filed  or  reported  in  the 
ast  36  months.  The  committee  recommended 
he  criteria  be  changed  to  actual  suits  filed  to 
i ualify  for  the  “claims  free”  discount.  In  addi- 
|ion,  PHICO  has  proposed  a “new  physician” 
|redit  for  physicians  who  have  completed  train- 
ng  and  are  entering  practice  for  the  first  time, 
^he  first-year  discount  would  be  25  percent 
ollowed  by  a 15  percent  discount  in  years  two 
ind  three,  after  which  time  the  physician  would 


be  eligible  for  a “claims  free”  discount.  Lastly, 
PHICO  has  extended  prior  acts  coverage  (Tail) 
for  those  physicians  transferring  from  another 
insurer.  It  should  be  emphasized  that  PHICO 
is  the  exclusive  endorsed  insurance  carrier  for 
the  MSD,  which  has  accrued  significant  ben- 
efits to  all  members.  The  committee  recom- 
mends that  all  physicians  new  to  Delaware  be 
encouraged  to  explore  and  hopefully  accept  the 
coverage  offered  by  PHICO. 

Continuing  with  the  issue  of  cost,  there  has 
been  the  most  undesirable  effect  of  increasing 
frequency  of  claims:  NON-RENEWAL.  The 
representatives  from  PHICO  at  the  July  13, 
1992,  meeting  explained  that  34  physicians 
with  two  or  more  claims  constitute  40  percent  of 
the  Delaware  losses  and  19  percentofDelaware 
premiums,  without  which  there  would  nothave 
been  a rate  increase.  On  further  review  PHICO 
determined  that  16  physicians’  liability  insur- 
ance coverage  would  not  be  renewed.  Fortu- 
nately, 15  of  the  16  physicians  obtained  insur- 
ance with  other  carriers.  One  physician,  at  the 
physician’s  request,  desired  an  Underwriting 
Review  Committee  investigation  of  PHICO’s 
decision  of  non-renewal.  This  was  accomplished 
on  October  21,  1992,  and  the  committee’s  deci- 
sion after  a thorough  review  of  the  information 
available  (hospital  chart,  office  records,  insur- 
ance company  reviews,  and  discussions  with 
the  physician)  determined,  with  confidence, 
that  PHICO  should  renew  coverage.  This 
recommendation  was  communicated  verbally 
to  the  PHICO  representative  at  the  meeting 
and  in  a letter  to  PHICO. 

Although  information  contained  in  this  re- 
port required  a vast  amount  of  work,  much 
more  work  has  to  be  done  on  the  issue  of  liability 
insurance  for  Delaware  physicians.  One  is  risk 
management  CME  conducted  by  the  PHICO 
Risk  Management  staff  - an  invaluable  oppor- 
tunity to  prevent  “adding  to  the  frequency.” 
Additionally,  an  integral  mechanism  to  reduce 
cost  by  spreading  risk  (i.e.  larger  pool)  is  to  have 
hospitals  insured  by  PHICO,  which  the  com- 
mittee has  been  told  is  more  desirable  than 
physician  liability  coverage.  Currently,  only 
Nanticoke  and  Riverside  Hospitals  are  insured 
with  PHICO.  Lastly,  it  is  to  the  benefit  of  all 
members  that  liability  insurance  with  PHICO 
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be  not  only  encouraged  but  that  MSD  inform 
physicians,  especially  new  ones,  of  the  most 
competitive  rates  (i.e.,  other  carriers  may  offer 
lower  cost  coverage)  and  that  PHICO  is  exclu- 
sively endorsed  by  the  MSD. 

John  J.  DiBonaventure,  D.O. 

Chairman 


(The  report  was  filed.) 

Medical  Review  Committee 

Operating  within  its  present  guidelines, 
the  Medical  Review  Committee  continues  to 
function  and  perform  services  both  for  the  phy- 
sicians and  the  residents  of  Delaware.  The  full 
committee  has  met  on  two  occasions  to  discuss 
matters  of  fees  and  reimbursement  that  were 
presented  to  the  committee.  In  addition,  there 
have  been  several  ad  hoc  meetings  with 
members  of  the  committee,  representatives  of 
specialty  societies,  and  representatives  of  the 
insurance  industry. 

Matters  currently  under  discussion  are  pre- 
ferred provider  contracts  and  the  potential  con- 
flict with  medical  specialists.  Also,  currently 
under  review  are  reimbursements  for  cognitive 
consultations  and  evaluations  and  their  reim- 
bursement under  present  and  new  contracts 
within  the  insurance  industry. 

Recent  actions  by  the  American  Medical 
Association  and  the  Cook  County  Medical  Soci- 
ety in  Illinois  regarding  peer  review  of  fees  will 
be  of  future  interest  to  the  Society  as  well  as  the 
Medical  Review  Committee. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  filed.) 

Peer  Review  and  Professional 
Evaluation  Committee 

The  Medical  Society  of  Delaware’s  Peer 
Review  and  Professional  Evaluation  Commit- 
tee has  not  met  during  the  past  year.  Cases 
received  by  the  Medical  Society  of  Delaware 
has  been  referred  to  the  county  medical  societ- 
ies for  review  and  resolution. 

Brett  Elliott,  M.D. 

Chairman 


(The  report  was  filed.)  | 

Program  Committee  | 

The  Program  Committee  hereby  records  fo' 
the  official  record  the  program  arranged  for  th! 
Annual  Scientific  Session  of  the  Medical  Soci 
ety  of  Delaware  on  November  21,  1992. 


7:30  a.m. 
to 

8:00  a.m. 


WORKSHOP  - Du  Barry  Room 
OLYMPIC  PROGRAM:  USING 
SHOULDER  SUBLUXATION 
REHAB 

Jennifer  Stone,  M.S.,  A.T.C.,  Man 
ager.  Internal  Programs,  Sports 
Medicine  Division,  U.S.  Olympid 
Training  Center,  Colorado  Springs 
Colorado. 


9:10  a.m. 
to 

10:00  a.m. 


10:00  a.m. 
to 

10:50  a.m. 


11:30  a.m. 
to 

12:20  p.m. 


LEWIS  B.  FLINN  LECTURE: 
THE  CURRENT  STATUS  OF 
GENE  THERAPY 
William  N.  Kelley,  M.D.,  Dean,! 
School  of  Medicine,  Robert  G. 
Dunlop  Professor  of  Medicine  and 
Biochemistry  and  Biophysics,  and 
Executive  Vice  President,  Univer- 
sity of  Pennsylvania,  Philadelphia, 
Pennsylvania. 

MAGNETIC  RESONANCE 
ANGIOGRAPHY 

Donald  J.  Schnapf,  D.O.,  F.AO.C.R., 
Clinical  Associate  Professor  of  Ra- 
diology, Georgetown  University 
School  of  Medicine;  Medical  Direc- 
tor, York  Imaging  Center,  York, 
Pennsylvania. 

AIDS  UPDATE 
James  R.  Allen,  M.D.,  M.P.H. 
Director,  National  Aids  Program 
Office,  Department  of  Health  and 
Human  Services,  Washington,  D.C. 


1:00  p.m.  LUNCHEON  LECTURE: 
to  REWRITING  THE  SOCIAL 
1:45  p.m.  CONTRACT  IN  AMERICAN 
HEALTH  CARE 
Uwe  E.  Reinhardt,  Ph.D.,  James 
Madison,  Professor  of  Political 
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Economy,  Woodrow  Wilson  School 
j of  Business,  Princeton  University, 

I Princeton,  New  Jersey. 

2:00  p.m.  NEW  FRONTIERS  IN  LAPARO- 
to  SCOPIC  SURGERY 

2:45  p.m.  Anthony  V.  Coletta,  M.D.,  Associ- 
sociate  Attending  Surgeon,  Depart- 
ment of  Surgery,  Bryn  Mawr  Hos- 
pital, Bryn  Mawr,  Pennsylvania; 
Instructor  in  Surgery,  Thomas 
Jefferson  Medical  College,  Phila- 
delphia, Pennsylvania. 

As  an  organization  accredited  by  the  Ac- 
creditation Council  for  Continuing  Medical 
Education  (ACCME ) for  its  continuing  medical 
i education  program,  the  Medical  Society  of  Dela- 
ware designates  the  Scientific  Program  as  meet- 

iingthe  criteria  for  4.5  hours  in  Category  1 of  the 
Physician’s  Recognition  Award  ofthe  American 
Medical  Association.  One  credit  hour  may  be 
claimed  for  each  hour  of  participation.  The 
program  has  been  reviewed  and  is  acceptable 
I for  4.5  Prescribed  hours  by  the  American  Acad- 

I'  emy  of  Family  Physicians. 

It  is  the  policy  of  the  Medical  Society  of 
Delaware  to  comply  with  the  ACCME  Guide- 
lines for  Commercial  Support  of  Continuing 
Medical  Education.  In  keeping  with  these 
guidelines,  all  faculty  participating  in  continu- 
ing medical  education  programs  sponsored  by 
the  Medical  Society  of  Delaware  are  expected  to 
disclose  to  the  program  audience  any  real  or 
I apparent  conflict(s)  of  interest  related  to  the 
content  of  their  presentation(s). 

Steven  L.  Edell,  D.O. 

Chairman 

(The  report  was  filed  with  thanks  to  Dr. 
Edell  and  the  Program  Committee  for  their 
fine  work.) 

Public  and  Professional  Education 
Committee 

The  Public  and  Professional  Education  Com- 
mittee (PPEC)  met  regularly  during  the  fiscal 
year.  The  attention  ofthe  committee  was  mainly 
directed  toward  the  continuing  medical  educa- 
tion program  of  the  Medical  Society  of  Dela- 
ware. 
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This  year,  with  the  approval  of  the  Educa- 
tional Activities  Subcommittee  (EAS)  of  the 
PPEC,  the  Medical  Society  of  Delaware  has 
sponsored  30  programs  for  CME  credit,  an 
increase  of  43  percent  over  last  year.  The 
Medical  Society  was  unable  to  sponsor  four 
programs  due  to  failure  of  the  requesting  orga- 
nizations to  meet  the  criteria  required  for  the 
granting  of  CME  Category  1 credits. 

During  1991,  the  Society  concentrated  on 
developing  adequate  needs  assessment  in  our 
physician  community  by  meeting  with  the  chairs 
of  the  state’s  education  departments  and  by 
distributing  a CME  survey  to  the  Society’s 
membership.  The  information  gathered  from 
these  activities,  as  well  as  ongoing  input  from 
participants  in  Society-sponsored  programs,  will 
help  MSD  develop  effective  educational  pro- 
grams for  Delaware’s  physicians. 

The  CME  activities  of  the  Medical  Society 
were  reviewed  by  the  Accrediting  Council  for 
Continuing  Medical  Education  (ACCME)  in 
May.  In  early  July,  Mark  Meister  was  notified 
that  the  ACCME  has  awarded  accreditation  to 
the  Medical  Society  for  four  years  as  a sponsor 
of  medical  education  for  physicians.  We  were 
commended  for  our  commitment  to  supporting 
CME  activities,  and  received  two  favorable  com- 
ments. The  Society’s  educational  program  will 
be  resurveyed  in  1996. 

The  Delaware  Continuing  Medical  Educa- 
tion Lecture  Series  for  physicians  in  conjunc- 
tion with  Jefferson  Medical  College  of  Thomas 
J efferson  University  continues  unchanged  from 
previous  years,  except  that  the  Society  is  now 
the  accrediting  organization. 

The  role  of  Laurel  A.  Haring,  Director  of 
Professional  Education  and  Community  Affairs 
for  the  Society,  in  the  Society’s  CME  program  is 
being  significantly  expanded  to  allow  her  the 
time  needed  to  fully  develop  and  effectively 
administer  the  Society’s  CME  program. 

Virginia  U.  Collier,  M.D. 

Chair 

(The  report  was  filed  with  congratula- 
tions to  Dr.  Collier  for  obtaining  a four- 
year  accreditation  for  the  Medical 
Society’s  CME  program.) 
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Public  Laws  Committee/Legislative  Action 
Committee 

This  is  my  report  on  the  activities  of  the 
Public  Laws  and  Legislative  Action  Commit- 
tees. In  an  attempt  at  improving  the  effective- 
ness of  these  two  closely  related  committees, 
James  P.  MarvelJr.,M.D.,our  President,  asked 
me  to  chair  both  in  1992. 

A summary  of  health-related  legislation  in 
the  136th  General  Assembly  appears  in  the 
October  1992  issue  of  the  Delaware  Medical 
Journal,  and  a complete  listing  is  available 
from  the  Medical  Society  upon  request.  I en- 
courage the  membership  to  read  it  because  it 
depicts  the  tremendous  efforts  the  Medical  So- 
ciety ofDelaware  makes  in  the  legislative  arena. 
It  also  shows  how  the  combined  work  of  its 
various  arms  is  resulting  in  a much  more  har- 
monious relationship  with  our  legislators  and 
even  the  Executive  Branch  of  our  state  govern- 
ment. 

Forty-nine  very  busy  physicians  volunteered 
to  compose  the  two  committees.  Nine  served  on 
both.  I cannot  express  enough  gratitude  to 
them  for  sharing  their  ideas,  their  enthusiasm 
and  their  knowledge  with  me  and  my  Vice- 
Chair,  Dorothy  Moore,  M.D. 

This  year  Charles  Konigsberg,  Jr.,  M.D., 
M.P.H.,  the  new  Director  of  the  Division  of 
Public  Health,  joined  the  Public  Laws  Commit- 
tee. Like  his  predecessor.  Dr.  Konigsberg  was 
very  helpful. 

Our  efforts  would  not  result  in  accomplish- 
ments were  it  not  for  the  timely,  alert  and 
astute  coordinating  intervention  of  Beverly 
Dieffenbach  and  Mark  A.  Meister,  Associate 
and  Executive  Director  respectively,  of  our  So- 
ciety. 

My  work  with  the  Board  of  Medical  Prac- 
tice, which  now  counts  with  the  exceptional 
skills  of  one  of  my  favorite  mentors,  Wayne 
Martz,  M.D.,  has  given  me  further  understand- 
ing of  the  complexities  of  everything  that  af- 
fects the  medical  profession. 

I am  thankful  to  Carol  Tavani,  M.D.,  who 
holds  key  positions  in  the  Medical  Society  and 
yet  has  always  been  there  to  cover  my  practice 
when  I have  to  run  to  Dover  or  Washington. 

All  of  the  above  would  have  never  material- 
ized if  I didn’t  have  the  ubiquitous  help  of  our 


Legislative  Specialist,  Ned  Davis.  Ned’s  aware- 
ness of  the  legislative  and  political  process  of 
our  state  and  our  nation,  as  well  as  his  wit  and 
friendship,  have  been  invaluable  assets  to  me. 

The  support  of  the  Officers  and  Trustees  of 
the  State  and  County  Medical  Societies  is  also 
greatly  appreciated. 

Stephen  Permut,  M.D. , was  always  there  to 
encourage  me  and  share  the  wealth  of  his 
medico-legal  knowledge. 

Participating  in  the  setting  and  launching 
of  the  First  Mini-Internship  was  very  exciting. 
For  its  success,  I credit  and  thank  the  Medical 
Society  ofDelaware  Auxiliary  and  its  officers. 

Amidst  all  of  this,  I was  elected  Chair  of  the 
Governor’s  Advisory  Council  to  the  Division  of 
Alcoholism,  Drug  Abuse  and  Mental  Health, 
thus  also  chairing  the  Planning  Council  to  the 
Division.  This  is  another  venue  which  has 
allowed  us  to  bridge  the  gap  between  the  public 
and  private  sectors. 

Finally,  I had  the  distinct  honor  of  being 
appointed  to  a multi-disciplinary,  16-member 
task  force  to  review  the  mental  health  code. 
This  we  did  under  the  impeccable  Chairman- 
ship of  former  Supreme  Court  Justice  William 
T.  Quillen. 

Everythingpertaining  to  Commitment  Laws 
is  contained  in  Title  16,  Chapters  22,  50  & 51  of 
the  Delaware  Code.  On  July  6,  1992,  Governor 
Castle  signed  into  law  a package  of  four  bills 
which  significantly  revises  the  Mental  Health 
Code  for  the  first  time  since  the  1950s. 

The  recommendations  of  the  task  force  were 
unanimous  and  were  submitted  to  Secretary  of 
Health  and  Social  Services  Thomas  P.  Eichler 
and  Governor  Castle  with  the  individual  signa- 
ture of  each  of  the  members.  These  recommen- 
dations gave  birth  to  a legislative  package  con- 
sisting of  Senate  Bills  34 1, 342, 343  (as  amended 
by  House  Amendment  Nos.  1 and  2)  and  House 
Bill  567,  sponsored  by  Senator  Herman  M. 
Holloway,  Sr.,  D-Wilmington  East  and  Repre- 
sentative Jane  P.  Maroney,  R-Talleyville. 

In  summary  the  signed  legislation: 

1.  Makes  sections  of  the  code  consistent  with 
each  other  and  permits  doctors  to  choose 
the  appropriate  part  of  the  code  to  involun- 
tarily commit  persons  they  believe  to  be 
mentally  ill  or  dangerously  intoxicated. 
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Under  previous  law,  persons  could  be  com- 
mitted to  Delaware  State  Hospital  as  “dan- 
gerously mentally  ill”  even  though  they 
really  needed  treatment  for  intoxication. 

2.  Reduces  from  72  hours  to  24  hours  the 
amount  of  time  D.S.H.  has  to  determine 
whether  a patient  is  “dangerously  mentally 
ill”  and  to  seek  civil  commitment  status 
from  Superior  Court.  Under  previous  law, 
patients  could  be  held  against  their  will  for 
up  to  five  days  before  such  a decision  was 
made.  The  change  requires  D.S.H.  to  have 
patients  examined  by  a psychiatrist  within 
24  hours  of  admission  to  the  hospital. 

3.  Modifies  the  code  to  expand  the  “due  pro- 
cess” rights  of  persons  committed  involun- 
tarily by  providing  for  judicial  review  and 
shortening  the  time  between  periodic  re- 
views by  the  Superior  Court  of  those  per- 
sons involuntarily  committed. 

4.  Expands  the  definition  of  “intoxicated  per- 
son” to  include  persons  impaired  by  the  use 
of  alcohol,  drugs  and  other  substances. 

5.  Extends  the  transportation  provisions  of 
the  Code  so  intoxicated  persons  and  men- 
tally ill  patients  may  be  transferred  to  and 
from  the  hospital  and  a public  treatment 
facility. 

6.  Extends  the  limited  immunity  from  law- 
suits for  medical  doctors  who  treat,  and 
public  peace  officers  who  transport,  “dan- 
gerously mentally  ill”  patients  to  and  from 
the  hospital  and  treatment  facilities. 

Jorge  A.  Pereira-Ogan,  M.D. 

Chairman 

(The  report  was  filed  with  commendation 
to  the  chairman  and  other  members  of  the 
committee.) 

Publications  Conunittee 

In  the  past  full  year,  the  Delaware  Medical 
Journal  has  published  12  monthly  issues,  each 
on  time  near  the  end  of  the  month  as  planned. 
There  were  a total  of  466  pages  of  text  and  356 
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pages  of  advertising,  a 57  percent  ratio  oftextto 
ads.  Of  the  scientific  articles,  features  and 
other  text,  86  percent  was  written  by  Delawar- 
eans. The  Journal  operated  approximately  at 
break-even.  See  financial  report. 

The  Publications  Committee  and  the  Edito- 
rial Board  had  one  meeting,  held  jointly  as  is 
their  custom,  June  23, 1992.  They  agreed  to  the 
following; 

1.  To  maintain  a text/ad  ratio  of  50/50  or 
higher. 

2.  Keep  the  present  advertising  and  subscrip- 
tion rates. 

3.  Gradually  move  publication  date  earlier  in 
the  month. 

4.  Have  no  defined  editorial  policy. 

5.  Maintain  membership  in  State  Medical 
Journal  Advertising  Bureau  that  sells  na- 
tional ads  for  us. 

6.  Have  an  occasional  single-topic  issue. 

7.  Report  the  Medical  Society  Board  of  Trust- 
ees actions. 

8.  Report  activities  of  the  Board  of  Medical 
Practice. 

9.  Publish  a legislative  summary  annually 
after  the  General  Assembly  adjourns. 

10.  Recommend  that  the  Publications  Commit- 
tee and  the  Editorial  Board  be  made  one. 

11.  And  in  addition  there  was  agreement  that 
there  could  be  art  work  or  reference  to 
contents  on  the  front  cover  if  the  Journal 
stays  within  budget. 

E.  Wayne  Martz,  M.D. 

Chairman,  Publications  Committee 
Editor,  Delaware  Medical  Journal 

(The  report  was  filed  with  a recommenda- 
tion for  acting  on  Dr.  Martz’s  and  the 
Board’s  suggestion  of  unifying  the  Edito- 
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rial  Board  and  the  Publications  Commit- 
tee and  with  thanks  to  Dr.  Martz  for  his 
continued  efforts.) 

Nominating  Committee 

A meeting  of  the  Nominating  Committee 
was  held  at  the  Delaware  Academy  of  Medicine 
Building  in  Wilmington  on  November  5,  1992, 
to  consider  positions  to  be  filled  for  the  year 
November  1992  through  November  1993.  The 
slate  that  follows  is  consistent  with  the  recom- 
mendations contained  in  the  Bylaws  Commit- 
tee Report.  The  following  nominations  were 
made: 

President 

Stephen  R.  Permut,  M.D. 
President-Elect 

Thomas  J.  Maxwell,  M.D. 

Vice  President 

Michael  J.  Bradley,  D.O. 

Secretary 

Carol  A.  Tavani,  M.D. 

Treasurer 

Garth  A.  Koniver,  M.D. 

Speaker  of  the  House 

Roger  B.  Thomas,  Jr.,  M.D. 
Representative  to  the  Delaware 
Academy  of  Medicine 

Leonard  P.  Lang,  M.D. 

Delegate,  American  Medical  Association 
I.  Favel  Chavin,  M.D. 

(two-year  term  to  expire  12/31/94) 
Alternate  Delegate, 

American  Medical  Association 
Martin  J.  Cosgrove,  M.D. 

(two-year  term  to  expire  12/31/94) 

Judicial  Council 

Edgar  R.  Miller,  Jr.,  M.D. 

(three-year  term  to  expire  11/95) 

NOMINEES  FOR  BOARD  OF 
MEDICAL  PRACTICE: 

New  Castle  County 

Donald  C.  Cameron,  M.D. 

Diana  Dickson-Witmer,  M.D. 

Dennis  Farr,  M.D. 

Joseph  A.  Lieberman  III,  M.D. 

Raymond  R.  Noble,  M.D. 


New  Castle  County 
Cecil  C.  Gordon,  Jr.,  M.D. 

Howard  T.  Harcke,  M.D. 

Maurice  Liebesman,  M.D. 

William  R.  Nottingham,  Jr.,  M.D. 

Roger  C.  Stevenson,  M.D. 

Sussex  County 

James  Beebe,  Jr.,  M.D. 

Harry  A.  Lehman  III,  M.D. 

C.  E.  Graybeal,  M.D. 

John  C.  Rawlins,  M.D. 

BOARD  OF  DIRECTORS 
MEDICAL  SOCIETY  OF  DELAWARE 
INSURANCE  SERVICES; 

Robert  G.  Altschuler,  M.D. 

John  D.  DiBonaventure,  D.O. 

William  H.  Duncan,  M.D. 

Ali  Z.  Hameli,  M.D. 

Richard  N.  Hindin,  M.D. 

Mark  A.  Meister 
Emanuel  M.  Renzi,  M.D. 

Frederick  K.  Toy,  M.D. 

Rafael  A.  Zaragoza,  M.D. 

ELECTED  COMMITTEES: 

Budget  and  Finance  Committee 

Anthony  L.  Cucuzzella,  M.D. 

John  J.  DiBonaventure,  D.O. 

William  H.  Duncan,  M.D. 

Albert  Gelb,  M.D. 

Stephen  S.  Grubbs,  M.D. 

Ali  Z.  Hameli,  M.D. 

Garth  A.  Koniver,  M.D. 

Thomas  J.  Maxwell,  M.D. 

William  L.  Medford,  Jr.,  M.D. 

Edward  F.  Quinn,  M.D. 

Mahmood  Sadeghee,  M.D. 

Thomas  S.  Vates,  M.D. 

Committee  on  Ethics 

Mehdi  Balakhani,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Garrett  H.  C.  Colmorgen,  M.D. 

Edwin  H.  Dafter,  Esq. 

Daniel  L.  DePietropaolo,  M.D. 

Paul  T.  Durbin,  Ph.D. 

Beth  N.  Fisher,  D.O. 
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Robert  W.  Frelick,  M.D. 

Michael  J.  Guarino,  M.D. 

Robert  E.  Heckman,  M.D. 

Dennis  J.  Hoelzer,  M.D. 

William  L.  Jaflfee,  M.D. 

Maurice  Liebesman,  M.D. 

Edgar  R.  Miller,  Jr.,  M.D. 

Charles  L.  Minor,  M.D. 

William  R.  Nottingham,  Jr.,  M.D. 

Stephen  R.  Permut,  M.D. 

Edward  F.  Quinn,  III,  M.D. 

Harold  S.  Rafal,  M.D. 

Mr.  Richard  P.  Sanger 
Carol  A.  Tavani,  M.D. 

Stephen  R.  Permut,  M.D.,  Chairman 
Stephen  G.  Cooper,  M.D. 
Richard  T.  D’Alonzo,  M.D. 
Harry  A.  Lehman  III,  M.D. 
Stephen  S.  Grubbs,  M.D. 

(The  report  was  adopted  after  deletion  of 
the  following  names  on  the  list  of  nomi- 
nees for  the  Board  of  Medical  Practice: 
James  Beebe,  Jr.,  M.D.,  who  does  not  wish 
to  serve,  and  Cecil  C.  Gordon,  Jr.,  M.D., 
who  is  already  a member  of  the  Board  of 
Medical  Practice.) 

RESOLUTIONS 

Substitute  Resolution  92-1 

Medicare  Policy  Change:  Primary  Care 

Consultation  Policy 

Whereas,  one  of  the  primary  goals  ofRBRVS 
was  to  establish  an  equitable  payment  system 
for  all  physicians,  and  especially  for  evaluation 
and  management  services;  and 

Whereas,  HCFA  and  Medicare  carriers  have 
announced  policy  that  says  primary  care  physi- 
cians who  are  asked  to  do  medical  clearance  for 
an  established  patient  who  is  to  have  surgery 
by  another  physician  may  not  charge  a consul- 
tation fee;  and 

Whereas,  the  CPT  coding  system  clearly 
says  consultations  may  be  used  for  either  new 
or  established  patients;  and 
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Whereas,  medical  clearance  involves  the 
same  level  of  evaluation  and  management 
whether  performed  by  the  primary  care  physi- 
cian or  other  medical  provider;  now  therefore 
be  it. 

Resolved,  that  the  Medical  Society  of  Dela- 
ware should  support  the  AMA’s  stand  that  this 
policy  is  discriminatory  against  primary  care 
physicians,  that  it  is  contrary  to  the  best  inter- 
est of  Medicare  patients,  and  that  it  is  a policy 
that  is  contrary  to  the  fundamental  goals  of 
RBRVS;  and  be  it  further 

Resolved,  that  the  AMA  should  take  any 
appropriate  additional  measures  possible  to 
have  this  policy  changed. 

Substitute  Resolution  92-1  was  adopted 
by  the  House  of  Delegates. 

Resolution  92-2 
Health  Care  Access 

Whereas,  there  are  between  72,000  and 
95,000  Delawareans  who  are  underinsured  or 
uninsured;  and 

Whereas,  Delaware  ranks  33rd  in  the  na- 
tion in  income  eligibility  for  Medicaid  coverage; 
and 

Whereas,  access  to  physician  care  is  one 
component  in  the  vast,  complex  problem  of 
health  care  delivery  that  we  as  a Medical  Soci- 
ety can  address;  and 

Whereas,  it  is  recognized  that  the  Society 
will  soon  implement  the  Voluntary  Initiative 
Program  in  an  effort  to  assist  underinsured  and 
uninsured  Delawareans  in  gaining  access  to 
needed  physician  services;  and 

Whereas,  it  is  recognized  that  volunteer 
staffed  clinics,  such  as  the  Claymont  Health 
Service,  cannot  be  expected  to  answer  the  long- 
term health  care  needs  of  the  uninsured  and 
underinsured  Delawareans;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Dela- 
ware recommend  that  all  physician  members  of 
this  organization  uniformly  and  without  excep- 
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tion  agree  to  accept,  within  the  scope  of  their 
practice,  their  equitable  and  fairly  distributed 
share  of  patients  with  Medicare,  Medicaid  or  no 
health  insurance  so  that  access  of  patients  to 
the  health  care  system  can  be  expedited  in  a 
manner  that  will  not  unduly  overload  any  one 
physician  or  group  of  physicians  with  hereto- 
fore medically  undeserved  patients. 

Resolution  92-2  was  adopted  by  the  House 
of  Delegates. 

Substitute  Resolution  92-3 
CLIA  Regulations 

Whereas,  as  the  CLIA  regulations  have 
become  effective,  it  has  become  painfully  obvi- 
ous that  misclassification  of  moderately  com- 
plex testing  has  visited  a significant  burden, 
both  on  physicians  and  patients;  and 

Whereas,  for  obstetricians  and  gynecolo- 
gists, family  practitioners,  and  their  patients, 
simple  tests  such  as  wet  smears,  wet  mounts 
and  KOH  preps  have  been  converted  from 
simple,  effective  diagnostic  tests  that  offered 
the  opportunity  for  immediate  treatment  and 
relief  and  have  now  become  burdensome,  costly, 
resulting  in  unnecessary  delays  for  our  pa- 
tients; and 

Whereas,  the  costs  of  these  tests  performed 
by  the  laboratory  cause  a significant  and  un- 
necessary financial  burden,  as  well  as  an  un- 
necessary inconvenience  to  the  patient;  and 

Whereas,  while  the  intent  ofthe  CLIA  regu- 
lations was  to  control  and  assure  quality,  the 
misclassification  of  these  tests,  however,  has 
created  a significant  nationwide  problem;  and 

Whereas,  the  Delaware  Obstetrical  Society 
and  the  Delaware  Section  of  the  American 
College  of  Obstetricians  and  Gynecologists  have 
written  to  our  Delaware  Congressional  Delega- 
tion regarding  these  concerns  and  they  have 
responded  indicating  an  interest  in  pursuing 
this  matter  further;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Dela- 
ware undertake  an  initiative  to  encourage  fam- 
ily practitioners,  obstetricians  and  gynecolo- 


gists, pediatricians  and  other  specialties  in- 
volved with  these  concerns  to  send  individual  ^ 
letters  to  our  Senators  and  Congressman;  and 
be  it  further 

Resolved,  that  the  American  Medical  Asso- 
ciation House  of  Delegates  be  urged  at  its  1992 
Interim  meeti  ng  to  study  the  cost  and  quality  of 
care  impact  of  the  misclassification  of  tests 
under  the  CLIA  regulations;  and  be  it  further 

Resolved,  that  the  information  obtained 
from  this  study  be  incorporated  in  an  aggres- 
sive, nationwide  campaign  to  urge  the  proper 
resolution  of  this  urgent  matter. 

Substitute  Resolution  92-3  was  adopted 
by  the  House  of  Delegates. 

Substitute  Resolution  92-4 

Unified  Membership  - American  Medical 

Association 

Whereas,  on  November  15, 1985,  the  House 
of  Delegates,  after  lengthy  debate,  adopted  Sub- 
stitute Resolution  85-9  calling  for  the  Medical 
Society  of  Delaware  to  adopt  a unified  member- 
ship policy  and  to  require  that  membership  in 
the  American  Medical  Association  or  the  Ameri- 
can Osteopathic  Association  be  mandatory  for 
all  Medical  Society  of  Delaware  members;  and  ’ 

Whereas,  the  resolution  noted  that  the 
American  Medical  Association  is  the  logical 
organization  that  cuts  across  all  local  and  spe- 
cialty societies  to  speak  for  organized  medicine 
and  that  the  AMA  increases  its  political  “clout” 
in  direct  proportion  to  its  number  of  members 
and  financial  ability;  and 

Whereas,  the  House  of  Delegates  on  No- 
vember 14,  1986,  adopted  the  recommendation 
of  the  Bylaws  Com  mittee  that  the  Bylaws  of  the 
Medical  Society  of  Delaware  be  amended  to 
implement  a policy  of  unified  membership  be- 
ginning with  the  1987  dues  year;  and 

Whereas,  Article  III,  Membership,  Section 
1,  of  the  current  Bylaws  of  the  Medical  Society 
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of  Delaware  states  that  “Membership  in  the 
American  Medical  Association  or  the  American 
Osteopathic  Association  is  mandatory  for  all 
Medical  Society  of  Delaware  members;”  and 

Whereas,  benefits  accruing  as  a result  of 
unification  include  additional  delegate  repre- 
sentation in  the  AMA’s  House  of  Delegates,  a 10 
percent  discount  on  AMA  dues  for  Ist-year-in- 
practice,  2nd-year-in-practice,  military,  and  full 
dues-paying  members,  and  services  of  AMA 
staff  for  special  projects  for  the  Society;  and 

Whereas,  the  issue  of  unified  membership 
has  on  occasion  been  raised  by  members  as  well 
as  non-members  of  the  Medical  Society  of  Dela- 
ware; now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  at  its 
annual  session  on  November  20,  1992,  re-af- 
firm  its  support  for  a unified  membership  policy; 
and  be  it  further 

Resolved,  that  an  exemption  from  AMA 
membership  be  granted  to  members  in  good 
standing  of  the  National  Medical  Association, 
as  is  provided  for  members  of  the  American 
Osteopathic  Association;  and  be  it  further 

Resolved,  that  the  unified  membership 
policy  be  reaffirmed  by  the  House  of  Delegates 
at  its  1995  Annual  Meeting  and  every  three 
years  thereafter  as  long  as  the  policy  is  in  force. 

Substitute  Resolution  92-4  was  adopted 
by  the  House  of  Delegates. 

The  remainder  of  the  reports  consid- 
ered at  the  House  of  Delegates  meeting 
will  be  published  in  the  February  1992 
issue  of  the  Delaware  Medical  Journal. 

The  complete  report  of  the  Proceed- 
ings of  the  House  of  Delegates  is  on  file  at 
the  Medical  Society  office  and  is  available 
to  members. 
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Over  their  lifetimes,  one  out  of 
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Take  a closer  look  at  Delaware’s 

FIRST  NAME  IN  EYE  CARE 


One  of  the  region's 
leading  eye  care  centers  is 
closer  than  you  think.  In  fact, 
it's  right  here  in  Delaware  at 
Wilmington  Hospital. 

Our  expert  team  of 
ophthalmologists  and  other 
professionals  can  diagnose 
and  treat  virtually  every  eye 
disorder,  from  nearsighted- 
ness to  cataracts,  glaucoma, 
and  diabetic  complications. 
What's  more,  they  treat 
each  patient  with  sensitivity 
and  respect. 


W-103 


^^The  Eye  Center 

at  Wilmington  Hospital 

^ ^ MEDICAL  CENTER  OF  DELAWARE 

We're  doing  more  for  your  family's  health 

14th  & Washington  Streets  • Wilmington,  Delaware 


The  Eye  Center  at 
Wilmington  Hospital  is  at 
the  forefront  of  eye  care 
research  and  the  latest  tech- 
-fiical  advances,  including 
state-of-the-art  laser  surgery. 

If  your  patients  require 
specialized  eye  care,  con- 
sider referring  them  to  The 
Eye  Center  at  Wilmington 
Hospital.  Call  (302)  428- 
6208  any  weekday  for  more 
information  or  to  set  up  an 
appointment  with  one  of  our 
ophthalmologists. 
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IN  BRIEF 


If  you  have  an  event  you  would  like  considered  for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington,  DE  19806- 
2166.  Information  must  be  received  by  the  15th  of  the  month,  three  months  before  publication. 

Physicians’  Health  Committee 

Do  you  know  an  impaired  physician  or  a physician  in  trouble?  The  Physicians’  Health  Committee 
wishes  to  help.  Please  call  302/654-1001.  All  actions  of  the  Physicians’  Health  Committee  are 
confidential,  and  the  identity  of  the  reporter  will  not  be  disclosed. 

Children  with  Traumatic  Brain  Injury  Presentations  Offered 

The  Division  of  Rehabilitation,  Department  of  Pediatrics  of  the  Alfred  I.  duPont  Institute  presents 
“Community  Re-entry  for  the  Child  with  Traumatic  Brain  Injury”  on  March  18  and  19.  Topics  will 
Include  Visual  Disorders,  Behavior  Management,  Parent  as  Team  Member,  Neuropharmacology, 
Current  Educational  Trends  and  Americans  with  Disabilities  Act. 

The  presentations  will  be  held  at  The  Alfred  I.  duPont  Institute,  P.O.  Box  269,  Wilmington,  Del. 
19899.  For  more  information  call  (302)  651-6750. 

NIH  Consensus  Development  on  Triglyceride,  High  Density  Lipoprotein  and 
Coronary  Heart  Disease 

A National  Institutes  of  Health  (NIH)  consensus  development  statement  on  Triglyceride,  High 
Density  Lipoprotein  and  Coronary  Heart  Disease  may  be  obtained  from  the  NIH  Office  of  Medical 
Applications  of  Research  (OMAR). 

The  report  was  prepared  by  a panel  of  experts  who  considered  scientific  evidence  presented  at 
a Consensus  Development  Conference  at  NIH.  It  contains  recommendations  and  conclusions 
concerning  triglyceride,  high  density  lipoprotein  and  coronary  heart  disease. 

Free,  single  copies  of  the  consensus  statement  may  be  obtained  from:  William  H.  Hall,  director 
/iof  Communications,  Office  of  Medical  Applications  of  Research,  National  Institutes  of  Health, 
1 Federal  Building,  Room  618,  Bethesda,  MD  20892.  Or  call  (302)  496-1143. 

|i  Insurer  Sued  for  Midstream  Modification  of  Liability  Policies 

|j  A lawsuit  against  Physicians  Reciprocal  Insurance  (PRI)  has  been  initiated  by  a physician  who 
; contends  a policy  modification  made  by  PRI  constituted  a breach  of  contract  and/or  an  impermissible 
increase  in  insurance  premium. 

, The  lawsuit  concerns  PRI’s  claims-made  policies  and  extended  reporting  period  coverage,  also 
I known  as  tail  coverage.  Claims-made  policies  provide  liability  coverage  only  if  the  alleged  incident 
! occurred  and  the  claim  was  filed  during  the  policy  period.  With  tail  policies,  the  liability  coverage 

extends  to  claims  made  after  the  policy  period,  as  long  as  the  alleged  incident  occurred  during  the 

■I 

1 
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policy  period.  The  plaintiff  physician  alleges  that  the  PRI  presented  a substantial  inducement  b * 
physicians  to  obtain  claims-made  professional  liability  insurance  by  offering  that  a tail  policy  woul(| 
be  provided  at  no  additional  charge  if  the  claims-made  policy  was  maintained  for  at  least  a 10-yea  ■ 
period.  The  plaintiff  further  alleges  that  in  1989,  PRI  inappropriately  modified  the  agreement  b;! 
no  longer  offering  a free  tail  policy  for  its  insured,  unless  the  insured  agreed  to  pay  a surcharge  o 
15  percent  each  premium  year,  up  until  the  10th  year. 

Consumer  Health  Library  Is  Open  to  the  Public 

Gail  P.  Gill,  director  of  Library  Services  for  The  Delaware  Academy  of  Medicine,  has  announced  th( 
opening  of  a Consumer  Health  Library.  This  library,  sponsored  by  the  Delaware  Academy  o 
Medicine,  is  open  to  the  public  Monday  to  Friday  from  8:30  a.m.  to  4:30  p.m.  at  1925  Loverin^ 
Avenue,  Wilmington,  Delaware.  ! 

The  library  resources  include  over  300  books,  12  health  newsletters,  210  clipping  files  and  a usei 
friendly  computerized  database  called  Health  Reference  Center.  The  database  indexes  consumei 
health  literature  from  over  160  titles  on  health  fitness,  nutrition  and  medicine  including  full  tesi 
coverage  of  approximately  100  consumer  oriented  magazines,  newsletters  and  professional  jour  | 
nals.  It  also  includes  over  500  medical  education  pamphlets. 

The  Delaware  Academy  of  Medicine  Auxiliary  made  a generous  contribution  of  $5,000  tc 
purchase  this  software  for  1992.  The  Health  Reference  Center  log,  located  at  the  computer,  shows; 
a usage  of  five  to  seven  searches  each  day,  with  positive  comments  from  the  patrons. 


Acute  MI  Presentation:  Doctors  vs.  Nonphysicians  J 

Mortality  from  myocardial  infarction  has  been  related  to  the  length  of  time  between  onset  o1 
symptoms  and  hospital  presentation.  This  analysis  compared  presentation  delays  for  258  mak 
physicians  and  240  male  nonphysicians  over  age  40.  Both  groups  had  no  history  of  prior  MI  and 
presented  within  24  hours  of  symptom  onset. 

The  physicians  were  drawn  from  the  Physicians’  Health  Study,  a randomized  trial  of  beta- 
carotene  and  aspirin  for  the  prevention  of  cardiovascular  disease.  Nonphysicians  were  drawn  from 
ISIS-2,  a randomized  treatment  trial  aimed  at  reducing  post-MI  cardiovascular  mortality.  Delaysj 
between  symptom  onset  and  presentation  were  determined  by  record  review  in  the  former  trial  and 
were  noted  at  randomization  in  the  latter.  The  median  delays  were  1.8  hours  for  physicians, 
compared  to  4.9  hours  for  nonphysicians.  Over  half  the  physicians  presented  within  the  first  twci 
hours,  versus  only  20  percent  of  nonphysicians. 

Although  these  results  must  be  interpreted  cautiously,  given  the  two  studies’  differing  selectiorj 
criteria  and  methods,  the  shorter  delays  among  physicians  may  help  explain  the  unexpectedly  low; 
cardiovascular  mortality  rates  in  the  Physicians’  Health  Study.  The  findings  also  suggest  that;' 
shorter  delays  to  MI  presentation  can  be  achieved  with  education  about  symptoms. 

Reprinted  by  permission  oi  Journal  Watch,  Vol.  10,  August  1992. 

Hand-Washing  in  the  ICU  Is  Too  Often  Neglected 

Semmelweis’ discovery  that  hand-washingcan  prevent  nosocomial  infections  was  a triumph  of  19th-' 
century  medicine.  Yet,  as  we  approach  the  21st  century,  we  often  forget  it. 

For  eight  months  a team  from  Iowa  conducted  a trial  involving  1,894  patients  in  three  ICUs.: 
Health-care  workers  viewed  a videotape  and  were  given  written  instructions  about  the  importance; 
of  hand-washing.  Each  of  two  hand-washing  regimins—  chlorhexidine  (an  antimicrobial)  or 
isopropyl  alcohol  plus  optional  nonmedicated  soap  - was  available  in  alternate  months.  Researchers; 
tracked  the  amounts  of  agents  in  the  dispensers  and  observed  staff  compliance  with  hand-washing 
at  random  intervals.  i 
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The  overall  compliance  rate  was  about  40  percent.  The  rate  of  nosocomial  infection  was  about 
Ji  25  percent  lower  with  chlorhexidine  than  with  alcohol  and  soap;  the  reduction  was  greatest  (about 
80  percent)  for  gastrointestinal  infections.  However,  the  fact  that  chlorhexidine  was  used  more  often 
I ij  and  more  liberally  than  alcohol  and  soap  may  explain  its  apparent  superiority. 

» Although  this  study  was  designed  to  compare  two  hand-washing  regimens,  its  main  messages 
I are  that  despite  intensive  education,  health  workers  “still  don’t  get  it,”  and  that  our  patients  are 
I suffering  the  consequences. 

< Reprinted  by  permission  of  Journal  Watch,  Vol.  10,  August  1992. 


r 


Stephen  V.  Rapposelli,  FT,  CSCS,  and  Jennifer  A.  Rapposelli,  FT 


PHYSICAL  THERAPY 


I at  Hockessin 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 


JUKling  n reliable  medieal  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic'  u'frrds  of  MASTER  CARE'S  sendee. 
Because  your  patients  are  our  first  concern, 
u'e  fuid  products  for  the  patient  . . . not 
pa t ien ts  for  the  prod uct. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk, 
83  Aide  Dr  Newark,  DE 
Call  the  CARELINE  (302)  368«5300 
NJ  (609)  299*3224 
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Through  a new  video,  our  attorneys 
will  show  you  how  to  get  your  bills 
paid  by  your  patient's  automobile 
insurance  company. 

A MUST  HAVE  FOR  ANY 
DOCTOR’S  OFFICE 

For  Visa  or  Mastercard  orders  call: 
Stacey  at  (302)  998-0100 
Or  send  $25  and  your  name, 
address  and  telephone  number  to: 

The  Video  Lawyer  Inc. 

1202  Kirkwood  Highway 
Wilmington,  DE  19805. 

Order  Now  --  Quantities  Limited 
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MRI 

Now  available  at  two  locations.  | 

For  same-day  scheduling  and  wet  readings  at  ou| 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1 .5  tesla  high-field  scanners  ! 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessel 
(MR  angiography),  spine,  chest,  joints,  abdomen 
pelvis,  liver  and  prostate  (endorectal  coil).  i 
Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  P.A. 
Omega  Magnetic  Resonance  Imaging  Center,  lp. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-985 
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LEARN  PAYMENT  SECRETS 


Through  a new  video,  our  attorneys 
will  show  you  how  to  get  your  bills 
paid  by  your  patient's  automobile 
insurance  company. 

A MUST  HAVE  FOR  ANY 
DOCTOR'S  OFFICE 

For  Visa  or  Mastercard  orders  call: 
Stacey  at  (302)  998-0100 
Or  send  $25  and  your  name, 
address  and  telephone  number  to: 

The  Video  Lawyer  Inc. 

1202  Kirkwood  Highway 
Wilmington,  DE  19805. 

Order  Now  — Quantities  Limited 


The 

t AMERICAN 
LUNG 

ASSOCIATION 

of  Delaware 

is  pleased  to  announce 
The  4th  Annual 

Perspectives  in  Pulmonary  Care  - 1993 

Symposium 

April  27,  1993 

Delaware  Academy  of  Medicine 

Update  your  knowledge  on  a wide  variety  of  topics 
concerning  your  patients  with  respiratory  problems. 
Continuing  education  credits  have  been  applied  for. 

For  information,  please  call: 

(302)  655-7258  or  800-355-LUNG 


*‘Ule  ffloke  the  difference** 


SniLV  n.  HOOV€R,  R.P.T. 

PHVSICflL  TH€RfiPV  flSSOCIPT€S 

1.  SPINE-RELATED  PROBLEMS 

T.M.J.  • HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

2.  SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EQUIP. 

3.  ARTHRITIS  RELATED  DISEASES 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 


HIP,  KNEE  & FOOT 

4.  SWIM  THERAPY 


MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN'S  RD. 
CHRISTIANA/NEWARK,  DE 


737-9465 

KELWAY  PLZ.,  314  E.  MAIN  ST. 
NEWARK,  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 
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YOU 


ALMOST 

CAN! 


NOW,  ONLY  FROM  MEDLAB 
CLINICAL  TESTING  INC, 
ROUTINE  4-HOUR  TURN- 
AROUND TIME  ON  OVER 
100  LABORATORY  TESTS: 

• Reports  in  "Hard  Copy" 

• No  Extra  Charge 

• Monday  Through  Friday 

• For  Specimens  Drawn  or  Picked  Up 
Before  11:00  AM  in  Most  Areas 

• For  Medlab’s  Full-Service  Clients 

• Call  {302)  635-LABS  err 
1 (800)  MEDLAB-1 


CLINICAL  TESTING  INC. 

..BECAUSE  QUALITY  IS  ESSENTIAL."' 


Christiana  Imaging  Center 
offers  a comprehensive  array  of  imaging  services. 

• MRI  • MRA  • CT  • ULTRASOUND  • MAMMOGRAPHY  • X-RAY  • 

‘SrBROMi'MPRHI  - l■KM:llLJII 

Our  state-of-the-art  imaging  equipment  ensures  superior  quality.  Radiologists  and  neuroradiologists 
(all  board  certified)  provide  expert  interpretations  and  prompt  reports.  Fax  reports,  courier  service  for  film 

delivery  and  high  resolution  image  copies  are  available. 

Our  courteous  and  professional  staff  is  dedicated  to  your  patients’  comfort  and  privacy.  MRI  services  are  available  | 
evenings  and  Saturdays. 

Medical  directors:  To  schedule  an  appointment  call: 

zeiimir  Kozic,  M.D.  MRI  or  MRA 731-9860  Chplstiana  Imaging  Caiij 

Leonard  Rosenbaum,  M.D.  CT 731-9890  coHo,.,n,co.p,„, 

John  Wills,  M.D.  X-ray,  ultrasound  & mammography 731-9558 

Conveniently  located  in  the  Medical  Arts  Pavilion,  adjacent  to  Christiana  Hospital: 

4751  Stanton- Ogle  town  Road,  Newark,  Delaware  19713  * 


PRESIDENT’S  PAGE 


Primary  Access  --  Another  Angle 


As  I outlined  in  my  last  President’s  Page,  health 
care  reform  will  be  an  extremely  complex  and 
difficult  process.  It  is  my  firm  belief  that  physi- 
cians and  organized  medicine  must  provide  ac- 
tive input  into  the  process.  Furthermore,  if  the 
powers  that  be  are  to  allow  us  to  have  ongoing 
input,  we  must  be  flexible  in  our  approach  to  the 
issue(s).  As  I mentioned  last  month,  I am  con- 
I cerned  that  the  American  Medical  Association, 
by  “digging  its  heels  in”  on  the  issue  of  global 
expenditure  caps,  may  appear  to  be  too  inflex- 
; ible  to  be  able  to  participate  as  actively  as  it 
needs  to  in  the  debate  for  health  care  reform.  I 
believe  that  the  AMAhas  become  similarly  rigid 
concerning  another  issue.  That  issue  has  to  do 
with  the  responsibility  of  our  medical  schools  to 
graduate  sufficient  numbers  of  physicians  who 
■ will  practice  comprehensive  primary  care. 

The  AMA  House  of  Delegates  has  voted  to 
recommend  that  there  not  be  quotas  imposed 
requiring  a specific  percentage  of  primary  care 
I graduates  from  U.S.  medical  schools.  Its  ratio- 
nale is  that  such  quotas  might  breed  genera- 
tions of  unhappy  practitioners.  However,  if  the 
quotas  were  to  be  progressive  targets  for  pri- 
mary care  graduates  and  if  the  quotas  were 
imposed  at  the  time  of  admission  so  that  stu- 
dents accepted  to  primary  care  slots  were  com- 
mitted to  primary  care,  I believe  that  a quota 
system  could  work. 

Furthermore,  most  U.S.  medical  schools 
have  not  had  a strong  track  record  for  producing 
primary  care  physicians  and,  in  fact,  often 
discourage  students  from  pursuing  careers  in 
’ primary  care.  Some  of  the  methods  by  which 
students  are  discouraged  from  entering  pri- 
mary care  are  obvious,  but  others  are  rather 


subtle.  For  instance,  many  U.S.  medical  schools 
do  not  have  academic  departments  of  family 
practice.  Even  at  schools  with  family  practice 
departments,  the  family  practice  faculty  are 
present  sparingly  at  the  medical  school  and  are 
not  readily  available  as  role  models  for  students. 
The  medical  schools  without  family  practice 
departments  claim  that  their  departments  of 
internal  medicine  and  pediatrics  provide  more 
than  adequate  primary  care  exposure  for  stu- 
dents. However,  we  all  know  that  at  academic 
centers  the  departments  of  medicine  and  pedi- 
atrics are  dominated  by  subspecialists  and  that 
the  few  primary  care  faculty  that  they  do  have 
are  not  sufficiently  visible  to  serve  as  role  mod- 
els for  the  medical  students  at  large. 

It  is  my  firm  belief  that  all  of  our  medical 
schools  must  have  active  departments  in  all  of 
the  general  specialties,  including  family  medi- 
cine. In  addition,  I believe  that  the  primary  care 
faculty  in  all  disciplines  for  the  schools  must  be 
substantial  in  numbers  and  must  dominate  the 
undergraduate  curriculum.  Furthermore,  I see 
nothing  wrong  with  the  concept  of  gradually 
imposing  quotas  for  schools  to  achieve  in  terms 
of  the  numbers  of  primary  care  physicians  that 
they  graduate.  It  is  not  necessary  to  impose 
such  standards  on  students  already  "in  the 
pipeline,"  but  it  is  not  unreasonable  to  impose 
such  standards  for  students  accepted  from  the 
time  that  the  standards  are  imposed. 

My  fear  is  that  if  organized  medicine  and 
our  medical  schools  do  not  address  this  issue 
with  vigor,  the  government  surely  will.  If  the 
government  does  address  the  issue,  you  can  be 
certain  that  no  one  will  be  happy  with  the  result. 
Should  such  be  the  case,  the  government  will 
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likely  impose  rigid  standards  or  may  even  opt 
for  the  “quick  but  low-quality  fix”  of  expanding 
the  role  of  allied  health  professionals,  who, 
without  adequate  physician  supervision,  are  ill 
prepared  to  provide  the  quality  of  primary  care 
that  the  American  public  is  accustomed  to  re- 
ceiving. Access  to  primary  health  care  is  a 
major  aspect  of  the  health  care  reform  that  is 
necessary  for  our  country.  The  AMAand  Ameri- 
can medical  schools  must  actively  work  to  im- 
prove the  ratio  of  primary  care  physicians  to 
specialists  if  access  to  health  care  provided  by 
primary  care  physicians  in  appropriate  set- 
tings is  to  be  improved. 


Stephen  R.  Permut,  M.D. 


CHRISTIANA 

MORTGAGE 

Residential  Mortgages 
Up  To  One  Million 
We  Understand  The 
Special  Needs  And 
Demands  Of  Physicians 
Refinance  Or  Purchase 
For  Information  Call 

(302)  657-5050 

Locally  Owned 
Licensed  Mortgage  Banker 

534  Greenhill  Ave.,  Wilmington,  DE  19805 


screeni\ 

at  Brandywine  Imaging  Cente] 


New  Bone  Density  Measurement 
Technology  at  Brandywine  Imagii 
Center  helps  provide  early  diagnosi 

Until  now,  evaluating  bone  density  using  conventioi] 
x-ray  techniques  did  not  reveal  a potential  problem 
a patient  had  lost  25%  to  30%  of  her  bone  mass.  Nc 
just  a matter  of  a few  minutes,  our  new,  highly  sens! 
densitometer  assists  in  assessing  risk  at  a much  earl| 
stage.  It  can  also  evaluate  response  to  treatment. 

Our  DPX-L  Bone  Densitometer  performs  scans  capal 
of  measuring  the  density  of  the  spine,  the  hip,  and  o| 
bones  which  are  the  most  frequent  fracture  sites. 

For  further  information  or  to  schedule  Osteoporosis] 
screening  for  your  patients,  call  (302)654-5300. 


BRANDYWINE 


IMAGING 
CENTER,  L.r. 

mm 

Brandywine  Imaging  Center 
701  Foulk  Rd.,  Suite  El,  Foulk  Plaza  • Wilmington,  DE 
(302)  654-5300 

A Diagnostic  Imaging  Associates.  P.A.  Affiliate 
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Announcing  . . . 
A New  Choice 
in  Breast  Care 
for  Delaware 


We  urge  you  to  call  us  to  learn  more  about 
this  unique  facility.  Together,  we  can 
provide  your  patients  with  a new  choice  in 
breast  care. 


Medical  Oncologists: 

Oncology  Associates  of  Delaware,  P.A. 
Martha  A.  Hosford-Skapof,  M.  D. 


Diana  Dickson-Witmer,  M.D., 
Director 


Radiation  Oncologists: 

Ekkehard  S.  Schubert,  M.D.,  F.A.C.R. 
Viroon  Donavanik,  M.D. 

Robert  C.  O'Laughlin,  M.D. 


The  Breast  Center  of  Delaware  is  a non- 
hospital based,  multi-specialty  treatment 
center.  Under  the  direction  of  Diana 
Dickson-Witmer,M.D.,F.A.C.S.,  the 
Center  offers  advanced  breast  cancer 
diagnosis  and  treatment  services. 


Our  state-of-the-art  outpatient  treatment 
services  include  on-site  biopsies  and 
blood  testing  as  well  as  a wide  range  of 
consultative  services. 


The  Breast  Center  of  Delaware  was 
founded  to  provide  women  in  our  area 
with  a significant  advantage  to  recovery: 
A place  close  to  home  and  family  in  which 
to  receive  the  most  advanced  breast  care 
available  anywhere. 


The  Breast  Center  of  Delaware  features  the  following  specialists: 


General  Surgeons: 

Diana  Dickson-Witmer,  M.D.,  F.A.C.S 
Dennis  R.  Witmer,  M.D.,  F.A.C.S. 


Nutritionist: 

Pam  E.  Berentsen,  M.S.,  R.D. 


The  Breast  Center  of  Delaware 


3105  Limestone  Road  ♦ Suite  302  ♦ New  Castle,  Delaware  19808 

(302)  633-6610 


Nurse  Anesthetist: 
Dawn  Turner,  C.R.N.A. 


Plastic  Surgeon: 

David  E.  Saunders,  M.D. 


Social  Worker: 

Mary  Lou  Misci,  L.C.S.W. 


Specialized  technology:  , 
Personalized  care. 


Full-color  “Bull’s  eye”  results  of  a Thallium-201  multi-stage  treadmill 
exercise  test  help  determine  extent  of  myocardial  ischemia. 


Every  result  of  every  test  performed  at 
the  Cardiac  Diagnostic  Center  is  personally 
interpreted  by  a cardiologist — and  in  your 
hands  in  less  than  48  hours — so  you  can 
follow  up  with  your  patient  as  soon  as 
possible  and  begin  treatment,  if  necessary. 

Cardiac  Diagnostic  Center,  a division  of 
Cardiology  Consultants,  P.A.,  performs  a 
broader  range  of  non-invasive  cardiac  proce- 
dures than  any  other  diagnostic  center  in  the 
area.  In  fact,  this  vivid  “Bull’s  eye”  result  is 
just  one  of  many  fast,  reliable, 
comprehensive  non-invasive 
tests  we  offer,  including: 

• Signal-averaged  ECG 

• 30-day  loop  recorder 


• Thallium-201  multi-stage  treadmill 
exercise  test 

• I.V.  Persantine  stress  test 

• Cardiac  Doppler 

• Echocardiography 

• Multi-stage  treadmill  exercise  (stress  test) 

• Radionuclide  Ventriculography  Gated 
Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 

Call  994-6500  for  the  specialized  technology 
and  the  personalized  care 
you  want  for  your  patients. 
Refer  them  to  the  Cardiac 
Diagnostic  Center — for 
caring  beyond  technology. 


ji^  OIRDMC 
W DMGNOSTC 


CENTER 


For  caring  beyond  technology 


Consultants: 

Arthur  W.  Colbourn,  M.D. 
Barry  S.  Denenberg,  M.D. 
Andrew  J.  Doorey,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Richard  F.  Gordon,  M.D. 


David  S.  Grubbs,  M.D. 
Michael  J.  Pasquale,  M.D. 
Paul  C.  Pennock,  M.D. 
Janies  M.  Ritter,  M.D. 
Michael  E.  Stillabower,  M.D. 


Pamela  A.  Taylor,  M.D. 
Raymond  N.  Vituilo,  M.D. 
Henry  L.  Weiner,  M.D. 
Mark  R.  Zolnick,  M.D. 


Limestone  Medical  Center 
1941  Limestone  Road,  Suite  214 
Wilmington,  DE  19808 
(302)  994-6500 
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RADIOGRAPH  OF  THE  MONTH 


James  F.  Lally,  M.D. 


Figure  1. 


Figure  2. 


Figures  1 and  2.  CT  scan  of  the  upper  abdomen  of  a 73-year-old  man  who  had  a diagnostic 
procedure  performed  40  years  previously.  He  presented  with  recent  weight  loss  and  abnormal  liver 
enzyme  tests. 
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Radiograph  of  the  Month 


Diagnosis:  Thorotrast-Induced 
Hepatocellular  Carcinoma 

CT  scan  of  the  upper  abdomen  (without  intra- 
venous contrast)  shows  a very  small  spleen 
with  marked  increase  in  opacity  (Figure  1). 
Within  the  liver  are  small  areas  of  increased 
opacity,  as  well  as  a large,  vaguely  defined  area 
of  low  density  in  the  posterior  part  of  the  liver. 
Figure  2 shows  increased  density  in  multiple 
peripancreatic  and  porta  hepatis  lymph  nodes 
as  well  as  a lobulated  tumor  mass  extending 
posterior  to  the  liver. 

The  low-density  hepatic  lesion  was  subse- 
quently biopsied  and  proved  to  be  a hepatocel- 
lular carcinoma.  The  patient  whose  CT  scan  is 
illustrated  had  had  a “seizure”  40  years  prior  to 
his  recent  illness  and  had  a carotid  arteriogram 
performed  with  Thorotrast. 

Thorotrast,  a 20  percent  to  25  percent  sus- 
pension of  thorium  dioxide,  was  introduced  into 
clinical  medicine  in  Germany  in  1928.  It  quickly 
gained  acceptance  as  an  excellent  radiographic 
contrast  agent.  While  it  was  primarily  used  in 
arteriography,  particularly  cerebral  arterio- 
graphy, it  was  also  utilized  in  retrograde 
pyelography,  myelography,  and  hystero- 
salpingography.  Thorium  dioxide  is  radioactive 
and  decays  by  primarily  emitting  alpha  par- 
ticles and  less  as  beta  and  gamma  radiation. 
The  biological  half-life  of  thorium  is  400  years. 

After  injection,  Thorotrast  is  distributed 
throughout  the  body;  most  is  retained  in  the 
liver  and  the  spleen,  where  the  minute  par- 
ticles of  the  contrast  are  phagocytized  by  reticu- 
loendothelial cells.  Over  a 20-year  period,  a 20 
ml  dose  of  Thorotrast  delivers  1200  to  1400  rads 
to  the  liver. 

The  first  known  case  of  malignancy  attrib- 
uted to  Thorotrast  was  reported  in  1947.  Subse- 
quent reports  confirmed  the  close  link  between 
Thorotrast  and  malignancy,  particularly  liver 
tumors.  Its  use  as  a contrast  agent  diminished 
and  ceased  in  the  early  1950s. 

Blood  dyscrasias  and  hepatic  tumors  char- 
acterized the  pathological  processes  most  closely 
associated  with  the  late  complications  of 
Thorotrast.  Although  nonmalignant  hepatic 
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disorders  such  as  fibrosis,  cirrhosis,  and  ; 
venoocclusive  disorders  have  been  seen  with 
Thorotrast  exposure,  it’s  the  malignant  hepatic  > 
tumors  that  have  received  the  most  emphasis. 
While  cholangiocarcinoma  and  hepatocellular 
carcinoma  have  been  seen  with  equal  frequency, 
several  reports  have  noted  that  angiosarcoma  ] 
accounts  for  more  than  50  percent  of  Thorotrast-  f 
induced  hepatic  neoplasms.  This  exceedingly  ^ 
rare  tumor  can  be  present  with  hemoperito-  f 
neum.  Liver  specimens  from  open  biopsy  or  i 
autopsy  will  show  distinctive  alpha  tracks  on  o 
film  emulsion  emanatingfrom  the  residual  tho-  | 
rium.  These  Thorotrast-associated  hepatic  tu-  |j 
mors,  particularly  angiosarcoma,  have  a dis-  jji 
mal  prognosis,  with  survival  unusual.  ^ 

The  plain  film  of  the  abdomen  shows  char-  a 
acteristic  changes  decades  after  Thorotrast  in-  i 
jection.  The  small,  opaque  spleen,  opacified  :• 
peripancreatic  lymph  nodes  and  the  lace-like,  \ 
reticular  areas  of  increased  density  throughout 
the  liver  are  unlikely  to  be  confused  with  other 
pathological  entities.  Several  processes  super- 
ficially mimic  the  Thorotrast  opaque  liver  and 
spleen.  Very  dense  spleens  may  be  secondary  to 
Pneumocystis  carinii  infection. 

Since  the  average  induction  time  of 
Thorotrast-induced  neoplasia  is  26  years,  it  is  | 
thought  that  the  incidence  of  those  tumors 
peaked  in  the  1970s  and  1980s.  The  fascinating  ; 
but  tragic  Thorotrast  experience  added  im- 
mensely to  our  understanding  of  radiation- 
induced  neoplasms;  however,  the  legacy  will  be  | 
seen  into  the  next  century.  The  lesson  of  [' 
Thorotrast  should  remind  us  that  there  are  few 
drugs  or  procedures  that  are  without  risk  in 
clinical  medicine,  particularly  when  their  late 
effects  are  not  known.  | 
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OFFICE  SPACE 
AVAILABLE 


SALE  OR  LEASE 

CHRISTIANA  MEDICAL  CENTER 

1,150  SF  Brick  End  Unit 

GILPIN  MEDICAL  CENTER 

1,400  SF  Unit/Built-ins 

99  NAAMANS  ROAD 

7,000-12,000  SF 
THE  DEVON 

1,215  SF  Suite 


LEASE 

1700  WAWASET  STREET 

To  3,200  SF/First  Floor 
Renovated  Med.  Bldg. 

METROFORM  MEDICAL  CENTER 

Suites  from  1,200  SF 

3704  KENNETT  PIKE 

4,500  SF 

2205  SILVERSIDE  ROAD 

2 Suites  Available 

TROLLEY  SQUARE 

2-1,000  SF  Suites 

FOX  RUN  PROFESSIONAL  CTR. 

1,084-2,500  SF  Suites 
New  Construction 

FOULKWOOD  PROFESSIONAL 

1,250  SF  Suite 


LAND  FOR  SALE 

E.  CHESTNUT  HILL  RD . 

2 1/3  Acre/Zoned  R-l-C 


P.  GERALD  WHITE,  INC. 

Commercial  Real  Estate 

302-655-9621 
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DBA  COLLECTION 

AND  ADMINISTRATIVE  SERVICES,  INC. 
The  Medical  Collection  Specialists 


Featuring; 


❖ Completely  Automated  Systems 

❖ Hard  Copy  or  Tape  Transfer  of  Accounts 

❖ Custom-Tailored  Programs  for  Each  Client 

❖ Precollect  Sendees 

❖ Complete  Monthly  Reports 

❖ Credit  Reporting 

❖ Free  Accounts  Receivable  Consultations 

❖ On-Site  Systems  Programming 

❖ Billing  of  All  Third-Party  Payers 


Providing  Services  for: 

<*  Ambulance  Sendees 

❖ Anesthesiology 

❖ Dentists 

❖ Demiatology 

❖ Emergency  Room  Physicians 

❖ Endocrinology-' 

❖ Family  Practices 

❖ Gynecolog>^ 


❖ Hospitals 

❖ MRl  and  CAT  Scan  Facilities 

❖ Nuclear  Medicine 

❖ Oncology 

❖ Ophthalmology 

❖ Pathology 

❖ Radiolog>^ 

❖ Surgery 


Members  of: 

❖ American  Collectors  Association  (ACA) 

❖ ACA  Healthcare  Clients’  Sendees  Program 

❖ Eastern  Seabord  Collectors  Association,  Inc. 


For  more  information,  please  contact  Karen  A.  Carello  at 

(302)  479-5282 


We  are  just  the  kind  of  medicine 
that  your  delinquent  collections  need! 


PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1992 
PART  II 


1 REPORTS  OF  SPECIAL  COMMITTEES 

I Committee  On  Aging 

The  Committee  on  Aging  was  very  active 
B during  the  past  year.  Monthly  meetings  were 
[ well  attended  by  the  regular  committee  mem- 
bers and  key  personnel  from  outside  agencies, 
including  such  guests  as  Ms.  Eleanor  Cain, 
Director  of  the  State  Division  of  Aging;  Ms. 
Norma  Shaw  from  the  state  AARP;  Mr.  Robert 
E.  Lawson,  Executive  Director  of  the  Delaware 
Health  Care  Facilities  Association;  and  Mr. 
William  J.  Winder,  Executive  Director  of  the 
Nemours  Health  Clinic. 

The  committee  assisted  in  the  development 
( of  the  Geriatric  Medicine  Symposium  on  De- 
( cember  3,  1991.  This  program  was  was  spon- 
! sored  by  the  Medical  Society  of  Delaware  in 
I cooperation  with  the  Delaware  Academy  of  Fam- 
I ily  Physicians  and  the  Department  of  Family 
1 Medicine  and  the  Department  of  Medicine  of 
I the  Medical  Center  of  Delaware.  Topics  at  the 
I half-day  symposium  included  new  concepts  in 
I the  management  of  Parkinson’s  disease,  man- 
. agement  of  vascular  disease  in  the  elderly,  and 
I the  treatment  of  depression  in  the  older  pa- 
I tient. 

The  committee  co-sponsored,  in  conjunc- 
I tion  with  the  Division  of  Aging,  a program  on 
1 Elder  Abuse  at  the  Academy  of  Medicine  on 
March  10, 1992.  Dr.  Sue  Parkins,  who  is  a well- 
I known  expert  on  the  subject,  gave  a very  infor- 
1 mative  presentation  and  alerted  us  all  to  the 
magnitude  of  this  problem  and  approaches  to 
diagnosis  and  management. 

The  committee  spent  much  time  work- 
ing with  the  Division  of  Aging  and  the  Office  of 
I the  Attorney  General  in  developing  a new  set  of 
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definitions  that  will  accompany  the  living  will 
form. 

The  committee  also  assisted  the  Division  of 
Aging  in  the  development  of  their  Beach  Day 
program  in  September.  Committee  members 
were  present  at  an  exhibit  sponsored  by  the 
Medical  Society  of  Delaware  at  the  Wellness 
Fair.  Society  members  were  available  to  an- 
swer questions  from  the  senior  citizens  and  also 
distributed  brochures  pertaining  to  medical 
issues. 

The  Subcommittee  on  Nursing  Homes  was 
also  very  active.  They  held  several  meetings 
that  included  representatives  from  the  Divi- 
sion of  Public  Health,  the  Board  of  Nursing,  and 
Medical  Directors  of  various  nursing  homes. 
Topics  included  physician  attendance  in  nurs- 
ing homes,  nurse  pronouncement  of  death,  and 
OBRA  regulations,  primarily  pertaining  to 
implementation  of  new  pharmacy  regulations. 

The  committee  plans  to  continue  our  close 
liaison  with  the  Delaware  Chapter  of  the  AARP 
and  the  State  Division  of  Aging.  We  continue  to 
develop  programs  involving  health  care  issues 
for  the  aging,  and  we  will  continue  to  stress 
public  awareness  of  the  Medical  Society’s  con- 
cern for  the  problems  of  the  elderly. 

Robert  G.  Altschuler,  M.D. 

Chairman 

The  report  was  filed  with  thanks  to  Dr. 
Altschuler  and  his  committee  for  all  the 
hard  work  over  the  past  year. 

Charitable  Services  Committee 

During  1991-1992,  the  number  of  official 
members  of  this  committee  plus  consultants 
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was  approximately  32.  In  order  to  have  more 
functional  meetings,  three  of  the  four  meetings 
in  1992  were  with  a volunteer  working  group; 
the  final  (fourth)  meeting  was  called  for  all 
members  and  consultants.  Attendance  and 
interest  was  excellent.  Much  work  also  tran- 
spired outside  of  committee  meetings. 

The  Claymont  Health  Service  has  seen  a 
rapid  growth  in  the  number  of  patients  served 
each  month.  Although  there  are  sufficient  spe- 
cialists who  will  care  for  referrals  in  their 
private  office,  the  number  of  physicians  who 
will  work  on  site  as  generalists  has  dropped  to 
20.  If  the  clinic  is  to  increase  hours,  more 
generalists  are  needed.  The  registered  nurses 
have  done  excellent  volunteer  work,  and  one 
podiatrist  has  volunteered.  The  dentists  and 
pharmacists  have  been  approached  and  have 
given  no  positive  responses.  We  are  currently 
advertising  for  more  on-site  physician  volun- 
teers. Excellent  cooperation  has  been  received 
from  local  laboratory  and  x-ray  facilities.  Happy 
Harry’s  Discount  Drugs  has  been  cooperative 
and  generous. 

Several  of  the  committee  physicians  met 
with  the  Educational  Committee  ofthe  Claymont 
Community  Center  to  try  to  introduce  a “work- 
fare”  or  “health-fare”  concept;  that  is,  it  is  hoped 
those  receiving  charitable  services  might  per- 
form volunteer  work  at  the  community  center 
in  lieu  of  financial  payment  for  medical  ser- 
vices. This  might  afford  a measure  of  self- 
esteem to  the  patients  and  stretch  the  monies 
available  to  run  the  community  center.  Secre- 
tary Thomas  Eichler  hoped  this  might  be  fea- 
sible, but  felt  on  a state-administered  basis,  it 
would  not  be  cost  effective.  Regrettably,  al- 
though I first  proposed  this  “work -fare”  concept 
over  eight  months  ago,  it  has  still  not  been 
implemented.  Sufficient  funding  now  exists  for 
continuing  and  expanding  medical  services  for 
the  balance  of  this  year.  A most  exciting  note, 
Mr.  Gene  Trivitts  pointed  out  the  Claymont 
Health  Service  is  cost  effective,  i.e.,  currently 
costing  $21.12  per  patient  visit. 

The  Wellness  Center  at  Christiana  High 
School  is  in  need  of  volunteer  physicians.  We 
are  continuing  to  review  its  progress  and  needs 
and  have  two  physicians  interested  in  volun- 
teering service. 


Dr.  David  Platt,  with  the  cooperation  of  the 
Medical  Society  of  Delaware,  tried  unsuccess- 
fully to  arrange  for  volunteer  physicians  to  staff 
a medical  clinic  at  the  People’s  Settlement  at 
408  East  8th  Street  in  Wilmington.  It  must  be 
realized  that  the  committee  questions  where 
we  would  have  obtained  volunteer  physicians  if 
the  clinic  had  been  established. 

Dr.  Kurt  Anstreicher  reports  he  now  has 
approximately  30  volunteer  physicians  with 
the  homeless  project.  Over  400  patients  have 
been  seen  in  the  past  year,  and  he  is  hopeful  of 
a federal  grant. 

The  Attorney  General’s  opinion  on  sover- 
eign immunity  has  been  reviewed.  It  is  the 
opinion  of  counsel  that  unless  a physician  is 
guilty  of  a gross  and  flagrant  violation  of  medi- 
cal standards,  he  or  she  can  safely  work  in  a 
charitable  clinic  without  professional  liability 
insurance. 

Special  efforts  have  been  made  to  attempt 
to  establish  clinics  for  the  medically  disadvan- 
taged in  Kent  and  Sussex  Counties.  Regretta- 
bly, little  progress  has  been  made. 

Dr.  Stephen  Cooper,  President  of  the  Kent 
County  Medical  Society,  does  not  feel  a clinic 
would  work  in  his  county  due  to  time  con- 
straints ofthe  physicians.  Another  KentCounty 
physician  stated  the  generalists  were  not  re- 
ceptive to  this  idea,  but  were  more  receptive  to 
the  Voluntary  Initiative  Program  (VIP). 

Dr.  Stuart  Narrod,  president  of  the  Sussex 
County  Medical  Society,  reports  conflicting 
opinions  from  Sussex  County  physicians  in 
establishing  a volunteer  clinic.  Significant  prob- 
lems are  a shortage  of  physicians  in  the  area 
and  a shortage  of  transportation  for  patients.  A 
special  committee  has  been  appointed  in  Sus- 
sex County  to  study  the  problem. 

During  the  course  of  the  year,  there  were 
various  provocative  discussions  on  the  role  of 
charitable  clinics  as  a means  to  address  the 
problems  of  the  medically  underserved  in  our 
state.  This  committee  agrees  the  Voluntary 
Initiative  Program  (VIP)  is  a superior  way  to 
handle  the  Medicaid  and  indigent  population. 
The  VIP  provides  a continuity  of  care  and 
establishes  a patient-physician  relationship  that 
is  rarely  possible  in  a volunteer  clinic  with 
changing  physician  coverage.  The  problem  of 
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location  of  physician  offices,  lack  of  patient 
transportation  and  the  lack  of  office  hours  other 
than  during  normal  patient  working  hours  are 
significant  problems.  Dr.  Ben  Corballis  made 
the  excellent  suggestion  that  each  Medicaid 
patient  choose  a primary  care  physician  and  an 
emergency  department.  This  would  cut  down 
on  the  duplication  of  tests  and  services,  cut 
down  on  episodic  care  and  tend  to  establish  a 
proper  patient-physician  relationship.  Obvi- 
ously, educational  efforts  are  needed. 

There  was  a strong  consensus  of  those 
present  at  our  final  meeting  that  clinics,  such 
as  the  Claymont  Health  Service,  although  im- 
portant and  needed,  are  not  the  substitute  for 
proper  long-term  health  care.  This  led  to  our 
Resolution  on  “Health  Care  Access.” 

The  Chairman  wishes  to  thank  all  who 
have  served  and  given  us  counsel.  There  are 
tens  of  thousands  of  Delawareans  who  are  not 
receiving  proper  health  care.  This  is  basically 
a social  and  an  economic  problem,  but  we  as 
physicians  must  be  sensitive  to  these  needs  and 
constantly  strive  for  innovative  ways  to  im- 
prove this  unhealthy  situation. 

John  M.  Levinson,  M.D. 

Chairman 

The  report  was  filed. 

Environmental  and  Public  Health 
Committee 

Our  committee  focused  this  year  on  under- 
standing the  Division  of  Public  Health,  their 
organization,  function  of  their  various  programs, 
and  how  to  utilize  their  wealth  of  information 
and  services. 

A presentation  by  Dr.  Paul  Silverman,  state 
epidemiologist,  informed  us  about  the  high  in- 
cidence ofSTDS/AJDS  in  zip  codes  19801, 19802, 
19805;  lung  cancer  rates  exceeding  national 
average  especially  in  Sussex  County ; and  breast 
cancer,  with  Delaware  having  the  highest  na- 
tional mortality  rates. 

Dr.  Charles  Konigsberg,  Director  of  the 
Delaware  Division  of  Public  Health,  is  continu- 
ing the  restructuring  of  the  department  begun 
by  the  former  director.  Dr.  Lester  Wright.  His 


goal  is  to  develop  a document  of  public  health 
needs  in  Delaware  by  the  summer  of  1993. 

Our  charge  from  the  Committee  on  Strate- 
gic Planning  has  been  to  redirect  our  focus  to 
one  or  two  strategic  public  health  issues.  How- 
ever, major  obstacles  to  our  committee  appear 
to  be  multiple: 

1.  Lack  of  mission  statements  that  would  de- 
fine problems  and  setgoals  as  well  as  a time 
frame  for  resolution. 

2.  Need  to  establish  a mechanism  of  imple- 
mentation of  such  goals,  i.e., 

a.  Society  sponsorship  of  educational  pro- 
grams. 

b.  Support  of  primary  physicians  through 
interaction  with  private  and  state  agen- 
cies. 

c.  Empowerment  of  our  communities  in 
health  issues. 

d.  Advocacy  through  the  public  media. 

e.  Support  our  legislature  on  health  re- 
lated issues. 

3.  Need  to  establish  communication  and  in- 
teraction with  state  officials  and  agencies 
at  the  level  of  the  health  commission. 

4.  Need  improved  communication  and  coordi- 
nation with  other  Medical  Society  commit- 
tees on  public  health  related  issues,  i.e. 

a.  School  Health 

b.  Health  Access 

c.  Prison  Health 

d.  Legislative  Committee 

e.  Others 

I look  forward  to  recommendations  to  maxi- 
mize efficiency  of  committee  time  and  minimize 
duplication  of  other  committee  functions. 

Maria  Perez,  M.D. 
Chairman 

The  report  was  filed  with  the  recommen- 
dation that  consideration  of  simplifica- 
tion of  the  committee  structure  be  referred 
to  the  Board  of  Trustees. 

Ethics  Committee 
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The  Ethics  Committee  has  had  several 
meetings.  There  have  been  relatively  few  re- 
quests from  the  membership  to  help  resolve 
ethical  dilemmas.  It  is  apparent  that  hospital 
ethical  committees  are  properly  becoming  more 
active  and  are  responding  to  local  concerns. 
Questions  which  have  been  the  most  difficult  to 
answer  have  usually  involved  advertisements. 
Since  it  is  not  illegal  to  advertise,  the  committee 
has  had  to  limit  its  concerns  to  advertising 
which  is  not  fully  truthful.  Several  problems 
referred  to  the  Board  of  Medical  Practice  in- 
volving non-  members  of  the  Society  were  not 
accepted  by  the  Board  because  of  its  limited 
resources. 

The  committee  is  satisfied  that  most  of  the 
hospitals  in  the  state  have  responded  adequately 
to  the  challenge  posed  by  the  Federal  Govern- 
ment to  have  all  inpatient  health  care  facilities 
managing  Medicare  patients  assure  that  their 
patients  understand  their  right  to  have  ad- 
vance directives.  It  was  too  bad  that  the  amend- 
ment of  Delaware’s  Death  with  Dignity  bill, 
which  a joint  committee  of  the  Medical  Society 
and  the  Bar  Association  worked  on  last  year,  is 
still  in  limbo.  It  was  not  put  up  for  vote  by  the 
House  of  Representatives  last  June  as  expected 
because  of  several  amendments  which  severely 
weakened  the  bill’s  intent.  The  sponsors  of  the 
amendments  were  fearful  that  the  bill  was  an 
invitation  to  euthanasia,  and  their  amendments 
would  have  micromanaged  terminal  care. 

The  committee  has  addressed  some  social 
issues  with  ethical  implications  includi ng  those 
associated  with  access  to  care.  Since  the  AMA 
Council  on  Ethics  had  not  taken  a stance  on 
whether  a physician  is  obligated  to  see  patients 
who  cannot  afford  private  care,  an  inquiry  was 
sent  to  the  AMA  in  July  asking  for  a clarifica- 
tion of  a physician’s  ethical  responsibility  to  see 
Medicaid  patients  if  the  patient  has  a condition 
which  the  physician  is  competent  to  manage. 
This  is  not  any  easy  question  to  answer  since 
the  AMA  has  also  stated  that  a physician  is  free 
to  decide  which  patients  he  or  she  wishes  to 
accept.  Non-acceptance  raises  questions  of 
discrimination  for  economic  reasons,  although 
many  physicians  do  not  feel  competent  to  pro- 
vide the  extra  social  support  many  “poor”  pa- 
tients need  and  are  not  happy  to  provide  ser- 
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vices  for  patients  who  tend  to  be  noncompliant; 
For  example,  the  Medical  Center’s  clinics  have 
a 30  to  40  percent  no-show  rate. 

The  committee  is  awaiting  the  AMA  reply 
with  interest  and  will  let  the  membership  know 
the  answer  after  it  is  received.  The  Ethics 
Committee  will  continue  to  monitor  those  mat- 
ters which  appear  to  be  of  ethical  concern  to 
Delaware’s  physicians  and  patients. 

Robert  W.  Frelick,  M.D. 

Chairman 

The  report  was  filed. 

HEALTH  ACCESS  DELAWARE 
TASK  FORCE 

Primary  Care  Physician  Manpower 
Subcommittee 

The  Primary  Care  Physician  Manpower 
Subcommittee  of  Health  Access  Delaware  met 
several  times  this  year  primarily  to  explore  the 
issue  of  whether  or  not  low  cost  malpractice 
insurance  to  cover  low  risk  obstetrics  for  family 
physicians  would  result  in  improved  access  for 
Delawareans  to  obstetrical  care.  The  conclu- 
sion of  the  subcommittee  was  that  such  a possi- 
bility is  sufficiently  promising  that  it  should  be 
explored  with  the  major  malpractice  insurers 
in  the  State.  This  inquiry  is  currently  in 
progress.  Once  the  subcommittee  has  heard 
from  these  carriers,  the  subcommittee  will  meet 
again  to  consider  further  action. 

Stephen  R.  Permut,  M.D. 

Chairman 


Subcommittee  on  Volunteer  Access 
Programs 

On  October  1, 1992,  the  first  and  only  meet- 
ing (to  date)  of  the  Subcommittee  on  Implemen- 
tation of  the  Voluntary  Initiative  Program  met 
at  the  Delaware  Academy  of  Medicine  building. 
At  that  time,  the  members  of  the  committee 
were  informed  that  staffing  would  be  at  the 
level  of  one  and  a half  full-time  equivalent  staff 
persons.  The  VIP  staff  will  have  the  responsi- 
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bility  of  linking  via  computer  requests  for  VIP 
services  to  the  Medical  Society  of  Delaware 
voluntary  practitioners  who  are  involved  in 
this  program.  The  computer  capabilities  are 
currently  being  developed  with  Mr.  Patrick 
Joseph  of  Stellimann  Kaissey  Limited.  Like- 
wise the  space  to  be  used  by  the  program  in  the 
Delaware  Academy  of  Medicine  building  is  be- 
ing renovated.  It  is  anticipated  that  initially 
the  program  will  utilize  surplus  telephone  sys- 
tem capability  currently  present  at  the  Acad- 
emy of  Medicine,  but  this  may  change  depend- 
ing upon  demand. 

James  Gill,  M.D.,  a Health  Care  Services 
research  fellow  at  the  Medical  Center  of  Dela- 
ware will  be  conducting  an  evaluation  as  part  of 
the  overall  program.  He  is  in  the  process  of 
developing  an  effective  evaluation  protocol  to 
determine  the  overall  effectiveness  of  this  pro- 
gram. 

Subsequent  meetings  will  be  directed  to- 
ward developing  the  program  protocol,  the  pro- 
vider network,  promotion,  fund  raising,  and 
education  as  well  as  adaptation  of  a program 
evaluation  methodology. 

Joseph  A.  Lieberman  HI,  M.D. 

Chairman 

The  reports  were  filed. 

MATERNAL  AND  CHILD  CARE 
COMMITTEE 

At  the  1991  annual  meeting  of  the  Medical 
Society  of  Delaware  a concern  was  raised  re- 
garding provision  of  long-term  care  to  technol- 
ogy-dependent children.  In  an  attempt  to  find 
answers  for  this  need,  the  Maternal  and  Child 
Care  Committee  invited  Mary  Donar  Real, 
MSN,  RN,  the  Administrative  Director  of  the 
Department  of  Anesthesiology  and  Critical  Care 
at  the  Alfred  I.  duPont  Institute,  to  present  a 
report  on  the  facilities  available  for  Delaware’s 
technology-dependent  children.  Thirty-eight 
technology-dependent  children  have  been  iden- 
tified in  Delaware.  Delaware  does  nothave  any 
institutions  that  are  dedicated  to  providing 
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longterm  care  to  children.  Long-term  technol- 
ogy-dependent children  are  cared  for  at  home, 
in  institutions  in  other  states,  and  in  intensive 
care  settings  at  the  Medical  Center  of  Delaware 
andthe  A.I.  duPont  Institute.  As  a result  of  this 
discussion,  the  committee  recommended  that 
the  Medical  Society  support  the  development  of 
special  care  units  for  technology-dependent 
children.  Dr.  Robert  W.  Saunderson  of  Dover 
agreed  to  chair  a subcommittee  to  assist  in  the 
development  of  a place  for  implementation. 
Subsequent  to  the  meeting.  Riverside  Hospital 
began  looking  into  the  possibility  of  providing 
this  service  on  a limited  basis. 

Other  topics  of  concern  to  the  members  of 
the  committee  include  the  potential  closing  of 
the  obstetrical  unit  at  Dover  Air  Force  Base. 
Efforts  have  been  made  by  members  of  the 
committee  as  well  as  local  politicians  to  prevent 
the  transfer  of  obstetrical  services  from  the  site. 
In  addition,  there  is  a need  for  pediatric  ser- 
vices throughout  the  state.  The  negotiations 
between  the  state  and  the  Nemours  Foundation 
should  begin  to  provide  enhanced  pediatric 
services  across  the  state. 

Garrett  H.C.  Colmorgen,  M.D. 

Chairman 

The  report  was  filed. 

MEDICINE  AND  RELIGION  COMMITTEE 

The  1992  Medicine/Religion  Committee  met  on 
June  25,  1992,  in  Dover  for  its  annual  dinner. 
Dr.  Robert  Baumiller,  S.J.,  gave  the  dinner 
lecture  and  highlighted  the  need  for  physicians 
to  critically  analyze  and  be  able  to  counsel  their 
patients  appropriately  as  advancement  in  ge- 
netic technology  occurs.  His  informative  and 
timely  lecture  was  well  received  by  the  whole 
group. 

Vincent  B.  Killeen,  M.D. 

Chairman 

The  report  was  filed. 
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MEDICO-LEGAL  AFFAIRS  COMMITTEE 

During  the  past  year,  this  committee  has  ad- 
dressed the  issue  of  disposition  of  medical 
records  when  a physician  retires/dies.  An 
amendment  has  been  made  to  Chapter  17,  Title 
24  of  the  Delaware  Code,  to  minimize  the  cur- 
rent requirement  that  each  physician  who  is 
not  transferring  his  practice  to  another  physi- 
cian notify  each  patient  by  mail  of  the  location 
of  his/her  records.  The  committee  has  recom- 
mended the  matter  should  be  further  studied 
by  the  Bylaws  Committee  and  also  that  the 
Medical  Society  of  Delaware  should  keep  a log 
of  the  location  of  patient  records  of  members 
who  die  or  retire. 

This  committee  also  addressed  the  problem 
of  expert  witness  fees,  which  was  last  decided 
by  a panel  of  physicians  and  attorneys  in  March 
1983.  Recommendations  have  been  made  to  the 
Board  of  Trustees  of  the  Medical  Society  of 
Delaware. 

The  Joint  Committee  of  Physicians  and 
Attorneys  has  not  been  active  this  past  year. 

John  T.  Hogan,  M.D. 

Chairman 

The  report  was  filed. 

MENTAL  HEALTH,  ALCOHOLISM  AND 
DRUG  ABUSE  COMMITTEE 

Thanks  to  the  successful  efforts  of  the  Society’s 
Public  Laws  and  Legislative  Action  commit- 
tees, the  state’s  mental  health  code  was  revised, 
and  the  statutes  regarding  emergency  involun- 
tary hospitalization  of  mentally  ill  adults  and 
juveniles  and  alcoholics  provide  for  prompt  and 
efficient  handling  of  emergency  situations. 
Credit  is  also  due  to  our  Society  for  legislation 
which  clarifies  the  responsibility  of  therapists 
in  dealing  with  patients’  threats  of  violence 
against  persons  or  property.  The  law  now 
provides  immunity  from  legal  liability  (i.e.  suits) 
if  the  therapist  takes  reasonable  alternative 
preventive  actions  which  are  specified  in  the 
statute. 

The  committee  notes  an  increase  in  psychi- 
atric services  available  in  the  private  sector. 
Although  one  of  our  colleagues  is  leaving  the 
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country,  we  have  welcomed  a newly  arrived  ijf 
psychiatrist  in  the  Seaford  area  and  two  addi-  || 
tional  psychiatrists  in  the  Lewes  area  in  1991. 
The  long-awaited  new  psychiatric  unit  inij|i 
Nanticoke  Memorial  Hospital  is  now  in  opera-  ■ ' 
tion.  Although  Milford  Memorial  Hospital  does 
not  have  a separate  psychiatric  unit,  psychiat-  1 
ric  consultation  is  available  there.  Most  of  the  a 
nursing  facilities  in  the  southern  counties  do 
have  psychiatric  consultation  available.  But,  ,j 
except  for  detoxification  care,  there  are  not  ( 
sufficient  provisions  in  the  private  sector  for  i 
treatment  of  alcohol  and  drug  abuse.  We  do  | 
have  a substantial  number  of  psychiatrists  spe-  r 
cializing  in  the  treatment  of  children  and  ado-  ^ 
lescents  and  facilities  for  private  (non-govern-  ) 
ment)  inpatient  treatment  of  juveniles. 

A persistent  concern,  however,  is  that  state 
agencies  are  not  meeting  public  needs  for  care. 
We  have  serious  questions  about  adequacy  of  i 
outpatient  treatment  in  the  state  mental  health 
system.  There  is  more  emphasis  on  providing 
group  homes  and  day  care  rather  than  defini- 
tive therapy  for  the  chronically  ill  patients. 
And  there  are  many  questions  about  the  recog-  , 
nition  and  treatment  of  mentally  ill  inmates  in 
the  prisons.  Another  great  concern  is  the  iden- 
tification and  initiation  of  treatment  of  alcohol- 
ics and  drug  abusers  in  the  communities.  No 
doubt  many  slip  through  our  fingers  as  they 
pass  through  Emergency  Departments,  hospi- 
tals, the  courts,  and  probably  our  private  of- 
fices. 

There  is  little  correlation  between  the  need 
for  treatment  and  treatment  facilities  on  the 
one  hand  and  the  demand  for  services.  Utiliza- 
tion is  so  often  governed  by  extraneous  factors 
such  as  gate-keeping,  cost-controlling  managed 
care  programs.  But  the  failure  to  recognize  the 
need  for  treatment  also  affects  utilization  of 
services.  It  is  our  experience  that  as  more 
inpatient  or  outpatient  services  become  avail- 
able, these  services  are  quickly  utilized. 

It  is  recommended  that  the  Society  con- 
tinue to  keep  these  problems  on  our  agenda  for 
further  examination. 

Norman  Taub,  M.D. 

Chairman 

The  report  was  filed. 
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PHARMACY  COMMITTEE 

Board  of  Trustees  approval  of  the  September 
23,  1992,  minutes  set  the  work  and  the  theme 
for  the  committee’s  work  this  year. 

The  Board  of  Trustees  approved  the  ap- 
pointment of  the  following  Drug  Utilization 
Review  Subcommittee:  Charles  Laudadio,  M.D., 
Chairperson,  Marvin  H.  Dorph,  M.D.,  and  Eu- 
gene I.  Tolpin,  M.D.  The  state’s  DUR  Commit- 
tee met  June  9,  1992  and  proclaimed  that  the 
DUR  Board  would  consist  of  three  physicians 
appointed  by  the  Medical  Society  of  Delaware 
(with  other  members  of  the  Pharmacy  Commit- 
tee to  serve  as  alternates),  three  pharmacists 
from  the  state  pharmaceutical  society,  and  three 
from  health  care  groups. 

Because  there  is  no  budget  for  DUR  until 
1994,  implementation  by  outside  contractors  is 
not  expected  until  that  time.  Meanwhile,  the 
DUR  Subcommittee  would  appreciate  feedback 
from  the  Medical  Society  of  Delaware  in  all 
matters.  At  present  the  Medical  Society  of 
Delaware  could  suggest  reimbursement  per 
meeting  of  between  $50  and  $200  and  choose 
members  it  would  like  on  the  DUR  Board. 
Medicaid  is  expected  to  issue  a paper  outlining 
the  job  description  and  time  commitment.  In 
September  it  was  announced  that  John  Hurley, 
M.D.,  Ph.D.,  Medical  Director  of  DuPont  Merck 
Pharmaceuticals,  and  Janice  Ann  Gaska, 
Pharm.D.,  Medical  Information  Manager  at 
ICI,  had  been  nominated  as  members  of  the 
DUR  Board  by  the  Pharmaceutical  Manufac- 
turers’ Association. 

Should  specific  diagnosis  guidelines  be  de- 
veloped for  the  use  of  Schedule  II,  Schedule  III, 
and  other  schedule-controlled  substances? 

Dr.  Dorph  reported  on  May  27,  1992,  on 
improvement  in  nursing  home  pharmacy  re- 
views. 

The  meeting  of  September  23,  1992,  our 
second  and  final  meeting,  headlined  remarks  to 
and  from  Mr.  Philip  Soule,  the  Medicaid  Direc- 
tor. The  first  task  of  the  new  DUR  Board  will  be 
approval  ofaRequestfor Proposal  and  selection 
of  a vendor. 

When  questions  were  raised  concerning 
AMA  comment  to  HCFA  regarding  the  Draft 
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State  Medicaid  Manual  on  Drug  Utilization 
Review,  Mr.  Soule  said  he  would  review  this 
document. 

The  committee  moved  not  to  support  with- 
holding the  DEA  number  but  to  again  refer  the 
matters  to  the  Drug  Enforcement  Agency. 

Bonnie  Wallner,  Secretary  of  the  Delaware 
State  Board  of  Pharmacy , has  asked  our  Society’s 
stance  on  the  issue  of  physician-owned  phar- 
macies. The  Council  on  Ethical  and  Judicial 
Affairs  of  the  AMA  stated  in  its  1992  code,  “A 
physician  may  own  or  operate  a pharmacy  or 
dispense  if  there  is  no  resulting  exploitation  of 
patients.”  Your  committee  recommended  the 
issue  be  referred  to  the  Medical  Society’s  Ethics 
Committee. 

Rhoslyn  J.  Bishoff,  M.D. 

Chairman 

The  report  was  filed. 

PHYSICIANS’  HEALTH  COMMITTEE 

The  caseload  of  the  Physicians’  Health  Com- 
mittee has  continued  to  increase.  The  scope  of 
problems  encountered  remains  varied,  encom- 
passing substance  abuse  of  various  sorts,  affec- 
tive disorder,  personality/characterologic  and 
other  issues.  Communication  and  collabora- 
tion with  the  Board  of  Medical  Practice,  with 
the  goals  of  both  assisting  the  physician  and 
ensuring  the  welfare  of  the  public,  has  usually 
been  excellent.  Some  cases  have  involved  phy- 
sicians-in-training.  Presentation  of  problems 
is  sometimes  acute/crisis-oriented,  although 
there  has  been  a tendency  toward  earlier  refer- 
ral, and  the  past  two  years  have  seen  an  in- 
creasing tendency  toward  referrals  from  the 
Board  to  the  Committee. 

Carol  A.  Tavani,  M.D. 

Chairwoman 

The  report  was  filed  with  commendation 
to  the  Chairwoman. 
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PRISON  HEALTH  CARE  COMMITTEE 

The  Prison  Health  Care  Committee  of  the  Medi- 
cal Society  of  Delaware  met  several  times  dur- 
ing this  past  year.  Most  of  our  discussion 
centered  around  specific  patient  complaints. 
These  were  primarily  handled  by  the  chairman 
in  discussion  with  the  officials  at  Correctional 
Medical  Systems.  When  we  have  discovered 
systematic  problems  with  health  care  delivery 
within  the  prison  system,  we  have  had  a close 
working  relationship  with  the  Commissioner  of 
Prisons,  Mr.  Watson.  He  has  been  most  recep- 
tive in  dealing  with  these  issues.  I am  grateful 
for  the  small  group  of  committee  members  who 
are  faithful  in  attendance,  display  great  con- 
cern for  these  matters,  and  lend  their  aid  in 
solving  problems  with  prison  health  care  deliv- 
ery. 

Dennis  R.  Witmer,  M.D. 

Chairman 

The  report  was  filed. 

SCHOOL  HEALTH  COMMITTEE 

There  have  been  no  meetings  this  year  of  the 
School  Health  Committee.  One  meeting  was 
scheduled.  The  subject  of  the  meeting  was  to 
have  been  the  problem  of  adequate  immuniza- 
tion of  children  in  the  State  of  Delaware.  The 
Chairman  of  the  Division  of  Public  Health,  Dr. 
Charles  Konigsberg,  was  going  to  attend  this 
meeting  and  present  to  the  combined  member- 
ship of  the  Environmental  Public  Health  Com- 
mittee and  the  School  Health  Committee  his 
proposal  for  beginning  an  attack  on  this  prob- 
lem. Dr.  Konigsberg  canceled  the  meeting  the 
day  of  the  meeting  because  Secretary  Eichler 
felt  that  this  information  should  not  be  given 
out  until  two  days  later  when  the  Department 
of  Health  and  Social  Services  had  scheduled  a 
major  conference  on  this  subject  at  Dover  Air 
Force  Base. 

Members  of  the  School  Health  Committee 
have  actively  lobbied  Governor  Castle  and  Rep- 
resentative Tom  Carper  to  increase  the  number 
of  high  school  wellness  clinics  from  four  to 


eight.  There  has  been  no  increase  infundingfor 
the  wellness  clinics  this  year.  If  Representative  i 
Carper  is  elected  as  governor  in  November, 
1992,  he  has  promised  that  he  will  work  very 
hard  to  establish  a wellness  clinic  in  at  least 
each  of  the  19  school  districts.  We  eagerly  await 
this  advance.  | 

Diana  Dickson-Witmer,  M.D.  I 
Chairman  j 

The  report  was  filed. 

SPECIALTY  SOCIETIES  COMMITTEE  ji 

Representatives  of  the  specialty  societies  were 
invited  to  submit  reports  for  inclusion  in  the 
House  of  Delegates  handbook.  | 

The  following  reports  were  filed. 

American  Academy  of  Physical  Medicine 
and  Rehabilitalition,  Delaware  Chapter 

The  Delaware  Chapter  of  the  American 
Academy  of  Physical  Medicine  and  Rehabilita- 
tion has  continued  to  meet  quarterly.  It  has  i 
been  quite  involved  in  issues  relevant  to  the  | 
legislation  that  was  introduced  last  year  to  i 
allow  for  independent  practitioner  status  for  , 
physical  therapists.  We  had  representatives  at 
the  Senate  prepared  to  testify  at  the  last  minute.  | 
However  the  bill  was  left  on  the  table  and  it  is  i 
our  assumption  that  it  will  be  re-introduced  g 
again  this  coming  legislative  year.  I 

It  continues  to  be  our  concern  that  a disser-  | 
vice  would  be  provided  to  the  citizens  of  Dela-  I 
ware  should  physical  therapists  be  allowed  to  | 
institute  physical  therapy  measures  without 
physician  referrals.  An  important  issue  was  I 
raised  by  one  of  our  members.  If  new  legislation 
is  proposed,  should  it  not,  at  a minimum,  guar-  » 
antee  that  physical  therapists  would  be  held  at 
the  same  standard  of  care  as  physicians  would 
be?  It  is  our  concern  that  appropriate  treat- 
ment would  be  delayed  by  the  physical  thera-  j 
pists,  who  would  then  claim  that  they  were 
simply  acting  within  the  scope  of  their  practice  !S 
and  would  opt  out  of  their  liability  to  the  pa- 
tient. 
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The  second  area  of  concern  that  we  con- 
tinue to  have  is  how  we  can  go  about  having 
electromyography  designated  and  recognized 
by  the  Board  of  Medical  Practice  as  being  the 
practice  of  medicine.  We  now  observe  that 
chiropractors  are  beginning  to  perform  electro- 
myographic procedures  and,  of  course,  across 
the  state  lines  there  are  physical  therapists 
who  are  performing  electromyography.  It  even 
raises  the  scenario  of  the  physical  therapists  in 
Delaware,  were  they  to  have  independent  prac- 
titioner status,  of  being  able  to  justify  perform- 
ing electromyography  on  patients  after  they 
diagnose  them  as  well.  In  the  past  we  have 
discussed  this  with  the  Neurology  Society  in 
Delaware,  and  they  have  the  same  concerns  as 
we  do. 

The  third  area  of  concern  continues  to  be 
the  status  of  athletic  trainers  who  are  currently 
working  under  the  supervision  of  physicians. 
From  our  reading  of  the  law,  it  would  appear 
that  these  individuals  would  have  difficulty 
becoming  licensed  or  re-licensed  in  the  state  if 
it  could  not  be  shown  that  they  were  working 
under  physical  therapists’  supervision.  Again, 
while  it  seems  appropriate  that  physical  thera- 
pists could  supervise  these  individuals,  saying 
that  they  are  incapable  of  being  supervised  by 
physicians  makes  no  sense  to  us  at  all. 

The  Delaware  Chapter  of  the  American 
Academy  of  Physical  Medicine  and  Rehabilita- 
tion continues  to  appreciate  being  able  to  func- 
tion under  the  umbrella  and  the  support  of 
colleagues  in  the  Medical  Society  of  Delaware. 

Michael  A.  Alexander,  M.D. 

President 


Delaware  Academy  of  Dermatology 

Dermatologists  are  somewhat  concerned 
that  there  seem  to  be  more  restrictions  placed 
on  patients  who  seek  dermatologic  care  by  some 
HMOs  or  other  prepaid  plans.  Sometimes  pa- 
tients have  quite  long  waits  for  timely  diagnosis 
and  appropriate  care. 

Dermatologists,  in  common  with  other  pri- 
marily office-based  physicians,  have  had  to 
cope  with  the  plethora  of  changes  affecting 
medicine. 

The  new  C.L.I.A.  regulations  threaten  to 
severely  curtail,  if  not  eliminate,  simple  office 
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lab  procedures  such  as  potassium  hydroxide 
preparations  for  fungus  detection,  fungal  and 
yeast  cultures,  Tzanck  tests  for  cytological  and 
viral  diagnostic  purposes.  These  tests  may  not 
be  readily  available  in  free-standing  or  hospital 
laboratories  and  heretofore  have  been  carried 
out  in  dermatologists’  offices.  The  new  CPT 
codes  have  caused  confusion  and  misunder- 
standing resulting  in  frustration  for  our  pa- 
tients and  office  staff. 

The  new  RBRVS  has  resulted  in  some  re- 
ductions in  fees  to  a level  which  could  make  it 
economically  impossible  to  provide  the  service 
to  our  patients.  In  part,  this  has  resulted  from 
an  erroneous  calculation  of  office  practice  ex- 
penses by  the  Hsiao  group  in  Boston.  These 
reductions  have  been  vigorously  contested  by 
our  national  representatives  but  only  partial 
relief  appears  in  the  offing. 

In  common  with  other  physicians,  we  have 
also  suffered  from  the  burdensome  and  fre- 
quently illogical  OSHA  regulations  recently 
promulgated.  For  the  first  time,  we  are  label- 
ling our  fire  extinguishers  and  trash  cans,  and 
find  it  increasingly  difficult  to  have  our  white 
coats  cleaned.  Should  we  all  install  washing 
machines  in  our  offices? 

Maurice  A.  Thew,  M.D. 

President 

The  Delaware  Academy  of 
Family  Physicians 

The  Delaware  Academy  of  Family  Physi- 
cians is  still  very  concerned  about  the  cost  of 
immunizations  and  recommends  that  the  State 
of  Delaware  actively  intervene  to  make  immu- 
nizations available  to  all  patients  at  no,  or 
minimal,  cost. 

Another  concern  of  ours  is  the  proper  allo- 
cation of  state  and  community  resources  for 
populations  at  highest  risk,  i.e.  children  and 
the  elderly.  It  also  seems  to  the  Delaware 
Academy  of  Family  Physicians  that  there  is  not 
proper  coordination  in  agencies,  both  govern- 
mental and  private,  in  meeting  those  needs. 

We  ask  that  the  Medical  Society  of  Dela- 
ware support  our  concerns. 

William  B.  Funk,  M.D. 

President 
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Delaware  Chapter,  American  Academy 
of  Pediatrics 

There  are  218  members  of  the  Delaware 
Chapter,  American  Academy  of  Pediatrics. 

Chapter  officers  are:  President,  David 

Epstein;  Vice  President,  Sandy  Hassink;  Past 
President,  Louis  Bartoshesky;  Secretary,  Su- 
san Stine;  Treasurer,  Matthew  McDermott; 
and  At  Large,  Janaki  Kaza. 

Pediatrics  has  been  buffeted  from  many 
directions  this  year.  We  face  three  difficult 
areas:  government  regulation,  economic  pres- 
sures and  local  issues. 

Nationally,  we  are  suffering  from  several 
new  sets  of  government  regulations.  Routine 
in-office  lab  work  is  more  difficult  because  of 
CLIA  ’88.  Handling  shots  and  infectious  waste 
is  more  highly  regulated  due  to  OSHA.  We  are 
just  beginning  to  assess  the  need  for  office 
alterations  to  conform  with  OSHA.  Vaccines 
have  become  more  numerous,  more  expensive, 
and  more  encumbered  with  consent/notifica- 
tion schemes,  especially  the  notorious  "booklets 
from  the  CDC."  New  diagnosis  and  treatment 
coding  arrangements  originally  created  for  non- 
pediatric  specialties  have  required  that  we  cre- 
ate complicated  new  billing  procedures.  It  has 
become  much  harder  within  the  last  12  months 
to  comply  with  all  the  new  paperwork. 

Pediatricians  have  always  lagged  behind 
other  specialties  in  reimbursement.  This  year 
the  recession  has  hit  our  patients  very  hard. 
Many  struggling  young  families  have  trouble 
affording  medical  care,  and  many  have  no  in- 
surance. The  free  state  clinics,  which  provide 
well  child  care  and  vaccines  to  the  poor  resi- 
dents, are  becoming  overwhelmed,  and  emer- 
gency rooms  are  providing  more  sick  care.  The 
percentage  of  the  163,000  children  in  the  state 
who  are  covered  by  Medicaid  has  jumped  to 
about  25  percent,  up  from  just  over  10  percent 
a couple  of  years  ago. 

This  year,  two  events  of  local  significance 
occurred  regarding  the  A.I.  duPont  Institute. 
First,  the  teaching  service  at  Christiana  Hospi- 
tal began  its  migration  towards  the  Institute. 
In  the  process,  the  involvement  of  the  private 
primary  pediatricians  in  resident  teaching  has 
been  mixed  with  A.I.  staff  physicians.  Cur- 
rently, only  A.I.  staff  physicians  have  primary 


106 


responsibility  for  ward  service  patients,  al- 
though private  physicians  are  invited  to  join  in 
rounds.  The  role  of  the  private  pediatrician  in 
teaching  the  residents  is  being  negotiated  by 
the  Wilmington-New  Castle  Pediatric  Associa- 
tion. 

The  other  event  is  the  development  of  pri- 
mary care  clinics  by  the  Nemours  Foundation. 
The  state  and  the  Nemours  Foundation  have 
developed  the  plans  for  these  clinics,  perhaps  at 
dozen  or  more,  to  supplement  the  50  private 
pediatricians,  hospital  and  community  clinics; 
and  family  practitioners.  The  AAP  has  ex- 
tended many  offers  for  assistance  and  com- 
ment; talks  between  the  Nemours  Foundation 
and  primary  care  pediatricians  and  family  phy- 
sicians are  now  ongoing,  organized  by  the  AAP. 
The  goal  apparently  is  to  provide  care  (using 
the  model  of  a private  pediatrician’s  office)  for 
those  indigent  and  Medicaid  patients  who  do 
not  have  primary  physicians.  There  is  much 
discussion  about  the  disposition  of  indigent  and 
Medicaid  patients  who  already  have  an  identi- 
fied pediatrician  and  non-indigent  patients. 

Despite  recent  unfortunate  news  coverage; 
pediatricians  in  the  state  applaud  the  efforts  of 
the  Nemours  Foundation  to  help  us  provide 
medical  care  to  the  underserved.  We  also  feel 
strongly,  however,  that  the  medical  community 
and  the  lay  community  being  served  need  to  be 
more  involved  in  the  planning  and  operation  of 
these  new  clinics. 

The  AAP’s  most  important  issue  is  access  to 
care.  We  see  the  new  Nemours  Clinics  as  a way 
to  greatly  improve  children’s  medical  access  in 
Delaware.  The  VIP  program  is  another  impor- 
tant effort  and  we  support  its  development.  I 
am  expecting  our  membership  to  take  great 
interest  in  the  VIP  as  it  is  developed. 

Despite  the  tumult  in  pediatrics  this  year, 
our  routine  activities  continue.  We  continue  to 
work  towards  universal  immunization,  work- 
ing on  education,  funding,  and  other  barriers. 
Our  professional  education  includes  the  No- 
vember R.O.Y.  Warren  Lectures,  the  Handy 
Neonatal  Lectures  in  the  spring,  and  several 
Grand  Rounds  per  year.  Several  members  are 
involved  in  the  development  of  a statewide 
Child  Abuse  Clinic. 
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The  AAP  is  grateful  for  the  support  of  our 
colleagues  in  the  Medical  Society  of  Delaware, 
and  we  look  forward  to  increasing  collabora- 
tion. 

David  Epstein,  M.D. 

President 

Delaware  Academy  of  Ophthalmolgy 

This  year  the  Delaware  Academy  of  Oph- 
thalmology participated  in  the  Diabetes  2000 
project.  In  October  of  1991  we  gave  a public 
lecture  on  Trends  in  Eye  Care. 

As  with  all  the  other  specialties,  we  are 
trying  to  work  out  the  new  Medicare  regula- 
tions. 

We  have  a serious  concern  regarding  the 
encroachment  of  Optometry  into  the  field  of 
medicine.  We  have  successfully  defeated  an 
Optometric  Therapeutic  Bill  which  was  intro- 
duced in  the  last  legislative  session.  We  realize 
that  this  will  be  an  ongoing  problem  and  appre- 
ciate the  help  that  we  get  from  the  other  special- 
ties as  well  as  the  Medical  Society  of  Delaware. 

We  are  sponsoring  continuing  medical  edu- 
cation courses  in  an  attempt  to  keep  our  mem- 
bers abreast  of  the  new  developments  in  Oph- 
thalmology. 

Joshua  Kalin,  M.D. 

President 

American  College  of  Emergency 
Physicians,  Delaware  Chapter 

The  following  issues  have  come  to  the  at- 
tention of  the  Delaware  Chapter  of  the  Ameri- 
can College  of  Emergency  Physicians: 

We  have  been  deeply  concerned  with  the 
status  of  involuntary  admissions  to  the  Dela- 
ware State  Hospital  and  in  particular  the  im- 
pact of  COBRA  legislation  on  this  process.  At 
each  of  our  quarterly  meetings  we  have  re- 
viewed the  current  status  of  this  issue  and  have 
gotten  reports  from  Dr.  Ben  Corballis,  who  is  on 
the  statewide  committee,  to  make  recommen- 
dations to  the  Governor  regarding  the  proce- 
dure. 

We  have  also  maintained  a close  dialogue 
with  Dr.  Robert  O’Connor  and  the  county  direc- 
tors of  the  statewide  paramedic  program  to 
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track  the  evolution  of  this  program.  We  have 
continued  to  maintain  our  enthusiastic  support 
for  this  important  program  as  well  as  for  the 
more  recent  growth  of  the  statewide  semi-auto- 
matic defibrillator  program.  To  highlight  our 
commitmentto  the  semi-automatic  defibrillator 
program,  as  well  as  to  the  basic  life  support 
personnel  of  the  state,  we  selected  Linda  Lewis 
as  the  EMS  Person  of  the  Year  for  her  long- 
standing volunteer  work  with  the  Hartly  Vol- 
unteer Fire  Department.  Her  award  consisted 
of  $500  for  her  company  toward  the  purchase  of 
a semi-automatic  defibrillator. 

During  the  year  we  met  with  Gloria  Thomp- 
son  from  the  national  office  of  the  American 
College  of  Emergency  Physicians  in  an  effort  to 
further  define  future  goals  for  our  statewide 
chapter.  We  also  met  with  Dr.  Charles 
Konigsberg  to  discuss  pertinent  public  health 
issues  such  as  indigent  care,  treatment  and 
follow  up  of  sexually  transmitted  diseases,  well 
baby  vaccinations  and  rabies  prophylaxis. 

Other  ongoing  efforts  of  the  Delaware  Chap- 
ter include  an  effort  to  get  emergency  medicine 
residents  from  the  Medical  Center  of  Delaware 
more  involved  in  statewide  chapter  activities 
and  to  invite  the  participation  of  emergency 
physicians  from  hospitals  who  are  not  regular 
attendees  at  our  quarterly  meetings.  We  heard 
from  Dr.  Corballis  and  Dr.  Baruck,  one  of  the 
residents  at  Christiana  who  has  been  doing 
research  on  “do  not  resuscitate”  orders  and 
their  effect  on  prehospital  care.  We  support  Dr. 
Baruck’s  research  on  the  subject  and  envision 
the  eventual  development  oflegislation  regard- 
ing statewide  prehospital  “do  not  resuscitate” 
orders. 

In  previous  years  the  Delaware  Chapter  of 
the  American  College  of  Emergency  Physicians 
has  coordinated  its  quarterly  meeting  in  No- 
vember to  coincide  with  that  of  other  specialty 
societies  at  the  time  of  the  annual  meeting  of 
the  Medical  Society  of  Delaware.  We  have 
enjoyed  the  fellowship  with  other  physicians 
that  these  meetings  have  fostered;  however, 
the  amount  of  time  left  for  conducting  our  own 
annual  meetinghasbeen  necessarily  limited  by 
that  format.  Because  of  the  growing  number  of 
issues  actively  under  consideration  at  our  meet- 
ings, we  have  decided  to  hold  our  next  quarterly 
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meeting  at  a separate  time  and  location  from 
the  annual  meeting  of  the  Medical  Society  of 
Delaware.  Individual  physicians,  of  course, 
will  still  be  attending  your  annual  meeting  as 
their  schedule  permits. 

Dean  R.  Dobbert,  M.D. 

President 

Delaware  College  of  Occupational  and 
Environmental  Medicine  (DCOEM) 

The  organization  has  officially  changed  its 
name  to  Delaware  College  of  Occupational  and 
Environmental  Medicine  (DCOEM).  The  local 
society  thus  remains  closely  aligned  with  the 
6,000-member  American  College  of  Occupa- 
tional and  Environmental  Medicine.  This  was 
done  because  it  is  felt  that  occupational  medi- 
cine physicians  are  best  qualified  to  make 
decisions  concerning  the  medical  aspects  of 
environmental  risks  and  help  design  programs 
to  resolve  them.  They  also  are  the  logical 
referral  sources  for  physicians  seeking  special- 
ized consultation  on  environmental  problems. 

DCOEM  membership  is  currently  at  45. 
Quarterly  meetings  are  scheduled  and  a new 
slate  of  officers  for  1993  will  be  installed  at  the 
final  meeting  in  November.  Because  of  the 
work  of  Dr.  Garry  Goldstein,  ACOEM  has 
formed  a committee  that  will  study  how  to 
achieve  uniformity  of  medical  evaluations  of 
workers’  compensation  cases.  The  by-laws  of 
the  Section  of  Occupational  and  Preventive 
Medicine  in  the  Department  of  Medicine  of  the 
Medical  Center  of  Delaware  were  revised  to 
permit  staff  members  of  other  sections  or  de- 
partments to  become  members  of  this  Section  as 
well.  Members  of  DCOEM  were  greatly  af- 
fected and  involved  with  the  passage  of  the 
Americans  with  Disabilities  Act,  and  OSHA 
Standard  1910.1030  (Bloodborne  Pathogens). 

Raymond  R.  Strocko,  M.D.,  M.P.H. 

President 

Delaware  Pathology  Society 

This  is  in  response  to  Dr.  Marvel’s  request 
regarding  any  special  issues  or  concerns  that 
have  come  to  the  attention  of  the  members  of 
the  Delaware  Pathology  Society. 


After  polling  pathologists  throughout  the 
state,  no  special  issues  or  concerns  were 
submitted  to  us.  Pathologists  in  the  state, 
however,  are  very  much  interested  in  new  leg- 
islation and  laws  regard! ngmedicine  and  would 
like  to  be  made  aware  of  any  changes. 

Allan  W.  Levy,  D.O. 

President 

Delaware  Urological  Society 

I have  contacted  the  members  of  the  Dela- 
ware Urological  Society  and  no  one  had  any 
particular  issues  or  concerns  to  report  at  this 
time. 

Alex  M.  Raney,  M.D. 

Executive  Director  and 
President-Elect 

American  College  of  Physicians, 
Delaware  Region 

I am  writing  on  behalf  of  the  Delaware 
region  of  the  American  College  of  Physicians. 
The  College  of  Physicians  is  now  the  largest 
professional  specialty  organization  in  Ameri- 
can medicine  with  over  75,000  members.  This 
reflects  strong  national  and  local  leadership  as 
well  as  the  success  of  many  programs  aimed  at 
the  continuing  education  and  professional 
growth  of  internists  and  internal  medicine 
subspecialists  in  the  United  States  and  else- 
where. Keeping  with  this  spirit,  the  Delaware 
region  has  begun  a program  of  new  initiatives 
to  increase  membership  in  Delaware  and  to 
encourage  advancement  to  fellowship.  In  addi- 
tion, we  are  beginning  to  develop  programs  for 
recognition  of  outstanding  internists  and 
subspecialists  in  the  state. 

The  American  College  of  Physicians  is  ex- 
panding its  yearly  continuing  medical  educa- 
tion forum  to  a full-day  program,  which  will  be 
held  on  Sunday,  February  21,  1993,  at  the 
Christiana  Hilton.  This  move  has  been  made  to 
better  serve  the  medical  community  and  espe- 
cially to  make  the  program  available  to  mem- 
bers and  physicians  in  Kent  and  Sussex  coun- 
ties. The  College  also  continues  to  support 
associate  membership  for  the  residents  at  the 
Medical  Center  of  Delaware  and  continues  a 
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program  of  abstract  competition  between  resi- 
dents which  are  generally  presented  as  part  of 
the  grand  rounds  program  at  the  Christiana 
Hospital. 

The  Delaware  region  also  has  a new  Coun- 
cil whose  membership  is  committed  to  increas- 
ing collegiality  through  professional  and  social 
programs  amongst  the  internists  of  the  state. 

It  is  important  to  mention  that  the  College 
of  Physicians  is  in  the  final  stages  of  developing 
and  presenting  a broad  program  for  the  reform 
of  the  health  care  system  in  America  which  will 
reach  the  goal  of  providing  universal  access  to 
all  Americans.  The  most  recent  outline  of  this 
program  was  published  in  the  “Annals  of  Inter- 
nal Medicine”  in  September  of  1992  and  will  be 
an  important  contribution  to  the  national  de- 
bate on  access  and  reform. 

I hope  this  provides  you  with  some  insight 
into  the  current  plans  of  the  College  in  Dela- 
ware. 

James  H.  Newman,  M.D. 

President 


The  Delaware  Society  of  Anesthesiologists 

At  this  time  I have  only  one  issue  to  report 
to  you  that  concerns  our  Society.  The  Advanced 
Registered  Nurse  Practitioners,  which  include 
Certified  Registered  Nurse  Anesthetists,  tried 
to  introduce  a bill  in  the  legislature  to  practice 
independent  of  direct  or  indirect  supervision  of 
a physician.  Our  Society,  along  with  the  Medi- 
cal Society  of  Delaware,  opposed  the  bill.  For- 
tunately, the  bill  was  withdrawn.  We  will  keep 
a close  watch  on  any  such  bill  being  introduced 
in  the  future. 

I appreciate  your  concern  for  the  members 
of  the  Delaware  Society  of  Anesthesiologists. 

Emmanuel  Devotta,  M.D. 

President 

American  College  of  Surgeons 
Delaware  Chapter 

The  Delaware  Chapter  of  the  American 
College  of  Surgeons  has  had  a most  active  year, 
having  just  completed  an  important  educa- 
tional program  and  having  addressed  a number 


of  concerns  of  our  membership  about  the  legal 
and  financial  climate  in  which  all  practitioners 
of  medici  ne  today  find  themselves.  As  has  been 
the  case  for  the  past  several  years,  several 
surgical  residents  have  joined  the  candidate 
group  of  the  American  College  of  Surgeons,  and 
will  be  active  participants  in  the  meetings  and 
scientific  presentations  of  the  Delaware  Chap- 
ter and  of  the  American  College  of  Surgeons  at 
the  national  level.  Nine  new  members  were 
elected  to  membership  in  the  past  year,  and  the 
Chapter  has  now  reached  a total  membership  of 
146.  New  officers  elected  at  the  annual  busi- 
ness meeting  of  the  Delaware  Chapter  on  Feb- 
ruary 4,  1992  are:  Dr.  Robert  J.  Baker,  Presi- 
dent, Dr.  Diana  Dickson-Witmer,  Secretary/ 
Treasurer,  and  Dr.  Shah  S.  Morovati,  Gover- 
nor, American  College  of  Surgeons.  In  addi- 
tion, Dr.  Morovati  continues  as  Chairman,  Dela- 
ware Committee  on  Trauma,  and  Dr.  Lemuel  C. 
Herrera  has  been  appointed  Chairman  of  the 
Cancer  Program,  State  of  Delaware,  for  the 
American  College  of  Surgeons. 

A major  continuing  education  course  was 
offered  on  November  7, 1992,  at  the  Holiday  Inn 
Downtown  Hotel  in  Wilmington.  This  pro- 
gram, titled  “Newer  Strategies  in  Early  and 
Minimally  Invasive  Cancer  of  the  Breast,”  at- 
tracted over  125  members  and  guests,  and 
included  a group  of  national  authorities  in  the 
management  of  breast  cancer,  including  a pa- 
thologist, radiologist,  surgeon  and  radiothera- 
pist. These  national  authorities  brought  new, 
innovative  and  challenging  ideas  on  the  most 
modern  management  of  early  breast  cancer  to 
the  appreciative  audience. 

Major  concerns  of  the  membership  of  the 
American  College  of  Surgeons  are  reflected  in 
the  concerns  of  our  local  members;  these  have 
to  do  with  physician  reimbursement,  profes- 
sional liability/malpractice,  government  and 
third  party  intervention  in  the  care  of  patients, 
new  technology  and  demands  for  education  and 
credentialing,  as  well  as  relations  with  surgical 
and  medical  specialties.  In  addition,  there  has 
been  considerable  concern  over  the  efforts  in 
our  state  legislature  to  mandate  testing  and 
reporting  of  HIV  positive  health  care  workers, 
as  well  as  requirements  for  reporting  such 
individuals  to  the  Department  of  Health.  For- 
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tunately,  these  efforts  have  not  been  successful 
to  date. 

At  our  annual  business  meeting  on  Febru- 
ary 4,  1992,  discussion  of  the  mission  of  the 
Delaware  Chapter,  Medicare  payment  for  as- 
sistants at  surgery,  and  reports  of  the  Gover- 
nor, Dr.  Morovati,  and  the  chairman,  Delaware 
Cancer  Program,  Dr.  Herrera,  were  received  by 
the  membership. 

To  identify  the  major  concern  of  the  mem- 
bership, physician  reimbursement  would  have 
to  be  identified  as  the  most  timely  issue.  There 
is  currently  a strong  concern,  perhaps  under- 
scored by  the  results  of  the  recent  national 
election,  that  physician  reimbursement  is  due 
to  be  significantly  altered  in  a negative  way  for 
all  practitioners,  not  just  for  surgeons.  There- 
fore, it  would  appear  logical  to  consider  alter- 
native strategies  for  negotiating  with  and 
presenting  concerns  to  managed  care  groups, 
as  well  as  state  and  federal  government.  There 
is  no  question  that  this  community  can  and 
should  view  such  a development  as  necessary  in 
the  current  political  and  economic  climate  and 
the  concerns  for  health  care  costs  which  are 
being  voiced  by  all  sides. 

The  next  several  years  will  prove  to  be  most 
interesting,  and,  hopefully,  not  devastating  to 
practitioners  of  medicine  in  this  state. 

Robert  J.  Baker,  M.D. 

President 

Delaware  Society  of  Internal  Medicine 

The  following  is  a summary  of  Delaware 
Society  of  Internal  Medicine  activity  in  1992. 

The  Delaware  Society  of  Internal  Medicine 
continues  to  be  active  in  supporting  the  views  of 
the  internists  in  the  state  of  Delaware  and 
nationally.  This  past  year  we  participated  in  a 
number  of  activities. 

The  annual  ASIM  meeting  in  Washington, 
D.C.,  was  attended  by  our  section.  We  also  had 
time  to  talk  to  our  Congressmen  and  their 
representatives  about  several  issues.  In  par- 
ticular, we  met  with  Tom  Carper  and  convinced 
him  to  sign  on  to  the  EKG  bill  as  a co-sponsor. 
At  our  annual  dinner  meeting.  Senator  Herman 
Holloway  and  Representative  Steven  Amick 
talked  with  our  group  and  the  family  physi- 
cians’ and  emergency  physicians’  groups  as 
well  as  the  New  Castle  County  Medical  Society. 
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We  have  throughout  the  year  been  writing  our 
Congressmen  concerning  a number  of  issues 
relevant  to  internists  nationally.  RBRVS  is- 
sues, EKG  reimbursement,  and  many  other 
issues  have  been  addressed.  Finally,  we  have 
had  productive  meetings  with  other  Eastern 
component  internal  medicine  societies  and  the 
Camp  Hill  Medicare  representatives  discuss- 
ing many  carrier-related  issues.  We  learned  a 
great  deal  about  how  the  Camp  Hill  organiza- 
tion operates,  and  they  have  learned  as  well 
from  us. 

For  the  upcomingyear,  we  wish  to  continue 
to  be  active  politically  and  to  continue  to  push 
for  Medicare  reforms.  Specifically,  we  would 
like  to  develop  a newsletter  that  might  keep 
internists  more  informed  as  to  details  of  states 
wide  issues. 

Paul  W.  Montigney,  M.D, 
President 

Delaware  Society  of  Orthopaedic  Surgeons 

During  the  past  year,  members  of  the  ex- 
ecutive committee  of  the  Delaware  Society  of 
Orthopaedic  Surgeons  have  been  in  touch  with 
the  legislative  body  regarding  the  physical  thera- 
pist bill  and  have  been  successful  in  blockingits 
passage.  We  plan  to  pursue  that  in  the  next 
legislative  session.  Also  the  Delaware  Society 
is  actively  involved  in  negotiations  with  Blue 
Cross  Blue  Shield  in  reference  to  the  issue  of  x- 
rays  in  the  private  offices  of  orthopedic  sur- 
geons. Blue  Cross  Blue  Shield  has  changed  its 
agreement  in  reference  to  the  state  of  Delaware 
employee,  in  awarding  a contract  to  a single 
preferred  provider  for  such  services.  We  plan  to 
continue  our  negotiation,  and  we  expect  to 
reach  an  agreement  that  will  ensure  the  high 
standard  of  care  for  our  patients  and  also  be 
equitable  to  both  parties.  Orthopedists  in  the 
state  of  Delaware  and  on  a national  level  feel 
strongly  that  we  cannot  practice  safely  and 
proficiently  without  having  immediate  access 
to  x-rays  in  our  offices. 

The  above  and  other  matters  are  going  to  be 
presented  in  our  annual  meeting  on  November 
6,  1992. 

Ali  Kalamchi,  M.D. 

President 
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Ad  Hoc  Committee  on 
Strategic  Planning 

The  report  of  the  Ad  Hoc  Committee  on 
Strategic  Planning  appears  as  a separate  ar- 
ticle in  the  Delaware  Medical  Journal. 


REPORTS  OF  LIAISONS  AND 
REPRESENTATIVES 


REPORTS  OF  ADVISORY  COUNCILS 

Physicians  serving  as  liaisons  between  the 
Medical  Society  of  Delaware  and  advisory  coun- 
cils were  invited  to  submit  reports  for  the  House 
of  Delegates  handbook. 

The  following  reports  were  filed. 

Advisory  Council  for  Cancer  Control, 
Division  of  Public  Health 

The  Advisory  Council  for  Cancer  Control 
provides  a forum  of  representatives  from  the 
University  of  Delaware  School  of  Nursing,  the 
Delaware  Division  of  Aging,  the  Association  of 
Delaware  Hospitals,  the  Tumor  Registers’  As- 
sociation, the  Delaware  Lung  Association,  the 
American  Cancer  Society,  the  American  Col- 
lege of  Surgeons,  the  Department  of  Natural 
Resources  of  Environmental  Control,  the  Dela- 
ware Society  for  Cancer  Treatment,  the  Dela- 
ware Oncological  Nursing  Association,  and  other 
volunteer  members  who  provide  a framework 
for  evaluating  present  programs  and  for  im- 
proving cancer  control  in  the  years  ahead. 
During  the  year  the  advisory  council  met  three 
times.  It  continues  to  provide  education  infor- 
mation with  regard  to  propose  smoking  control 
in  legislation.  In  June  a program  entitled 
Safety  In  The  Sun  was  launched  in  Rehoboth 
Beach  and  throughout  the  state  , to  alert  the 
sun  worshipers  at  the  beach  of  the  dangers  of 
ultraviolet  exposure  and  the  methods  available 
to  protect  against  harmful  effects.  Aerial  and 
boat  advertising  were  used  on  Memorial  Day 
and  July  4th  at  Delaware  beaches  and  print 
advertising  targeted  teenagers,  Nascar  Racers, 
state  parks  and  recreational  brochures  were 
also  provided.  The  American  Cancer  Society 


provided  safe  sun  education  to  lifeguards  and 
state  parks  and  beaches. 

The  council  welcomed  Dr.  Charles  Konigs- 
berg  as  the  new  Division  Director  and  Leroy 
Hathcock,  who  has  joined  the  Division  as  Direc- 
tor of  the  Epidemiological  Program.  We  also 
welcomed  Carol  Marker,  who  replaced  Allan 
Topham  as  Director  of  the  State  Tumor  Regis- 
try. 

The  council  received  and  reviewed  the  be- 
havioral risk  factor  surveillance  study,  which, 
among  other  items,  demonstrated  that  no  more 
women  are  getting  mammographied  than  in 
the  past  and  that  a new  version  to  obtain 
information  from  high  school  students  was  be- 
ing developed. 

The  council  received  reports  from  the  Medi- 
cal Center  of  Delaware  Outreach  Program  of 
efforts  to  reach  black  urban  communities 
through  19  black  churches. 

A subcommittee  was  established  on  breast 
and  cervical  cancer  to  support  a CDC  Grant 
proposal  entitled  The  1992  Building  for  Core 
Compliance  for  Breast  and  Cervical  Cancer. 
We  also  established  a subcommittee  to  review 
and  revise  the  requirements  for  reporting  can- 
cer incidence  to  the  State  Tumor  Registry. 

The  council  also  accepted  for  review  a state 
tobacco  plan  and  also  selected  major  cancer 
targets  to  be  included  in  a public  health  strate- 
gic plan  for  Healthy  Delaware  2000. 

The  advisory  council  continues  to  monitor 
the  Tumor  Registry  and  Mammography  of  Dela- 
ware, the  Cancer  Control  Strategy  for  the  90s 
and  the  Cancer  Control  Program  of  Delaware 
Hospitals,  the  American  Cancer  Society,  the 
College  of  Surgeons  and  other  cancer-related 
activities. 

I would  like  to  acknowledge  the  excellent 
staff  work  done  by  Laurie  Christenson  of  the 
Chronic  Disease  Program  Director  and  Lucy 
Segal,  the  Assistant  to  the  Director  of  Public 
Health. 

Leslie  W.  Whitney,  M.D. 

Liaison 

Advisory  Council, 

Division  of  Public  Health 

The  Advisory  Council  to  the  Division  of 
Public  Health  has  met  once  a month  through- 
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out  the  year.  The  council  is  in  the  process  of 
adapting  the  National  “Healthy  People  2000” 
guidelines  to  the  state  of  Delaware.  The  first 
part  of  this  process  involves  using  a formula 
that  takes  into  account  incidents,  seriousness 
and  efficacy  of  prevention  and  treatment  mo- 
dalities in  order  to  prioritize  health  problems  in 
the  state  of  Delaware.  After  a rankinghas  been 
established  for  each  health  care  problem,  ac- 
tion steps  will  be  set  out  for  beginning  the 
attack  upon  each  problem.  The  Advisory  Coun- 
cil is  bringing  in  experts  from  many  different 
fields  to  aid  us  with  the  process  of  prioritizing 
and  outlining  “where  to  go  from  here.” 

The  product  of  the  council’s  work  will  be 
shared  with  the  Medical  Society  at  the  end  of 
this  year. 

Diana  Dickson-Witmer,  M.D. 

Liaison 

Infectious  Waste  Advisory  Committee 

I have  received  no  communications  in  the 
past  year  on  subjects  related  to  this  activity  and 
the  Committee  has  not  met  again  as  far  as  I 
know.  From  the  newspapers  I observe  that 
plans  are  proceeding  for  construction  of  infec- 
tious waste  incinerators  in  Kent  and  Sussex 
counties  by  the  Delaware  Solid  Waste  Author- 
ity. 

I volunteered  to  continue  this  year  in  a 
liaison  function,  but  this  no  longer  seems  neces- 
sary. 

William  L.  Sprout,  M.D. 

Liaison 

Controlled  Substance  Advisory 
Committee 

Items  approved  in  the  last  year  were: 

1.  Delaware  Hospice  asked  the  Advisory  Com- 
mittee to  consider  and  help  them  seek  regu- 
lation in  the  Schedule  IINarcotic  that  would 
amend  the  present  regulation  to  permit  an 
extended  prescription  with  short-term  dos- 
ing, in  other  words,  long-term  dosing  (sev- 
eral weeks)  but  received  by  the  patient  in  a 
one  or  two-day  supply.  This  was  accepted 
by  the  Advisory  Committee,  referred  to  the 
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Medical  Society  Board,  endorsed  there,  and 
was  later  an  accepted  regulation. 

2.  Controversy  about  the  use  of  the  physician’s 
DEA.  number  led  to  a letter  to  the  DE  A.  Ms. 
Bonnie  Wallner  later  reported  the  DEA  irt 
essence  said  they  did  not  want  legislation  in 
this  matter  and  advised  that  physicians 
could  refuse  to  react  to  requests  from  insur- 
ance companies.  Medicare  and  Medicaid^ 
thus  protecting  their  DEA  number.  More 
may  be  learned  later  in  this  matter.  The 
original  concerns  were  forwarded  to  the 
Medical  Society  of  Delaware,  and  Dr.  Carol 
Tavani  will  discuss  the  matter  at  the  AMA 
meeting  in  Nashville,  Tennessee. 

3.  Steroid  use  has  been  and  is  a problem 
because  of  inappropriate  use  and  purchase 
on  the  “black  market.”  There  is  now  a 
federal  regulation,  and  some  states  are  al- 
ready complying.  Delaware,  to  date,  has 
rejected  such  regulation.  The  Federal  Gov- 
ernmentis  now  considering  ways  and  means 
of  seeking  out  and  controlling  the  illicit  use 
of  steroids.  Delaware  had  a drafted  amend- 
ment that  did  not  materialize  and  will  in 
some  changed  form  be  resubmitted. 

The  drug  scene  changes  only  in  the  favor- 
ites at  any  one  time,  but  the  beat  goes  on. 

LSD  is  again  on  the  rise  found  under  new 
names  and  in  new  combinations,  Ecstacy  being 
one.  Not  to  be  outdone,  crack  and  heroin  are 
moving  toward  the  top  in  usage. 

How  the  drugs  are  obtained  is  a never- 
ending  script  of  ingenuity.  Doctors  being  doc- 
tors and  concerned  about  patients’  pain  and 
agony  are  the  easiest  targets,  and  the  methods 
are  many  times  very  clever.  Weekends  and 
holidays  are  certainly  times  for  concern.  The 
following  trick  worked  for  three  weekends; 
“Hello,  are  you  taking  calsl  for  my  doctor.  Dr. 
Smith?”  ‘Tou  are!  Well  good.  Dr.  Jones,  I have 
endometriosis,  and  Dr.  Smith  gives  me  percocet.” 
Time  goes  by  and  a patient  uses  the  same 
format.  “Hello!  are  you  takingDr.  Jones’ calls?” 
Dr.  Smith  I have  endometriosis  and  my  pain 
keeps  me  awake  all  night.  Dr.  Jones  always 
gives  me  percocet.  You  will,  thanks!”  Dr.  Jones 
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and  Dr.  Smith  finally  exchange  notes,  and 
though  the  patient  gave  the  same  name,  Miss 
A.  Brown,  neither  physician  had  such  a patient 
in  their  patient  file.  Steroids  are  trafficked  by 
the  acquiring  through  the  veterinary  system’s 
animal  use  of  steroids. 

Drugs  on  the  Scene: 

Peyote  — in  private  schools 

Shack  weed  (strychnine)  black  dust,  herbal 
red  hair  incense,  tai  Hawaiian. 

$450  per  ounce 

florescent  green  stuff  (night  shade  with 
strychnine) 

XTC  types: 

1.  MPTP  (heroin) 

2.  cocaine,  LSD 

3.  Speed,  a down,  PCP 

4.  esp  black,  LSD  & PCP 

Dippers  - cigarettes  dipped  in  flammable  liq- 
uid. 

Ritalin  - purchased  from  grade  school  students 
(usually  freon  users  do  this) 

Strip  (rock  cocaine),  bundle  (20  caps),  slab- 
coke  (block  or  brick) 

Flavor  - heroin 

Ketamine  - special  K - at  beach 

Christmas  Tree  - marijuana  with  pine  flavor 

Methadone  - at  Philly,  and  other  areas  of 
Pennsylvania,  high-dose  clinics 

Urine 

Adrenochrome  - extracted  as  hallucinogenic 
for  Satanic  purposes  - use  of  animal  adrenal 
glands  - dead  humans  in  area  raised  other 
questions. 
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Local  High  Schools  - 

LSD  10  percent 

tobacco  chewing  40  percent 

marijuana  one  plus  times  a week  40  percent 

alcohol  one  plus  times  a week  50  percent 

cocaine  5 percent 

(private  schools  all  figures  are  higher) 

Shoelaces 

“Moshing”  hyperventilation 

The  members  of  the  Advisory  Committee 
are:  The  Director  of  the  Division  of  Public 
Health,  Charles  Konigsberg,  M.D.,  or  his  desig- 
nate, Lyman  Olsen,  M.D.;  Jeff  K.  Martin, 
D.A.G.;  Lieutenant  Kenneth  Castello  or  Cap- 
tain Gregory  Sacco  or  Lieutenant  John 
Capuanno;  Jane  Taylor,  R.N.;  Chief  Agent  Paul 
Davis;  James  Goodwill  III,  D.D.S.;AliZ.Hameli, 
M.D.,  Carol  Tavani,  M.D.;  Rhoslyn  J.  Bishoff, 
M.D.;  and  Bonnie  Wallner,  Drug  Control  Ad- 
ministrator. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

Advisory  Council  on  Long  Term 
Care  Facilities 

The  last  three  meetings  of  this  council  were 
held  on  December  18, 1991,  February  12,  1992, 
and  May  27,  1992.  All  meetings  are  held  at 
Delaware  Home  for  the  Chronically  111  in 
Smyrna,  Delaware,  and  are  well  attended. 

At  the  first  meeting,  a proposed  new  policy 
concerned  with  recent  federal  guidelines  about 
patient  rights  was  discussed  and  approved. 
Reports  from  the  three  state  facility  directors 
were  reviewed.  One  interesting  fact  was  con- 
cerned with  the  opening  of  a new  unit  at  DHCI 
called  the  “Wander”  unit,  with  better  ability  to 
keep  watch  over  patients  who  “wander  away” 
from  assigned  rooms. 

During  the  February  12,  1992  meeting. 
Secretary  Thomas  Eichler  outlined  the  Long 
Term  Care  Planning  Committee  Report  for  the 
three  institutions.  These  plans  contain  some 
very  imaginative  innovations  that  could  greatly 
improve  the  status  of  patients. 
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On  May  27,  1992,  there  was  further,  in- 
depth  discussion  about  the  Planning  Commit- 
tee report  from  February  12.  Some  of  the  ideas 
were  being  organized  by  new  subcommittees, 
and  this  planning  will  be  continuing  for  some 
time. 

At  all  Advisory  Council  meetings,  there  is  a 
report  from  each  facility  director,  i.e.,  Delaware 
Home  for  the  Chronically  111,  Governor  Bacon 
Health  Center  and  the  Emily  Bissell  Hospital. 
Also  at  each  meeting,  subcommittees  of  the 
council  concerned  with  government  relations 
and  patient  human  rights  report  on  their  meet- 
ings. 

I have  found  this  to  be  a very  active  council 
that  takes  its  work  quite  seriously,  is  well 
attended  by  appointed  members,  and  has  a 
great  deal  of  support  from  the  state  employees 
who  are  part  of  this  department. 

Henri  F.  Wendel,  M.D. 

Liaison 

Drug-Free  Schools  and  Communities 
Action  Committee 

Plans  for  the  1991-1992  year  with  objec- 
tives included  were: 

• Promote  dialogues  and  stimulate  coopera- 
tion between  statewide  agencies  and  sub- 
stance abuse  groups. 

• Continue  to  monitor  the  effects  of  sub- 
stance abuse  programs  and  identify  areas 
of  need  by  conducting  student  surveys. 
Refining  evaluation  methods  and  tech- 
niques. 

• Function  as  a professional  resource  pool  to 
assist  school  and  community  groups  and 
organizations. 

• Assist  schools  and  school  districts  in  the 
development  and  operation  of  substance 
abuse  prevention  or  intervention  programs. 

• Review  and  evaluate  substance  abuse 
awareness  programs  such  as  State  Police 
Programs,  Department  of  Children,  Youth 
and  their  Families,  and  others. 
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• Provide  logistical  and  financial  assistance 
for  training  workshops  and  conduct  state- 
wide workshops  for  target  groups. 

It  was  suggested  that  statewide  workshops 
and  conferences  include:  the  impact  on  schools 
and  families  of  babies  affected  by  crack,  alcohol, 
tobacco,  HIV,  low  birth  weight;  multicultural 
issues;  attention  disorder  and  disorders. 

The  statewide  survey  of  grades  5,8,  and  11 
of  2500  students  revealed: 

1.  Almost  one  half  of  the  juniors  drink  some 
form  of  alcohol  once  a month  while  16  per- 
cent drink  at  least  once  a week.  Two  per- 
cent of  eighth  graders  and  6 percent  of  fifth 
graders  drink  monthly  or  more  frequently. 

2.  From  last  year  to  this  there  was  0.8  percent 
increase  of  tobacco  smokers  among  fifth 
graders,  while  there  was  a .2  percent  de- 
crease among  eighth  graders  and  eleventh 
graders,  with  a 1 percent  drop  in  snuff  and 
chewing  tobacco  among  fifth  graders. 

3.  Eighth  graders  self  reported  less  use  of 
heroin,  stimulants  and  depressants  while 
reporting  higher  use  of  cocaine,  inhalants, 
look-a-likes,  hallucinogens  and  over-the- 
counter  drugs. 

4.  Negative  behavior  is  highly  correlated  with 
the  use  of  tobacco,  alcohol  and  other  drugs. 

Goals  and  concerns  of  the  Governor’s  Drug 
Abuse  Committee  were  presented  to  Drug  Free 
School  and  Communities  Action  (DFS&CA). 

1.  Families  have  less  control  then  they  desire 
and  need. 

2.  There  is  a lack  of  someone  looking  after 
families,  communities  and  neighborhoods. 
“It  takes  a village  to  raise  a child.” 

3.  Realignment  of  government  agencies  is 
needed,  such  ashavingan  agencylocatedin 
school  buildings  that  would  follow  the  edu- 
cational, social  and  medical  needs  of  fami- 
lies. 
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4.  Keep  school  buildings  open  24  hours  a day. 

5.  New  partnerships  as  family  support  dis- 
tricts, comparable  to  school  districts  to  see 
where  the  gaps  are. 

6.  Have  people  in  the  community  contacting 
families  for  services  needed. 

7.  Assessment  of  newborn  children.* 

* The  above  concerns  members  of  the  DFS&CA 
for  it  points  to  the  fact  that  dialogue  is  missing 
among  statewide  agencies  and  substance  abuse 
groups. 

The  Youth  Summit  expressed  their  needs 
in  the  following  list: 

1.  Skills  to  aid  in  combating  peer  pressure. 

2.  How  to  improve  substance  abuse  education 
in  schools. 

3.  How  to  develop  drug  resistance  skills. 

4.  Suggestions  on  how  to  make  neighborhoods 
safe. 

5.  How  can  youth  access  health  care. 

6.  Information  about  AIDS,  the  straight  talk. 

7.  Negotiation  skills  - how  to  develop  them. 

8.  Ways  that  youth  can  help  other  youth  at 
school  and  elsewhere. 

9.  Teach  so  youth  can  learn  cultural  differ- 
ences and  develop  helpful  attitudes  about 
such  cultural  differences. 

We  hope  that  contact  with  all  groups  of  our 
society  with  an  ear  for  the  needs  and  questions 
of  the  youth  will  gradually  swing  a cooperative 
action  by  all  (physicians,  teachers,  lawyers, 
youth,  parents,  state  agencies)  by  and  for  the 
common  good. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 


Family  Law  Commission 

There  were  seven  meetings  of  the  Family 
Law  Commission  in  the  past  12  months  with 
three  open  hearings,  one  in  each  county. 

Signalizing  some  of  the  commission’s  work 
was  change  in  Family  Court  Justices.  The  new 
Chief  Judge  is  Vincent  Poppiti,  who  addressed 
the  commission  in  the  Tatnall  Building  at  the 
April  15, 1992,  meeting.  He  talked  of  shortcom- 
ings in  the  Court  and  said  he  plans  change.  He 
promised  to  work  with  the  commission.  Also, 
with  the  leaving  of  Chief  Judge  Thompson,  the 
leaving  of  Judge  Buckson  and  the  retirement  of 
Judge  Kelsey,  the  Kent  County  Judgeships 
were  completely  changed. 

The  commission  suggests  Family  Court 
Judges  consider  child  development  courses  as  a 
part  of  their  continuing  education. 

Considerations  of  the  commission  during 
the  year  have  been: 

1.  Seeking  a method  of  visitation  protection 
when  a Delawarean  is  seeking  visitation  in 
another  state. 

2.  Updating  of  the  Melson  formula. 

3.  Agreement  with  Judges  on  Court  rule  rather 
than  legislative  bill  or  order. 

4.  Weighing  the  need  for  open  court. 

5.  Seeking  broader  interpretation  of  the  fam- 
ily members. 

6.  Acceptingthe  resignation  of  a charter  mem- 
ber, Mary  Moore  Williams. 

The  public  visits  the  commission  and  comes 
to  commission  hearings  with  the  following  ob- 
servations: 

1.  Financial  aid  for  college  students. 

2.  Penalties  for  violation  ofvisitation,  for  false 
accusations. 

3.  Lay  person  information  sheet. 

4.  Assign  or  employ  an  agency  for  referral  on 
weekends  and  evenings. 

5.  Require  attendance  at  mediation  session  on 
how  children  will  be  affected  before  divorce 
is  granted. 

6.  Need  change  in  determining  a paternity 
identification  through  new  legislation. 

Members  of  the  Family  Law  Commission 
are:  Representative  Jane  Maroney,  chairper- 
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son;  Representative  John  Schroeder;  Senator 
Myrna  Bair;  Senator  James  T.  Vaughn;  Ellen 
Meyer,  Esq.;  May  Pisapia;  Harriet  Ainbinder; 
LetaCooper;  James  Morning;  Judge  Jay  James; 
Michael  Newell,  Esq.;  Robert  Kimmel;  Jordan 
Storlazzi,  M.D.;  Rhoslyn  J.  Bishoff,  M.D.; 
Katherine  Jester,  executive  secretary. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

Governor's  Council  on  Lifestyle 
and  Fitness 

The  Governor’s  Council  on  Lifestyle  and 
Fitness  was  established  by  Governor  Castle  in 
February  of  1990  to  “...  promote  good  health 
and  healthy  lifestyles  amongall  Delawareans....” 
As  the  Council  nears  the  completion  of  its  third 
year,  it  can  point  to  several  high-profile  activi- 
ties which  it  has  organized  and  sponsored  in  an 
effort  to  get  the  word  out  on  the  importance  of 
healthy  lifestyles  to  all  citizens  of  our  state. 

The  Council  met  as  a whole  three  times 
during  the  year.  The  major  work  of  the  Council 
is  carried  out  by  several  committees,  dealing 
with  issues  such  as  school-site  fitness,  work- 
site fitness,  smoking  prevention,  injury  pre- 
vention and  publicity. 

The  major  programs  and  activities  of  the 
Council  during  the  past  year  included: 

• Banner  School  Project  - The  Governor’s 
Banner  awarded  to  thirty  schools  selected 
through  competition.  Seventeen  schools 
with  630  student  participants  were  selected 
to  attend  the  American  Children  Exercise 
Simultaneously  (ACES)  ceremony  on  Leg- 
islative Mall  in  Dover  with  the  Governor  in 
May. 

• National  Employee  Health  and  Fitness  Day 
- Presentations  on  employee  fitness  made  to 
over  80  wellness  representatives  from  com- 
panies throughout  Delaware. 

• KEEN  Cat  Pamphlet  - Design  and  distribu- 
tion of  a pamphlet  describing  the  benefits  of 
regular  exercise  for  school  children  using 
the  Department  of  Public  Instruction’s 
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KEEN  Cat,  a character  who  promotes  exer- 
cise, proper  nutrition  and  prevention  of 
drug  and  alcohol  use. 

• Smoking  prevention  - Statewide  communi- 
cations campaign  directed  at  professionals, 
organizations,  clubs,  and  almost  anyone 
connected  with  Delaware  youth  to  educate 
regarding  the  hazards  of  smokeless  tobacco. 
A Governor’s  Council  letter  was  published 
in  MSDNews  earlier  in  the  year  regarding 
this  program. 

• Research  Project  - Endorsement  of  research 
project  proposed  by  the  University  of  Dela- 
ware to  compare  academic  performance  with 
physical  education  participation.  The  project 
will  follow  a group  of  third  graders  who 
participate  in  a physical  education  compo- 
nent along  with  a science  course  and  a 
group  which  does  not  include  the  physical 
education  component. 

Future  plans  of  the  Governor’s  Council  call 
for  continued  focus  on  youth  wellness  and  fit- 
ness activities  and  programs  and  work-site 
health  promotion. 

Mark  A.  Meister 
Executive  Director 

Health  Resources  Management  Council 

This  report  covers  the  year  October  1991 
through  September  1992. 

There  was  continuing  evolution  of  the  State 
Health  Plan.  In  November  1991  the  Council 
adopted  new  hospital  bed  projections.  The 
Council  also  engaged  the  services  of  Health 
Systems  Research,  Inc.  to  assist  in  the  develop- 
ment of  policy  guidance  concerning  the  intro- 
duction and  dispersion  of  new  and  emerging 
medical  technology.  This  has  resulted  in  the 
development  of  a new  Medical  Technology  com- 
ponent of  the  State  Health  Plan.  A second 
phase  of  the  project  still  remains  to  be  done,  the 
development  of  review  guidelines  for  specific 
technologies  such  as  lithotripsy  and  MRI. 

In  June  1992  the  Council  published 
“TRENDS:  Hospital  Utilization  and  Expendi- 
tures, 1983-1990.”  A copy  is  on  file  in  the 
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Medical  Society  office.  This  report  presents 
information  on  Delaware;  the  surrounding 
states  of  Maryland,  New  Jersey  and  Pennsylva- 
nia; and  the  nation. 

The  following  Certificate  of  Need  actions 
were  taken  in  accordance  with  recommenda- 
tions from  the  Council: 

• Kent  General  Hospital  - freestanding  psy- 
chiatric and  substance  abuse  facility  - 
conditionally  approved. 

• Alfred  I.  duPont  Institute  - initiate  renal 
transplantation  services  - approved. 

• Country  Rest  Home  - add  24  nursing  home 
beds  - approved. 

• Harbor  Healthcare  and  Rehabilitation  Cen- 
ter - add  51  nursing  home  beds  - 
approved. 

• Milford  Manor  - add  24  nursing  home  beds 
- approved. 

• Millsboro  Nursing  Home  - add  40  nursing 
home  beds  - approved. 

• Riverside  Hospital  - modernization  and  ex- 
pansion of  emergency  room  area  - 
approved. 

• Medical  Center  of  Delaware  - replace  radia- 
tion therapy  equipment  - conditionally 
approved. 

• St.  Francis  Hospital  - initiate  radiation 
therapy  services  - disapproved  (under 
appeal) 

• St.  Francis  Hospital  - renovation  and  ex- 
pansion of  labor  and  delivery  - approved. 

• Gilpin  Hall  - replace  41-bed  nursing  home 
with  100-bed  facility  - disapproved 
(under  appeal) 

• Head  Injury  Recovery  Center  - convert  20- 
residential  beds  to  skilled  nursing  - 
conditionally  approved. 
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• Milford  Memorial  Hospital  - 20-bed  reha- 
bilitation unit  - approved. 

• Kent  General  Hospital  - outpatient  reha- 
bilitation facility  - approved. 

Also  during  the  year  the  Council  initiated  a 
practical  offollowingup  on  various  pastprojects 
which  had  been  approved  to  see  how  actual 
operating  results  compared  with  projections. 

The  Council  has  been  scheduled  for  review 
by  the  Joint  Sunset  Committee.  The  initial  step 
involved  the  completion  of  a questionnaire  which 
was  filed  in  August  1992.  Hearings  are  antici- 
pated to  occur  in  February  1993. 

William  H.  Duncan,  M.D. 

Liaison 

Medical  Care  Advisory  Committee 

The  Medical  Care  Advisory  Committee  has 
been  busy  over  the  past  year.  Composed  of 
representatives  from  health  care  providers, 
certain  other  interested  groups  and  members  of 
the  Division  of  Social  Services,  the  committee 
has  concerned  itself  with  the  needs  of  the  Med- 
icaid population  and,  to  some  extent,  with  the 
non-insured  and  underinsured  of  Delaware. 

The  committee  during  this  past  year  has 
continued  its  work  to  evaluate  aspects  of  the 
Medicaid  program  and  the  consequences  to 
both  the  provider  and  recipient  populations. 

Among  items  of  concern  that  we  have  evalu- 
ated have  been  the  A.  I.  dnPont  Institute  satel- 
lite health  clinics,  the  move  of  the  Nemours 
Clinic  from  the  city,  reimbursement  issues  for 
providers,  availability  of  pediatric  vaccinations 
to  private  practitioners,  organ  transplant  pro- 
grams, the  budget  for  the  Division  of  Social 
Services,  increasing  communication  between 
providers  and  the  Division  of  Social  Services, 
special  programs  for  recipients  especially  in 
obstetrics,  and  alternatives  to  providing  health 
care  beyond  the  current  Medicaid  program. 

It  is  the  feeling  of  those  involved  with  Medi- 
cal Care  Advisory  Committee  that  the  work  of 
the  committee,  in  expanding  knowledge  and 
understanding  of  the  Medicaid  program,  has 
been  a worthwhile  endeavor  and  has  served  to 
expand  awareness  for  both  the  provider  com- 
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munity  as  well  as  the  staff  of  the  Division  of 
Social  Services. 

The  Medical  Care  Advisory  Committee  looks 
forward  to  continued  building  of  the  relation- 
ships and  understanding  that  have  character- 
ized the  work  of  the  committee  to  date.  The 
group  feels  that  the  effort  expended  in  this 
effort  has  been  a worthwhile  endeavor  for  all  of 
those  who  have  participated. 

Edward  R.  Sobel,  D.O. 

Liaison 

State  School  Health  Advisory  Committee 

Meetings  were  held  in  the  Townsend  Build- 
ing in  Dover  on  September  12, 1991;  November 
14, 1991;  January  9, 1992;  March  12, 1992;  May 
14,  1992;  and  September  30,  1992. 

Nutrition  in  the  schools  is  sending  out  two 
messages.  Number  one:  The  school  offers  a 
nutritious  diet  daily.  Number  two:  There  is  the 
problem  of  vending  machines  that  advertise 
and  entice  the  purchase  and  consumption  of 
non-nutritious  foods.  The  committee’s  answer 
to  this  is  to  constantly  offer  in  vending  ma- 
chines fruit,  crackers,  and  juices  as  added  nu- 
tritional foods. 

Through  workshops,  we  have  encouraged 
nurses  and  teachers  to  learn  more  about  HIV 
and  AIDS,  thus  aidingthem  in  developing  strat- 
egies in  teachi  ng  students  about  HIV  and  AIDS. 

A very  pertinent  question  has  been  raised: 
What  is  health  education?  Many  people  or 
organizations  are  in  the  act  of  answering  this 
question.  It  is  a challenge  to  our  Medical 
Society  and  to  the  AMA.  Can  we  give  a good 
program  understandable  from  age  3 through 
grades  K-12  deliverable  by  the  teachers  to  im- 
prove the  health  of  all  concerned?  Can  we  meet 
the  challenge? 

The  committee’s  model  of  education  is  from 
programs  such  as  “What  Makes  Me  Tick?”  and 
learn  by  doing. 

A new  school  handbook  for  nurses  was 
approved  in  September  1991  and  was  distrib- 
uted as  rapidly  as  possible. 

It  is  a fact  that  clinical  services  are  needed 
for  all  counties,  particularly  non-Medicaid  low- 
income  children.  Free  eye  glasses  are  so  lack- 
ing in  design  and  difference  that  children  are 
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ashamed  of  them.  Transportation  to  clinics  is 
also  noted  as  a problem.  Clinic  hours  are  not 
responsive  to  the  family’s  needs— parents  work 
and  cannot  afford  time  loss  to  daytime  only 
clinics.  Also,  clinics  do  not  return  follow-up 
information  to  aid  school  nurses  in  the  child’s 
continuing  care. 

The  state  of  Maryland  is  interested  in  an 
exchange  of  school  health  care  plans.  They 
have  not  yet  formed  a school  health  advisory 
committee  and  may  appeal  to  Delaware  to  ob- 
serve our  committee. 

Statewide  school-approved  activities  that 
will  consider  the  newest  vaccines  and  immuni- 
zation philosophies  are  underway. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 


REPORTS  OF  COMMUNITY  HEALTH 
ORGANIZATIONS 

Physicians  serving  as  liaisons  between  the 
Medical  Society  of  Delaware  and  community 
health  organizations  were  invited  to  submit 
reports  for  the  House  of  Delegates  handbook. 

The  following  reports  were  filed. 

American  Heart  Association  of  Delaware 

The  mission  ofthe  American  Heart  Associa- 
tion is  to  reduce  disability  and  death  from 
cardiovascular  diseases  and  stroke.  Through 
the  concern  of  local  donors  and  our  volunteers, 
we  are  able  to  provide  vital  research  and  pro- 
gram services  in  Delaware  which  help  people 
improve  their  chances  of  living  long  full  lives. 
Our  programs  are  targeted  to  reach  employees 
at  worksites,  students  in  schools,  medical  pro- 
fessionals at  healthsites,  and  individuals  in 
communities  throughout  the  state. 

The  following  represents  the  American 
Heart  Association  of  Delaware’s  1991-92  report 
of  program  activities  to  the  Medical  Society: 

The  Delaware  Heart  Center:  This  past  year, 
the  AHA  of  Delaware  began  construction  of 
a new  facility  which  will  act  as  a ‘liub”  for 
affiliate  staff,  volunteers  and  business  op- 
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erations.  It  will  include  a conference  cen- 
ter, a nutrition  education  center,  and  a 
Heart  Education  Center,  which  will  house 
sections  detailingthe  anatomy  and  physiol- 
ogy of  the  cardiovascular  system,  various 
aspects  of  heart  disease,  diagnostic  and 
treatment  options  available,  and  ways  to 
prevent  heart  disease.  We  hope  to  have  the 
building  completed  and  ready  for  use  by  the 
public  in  the  fall  of  1993. 

Research:  To  achieve  our  mission, we  must 
explore  new  ways  to  prevent  and  treat 
cardiovascular  diseases  and  stroke.  The 
AHA  of  Delaware  allocated  $212,000  to 
support  the  projects  of  12  area  researchers 
in  1991-92,  two  of  whom  were  from  the 
University  of  Delaware  and  one  from  the 
Medical  Center  of  Delaware.  Another 
$135,257  raised  by  contributions  will  sup- 
port national  research. 

Programs:  Last  year,  community  education 
programs  reached  9.7  percent  ofDelaware’s 
population  or  63,945  individuals. 

Worksite:  Heart  at  Work  is  a wellness  pro- 
gram for  the  workplace  that  identifies  car- 
diovascular risk  reduction.  The  program 
focuses  on  lifestyle  changes  in  the  areas  of 
nutrition,  exercise,  high  blood  pressure  and 
smoking  cessation.  Last  year.  Heart  at 
Work  reached  3,897  employees. 

Schoolsite:  Our  school  programs  teach  chil- 
dren from  kindergarten  through  12th  grade 
the  importance  of  keeping  one’s  heart 
healthy.  Last  year,  3,758  studentsin  schools 
and  day  care  centers  throughout  Delaware 
used  the  Heart  Treasure  Chest.  Another 
7,614  students  in  grades  1-7  learned  about 
the  heart  through  the  Learning  About  Your 
Heart  kits  and  3,229  students  in  middle  and 
senior  high  schools  utilized  AHA’s  Heart 
Decisions  kits.  Eat  Smart  For  a Healthy 
Heart  is  a week-long  program  designed  to 
reach  all  students  in  school  cafeterias,  as 
menus  are  modified  to  include  low-fat  and 
low-cholesterol  choices  duringHeartMonth. 
Over  70,000  students  took  part  in  the  pro- 
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gram.  In  addition,  the  Tin  Man  visited 
5,223  elementary  students.  The  Smoke- 
Free  Class  of  2000,  a joint  project  of  the 
American  Heart  Association,  American 
Lung  Association  and  the  American  Cancer 
Society,  that  strives  to  produce  a graduat- 
ing high  school  class  of  non-smokers  by  the 
year  2000  reached  235  students. 

Healthsite:  A Cholesterol  Education  Program 
for  Nurses  (CEPN),  which  provided  up-to- 
date  information  on  lipid  abnormalities  and 
their  relationship  to  cardiovascular  disease, 
nutrition  intervention,  phar-macologic  in- 
tervention, and  the  role  of  the  nurse  in 
patient  education,  was  attended  by  95  reg- 
istered nurses.  Five  cardiac  support  groups 
are  held  each  month  to  provide  cardiac 
patients  and  their  families  the  opportunity 
to  meet  and  discuss  topics  of  concern.  A 
total  of  1,286  persons  attended  these  meet- 
ings statewide. 

Communitysite:  Throughout  Delaware,  the 
American  Heart  Association  is  called  on  to 
provide  services  and  programs  for  the  gen- 
eral public.  Heart  volunteers  screened 
12,481  people  for  high  blood  pressure  and 
250  cholesterol  screenings  were  done.  The 
Speakers’  Bureau  volunteers  brought  Heart 
Healthy  information  to  1,051  people.  The 
AHA  of  Delaware  attends  health  fairs  for 
greater  visibility  in  the  community  and  to 
reach  the  public  with  educational  litera- 
ture. This  year  we  attended  20  health  fairs, 
and  we  communicated  with  30,000  people. 
The  Food  Festival,  a week-long  cholesterol 
awareness  program,  was  conducted  at  38 
sites  in  the  state  which  targeted  senior 
centers,  retirement  homes  and  worksite 
cafeterias. 

Emergency  Cardiac  Care:  A total  of  22,408 
people  were  trained  in  the  life  saving  tech- 
nique of  cardiopulmonary  resuscitation. 
The  AHA  maintains  an  effective  team  of 
700  instructors.  In  addition,  235  people 
learned  CPR  through  the  aid  of  computers 
at  the  Association’s  offices.  Our  Advanced 
Cardiac  Life  Support  program  educated 
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796  medical  professionals  on  the  use  of 
equipment  and  drugs  in  emergency  situa- 
tions. The  AHA  trained  40  Pediatric  Ad- 
vanced Life  Support  instructors  who  con- 
ducted courses  for  166  medical  profession- 
als on  the  emergency  treatment  of  children. 

On  behalf  of  the  American  Heart  Associa- 
tion of  Delaware,  I wish  to  thank  the  medical 
community  for  their  continued  support  of  the 
Association  and  its  many  programs. 

James  W.  Blasetto,  M.D. 

President 

American  Lung  Association  of  Delaware 

The  mission  of  the  American  Lung  Associa- 
tion is  to  fight  lung  disease.  Through  the 
concern  of  local  donors  and  volunteers  the 
American  Lung  Association  of  Delaware  con- 
tinues to  work  towards  this  goal.  The  Associa- 
tion is  a viable,  non-profit  organization,  serving 
the  entire  State  of  Delaware.  Programs  and 
services  are  provided  which  allow  Delawareans 
to  live  a long,  full  life.  Five  areas  - adult  lung 
disease,  pediatric  lung  disease,  environmental 
health,  school  health  and  smoking  - are  tar- 
geted throughout  the  year.  Below  is  a represen- 
tation of  the  American  Lung  Association  of 
Delaware’s  accomplishments  in  the  five  pro- 
gram areas. 

Adult  Lung  Disease  : Monthly  support  groups 
continued  to  meet  for  adults  with  lung 
disease  and  sarcoidosis.  Family  members 
and  friends  were  invited  to  attend  as  well. 
A quarterly  newsletter  was  published  for 
patients  with  lung  disease  to  provide  edu- 
cation. An  annual  flu/pneumonia  campaign 
proved  successful.  Over  24,000  Delawar- 
eans received  their  flu  shot  and  over  4,600 
received  the  pneumonia  vaccine.  More  than 
175  health  care  professionals  attended  the 
annual  Perspectives  in  Pulmonary  Care 
Symposium. 

Pediatric  Lung  Disease:  A quarterly  news- 
letter for  families  who  have  children  with 
asthma  was  produced  as  well  as  a newslet- 
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ter  for  school  nurses.  Family  Asthma  Days 
were  held  throughout  Delaware  to  help 
children  become  more  knowledgeable  about 
their  asthma  and  to  help  families  better 
handle  asthma.  An  update  on  asthma  for 
school  nurses  was  held  along  with  other 
workshops.  Peak  flow  meters  were  pro- 
vided to  75  school  nurses.  A monthly  sup- 
port system  continued  to  be  held  for  fami- 
lies who  have  children  with  asthma. 

Environmental  Health:  A daily  air  quality 
report  was  provided  to  local  radio  stations 
as  well  as  newspapers.  This  year  over  6,000 
third  grade  students  participated  in  Clean 
Air  Week  by  wearing  sky  blue  ribbons  to 
create  awareness  of  air  pollution  issues. 
During  the  month  of  October,  Car  Care 
Month  and  Radon  Awareness  Week  pro- 
vided many  opportunities  to  educate  Dela- 
wareans about  car  maintenance  and  vari- 
ous outdoor  and  indoor  air  pollution  issues. 

Smoking:  Freedom  From  Smoking  Clinics 

continued  in  the  community  and  the  work 
place.  Other  quit  smoking  materials  in- 
cluded a self-help  manual  and  a video  ap- 
proach. 

School  Health:  A two-year  grant  received  by 
the  Jessie  Ball  duPont  Fund  has  permitted 
the  Association  to  have  a School  Health 
Assistant  in  each  county.  It  also  has  pro- 
vided every  teacher  in  the  State  with  a 
comprehensive  smoking  education/preven- 
tion program.  This  includes  modules  for  K- 
5,  a marijuana  program  for  grades  5-6,  peer 
education  for  grades  7-8  and  a video  pro- 
gram for  grades  9-12.  An  additional  pro- 
gram offered  was  Students  Teach  Students. 
High  school  students  were  trained  to  go 
into  the  elementary  schools  and  talk  about 
the  harmful  effects  of  cigarette  smoking. 
An  octopus-like  character  also  met  the  chil- 
dren. 

The  Lung  Association  will  continue  to  re- 
fine and  create  programs  to  reach  its  mission. 

We  thank  the  medical  community  for  their 
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continued  support  of  the  Association  and  its 
many  programs.  Remember  - “If  you  can’t 
breathe,  nothing  else  matters.” 

John  J.  Chabalko,  M.D. 

Liaison 

Arthritis  Foundation,  Delaware  Chapter 

In  response  to  Dr.  Marvel’s  request,  I am 
forwarding  a brief  report  on  the  medical-re- 
lated activities  of  the  Delaware  Chapter  of  the 
Arthritis  Foundation  during  the  past  year. 

The  Medical  and  Scientific  Committee  of 
the  Arthritis  Foundation  in  Delaware  has  con- 
tinued to  meet  regularly.  Our  major  activity 
during  the  past  12  months  has  been  to  present 
theAnnual  Rheumatology  Spring  Update.  Once 
again,  this  conference  was  very  well  received  by 
practitioners,  and  there  were  excellent  talks  by 
nationally  respected  experts  on  surgical  man- 
agementofthehand,  systemic  lupus,  soft  tissue 
rheumatism,  pain  management,  and  multi-dis- 
ciplinary health  care  interventions.  The  Ar- 
thritis Foundationhas  also  received  supportfor 
a fellowship  training  grant  in  pediatric 
rheumatology,  and  there  is  an  ongoing  nursing 
research  grant,  related  to  the  elderly  with  ar- 
thritis and  their  transitions  from  hospital  to 
long-term  care  facilities.  The  Foundation  has 
been  pleased  to  welcome  two  new  practicing 
adult  rheumatologists  to  Wilmington,  Drs. 
Nancy  Murphy  and  Daniel  Burge,  and  a new 
academic  pediatric  rheumatologist.  Dr.  Carlos 
D.  Rose,  to  the  Alfred  I.  duPont  Institute. 

The  Foundation  continues  to  present  a broad 
spectrum  of  patient  and  public  education  con- 
ferences, and  distributes  at  minimal  cost  a wide 
range  of  patient  education  brochures  which  are 
available  to  physicians  in  the  community. 

Thank  you  for  your  continuing  interest  in 
the  Arthritis  Foundation;  we  would  be  pleased 
to  provide  you  with  further  information,  if  that 
would  be  useful  to  you. 

Bernhard  H.  Singsen,  M.D. 

Liaison 
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Coordinating  Council  for  Children  with 
Disabilities 

Below  please  find  the  information  requested 
regarding  1991-92  activities  of  the  Coordinat- 
ing Council  for  Children  With  Disabilities,  Inc. 

Integrated  Service  Information  System 
for  Delaware  (ISIS)  - Development  and  ini- 
tiation of  ISIS  constitutes  the  council’s  major 
accomplishment  for  the  past  year.  ISIS  is  an 
integrated  computerized  system  for  tracking 
children  with  or  at  risk  for  disabilities  from 
birth  through  age  8.  The  system  was  developed 
through  a grant  from  the  Robert  Wood  Johnson 
Foundation.  The  Longwood  Foundation  has 
also  funded  the  implementation  phase  for  ‘92- 
93.  ISIS  is  integrated  with  the  following: 

• Medicaid  eligibility 

• All  Public  Health  information  including 
immunization  information 

• Neonatal  intensive  care  units  throughout 
the  state 

• Division  of  Mental  Retardation’s  early  in- 
tervention programs  statewide 

• Child  Development  Watch  Agencies 

• Three  private  practitioners 

• For  the  coming  year  ISIS  will  integrate 
with  additional  practitioners,  hospital  nurs- 
eries, and  additional  community  agencies. 

Training  Accomplishments  - Two  pedi- 
atric grand  rounds  at  the  Medical  Center  of 
Delaware  relating  to  children  and  adolescents’ 
mental  health  problems.  Statewide  conference 
attended  by  more  than  250  people  titled  “The 
New  Frontier  Person  Centered  Collaboration” 
which  identified  alternative  approaches  to  sup- 
porting people  with  severe  disabilities  in  our 
communities. 

Delaware  Advocacy  Coalition  for  People 
With  Disabilities  - The  council  continued  to 
facilitate  this  group  which  advocates  appropri- 
ate legislation  and  policies.  This  group  devel- 
oped a legislative  agenda  and  sponsored  a fo- 
rum in  April  which  attracted  over  75  individu- 
als and  legislators. 
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Individuals  with  Disabilities  Educa- 
tion Act  (IDEA)  - Actively  involved  in  the 
planning  stages  of  this  federal  grant  which 
aims  to  plan  a comprehensive  intervention  sys- 
tem for  children  from  birth  to  three. 

Interagency  Council  for  Children  and 
Families  - Active  participation  in  this  group 
whose  goal  is  to  coordinate  systems  for  those 
children  in  school  who  need  additional  services 
from  other  agencies.  The  council  is  co-chair  of 
the  Confidentiality  Committee.  Its  goal  is  to 
develop  uniform  procedures  for  sharing  infor- 
mation across  state  agencies  while  protecting 
the  confidentiality  of  private  information. 

It  has  been  a pleasure  to  serve  with  the 
Coordinating  Council,  and  I intend  to  remain 
involved  over  the  coming  year.  Please  give  me 
a call  if  there  are  further  questions. 

Jaime  H.  Rivera,  M.D. 

Liaison 

Delawareans  United  to  Stop  Tobacco 
(DUST) 

This  coalition  was  started  in  the  fall  of  1989 
with  the  dual  purpose  of  coordinating  the  ef- 
forts of  Delawareans  interested  in  developing 
ways  to  reduce  the  impact  of  tobacco  on  the 
people  of  Delaware,  and  in  preparation  for  an 
application  to  the  National  Cancer  Institute  for 
a Tobacco  Control  Contract  called  ASSIST. 
Unfortunately  Delaware  did  not  get  an  ASSIST 
Contract  and  some  of  the  impetus  for  DUST 
was  lost.  However,  there  is  a new  effort  being 
stimulated  by  the  Delaware  Division  of  Public 
Health  to  reactivate  the  core  of  about  25  indi- 
viduals and  agencies  and  up  to  1 10  other  groups 
to  promote  actions  to  free  Delawareans,  espe- 
cially children,  from  the  harmful  effects  of  to- 
bacco. 

Since  DUST  was  formed,  evidence  has  been 
established  linking  second-hand  tobacco  smoke 
to  illness,  especially  among  children,  as  well  as 
additional  deaths  from  lung  cancer.  Justifica- 
tion for  rejuvenating  DUST  is  self-evident.  A 
strong  DUST  is  needed  among  other  things  to 
overcome  the  power  of  the  cigarette  lobby  in 
Dover,  which  has  made  smokers’  rights  bills  out 
of  bills  introduced  to  reduce  risks  associated 
with  exposure  to  indoor  air  contaminated  by 
tobacco  smoke.  DUST  is  also  needed  to  stimu- 
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late  health  behavior  education  in  the  schools  to 
help  students  make  the  right  choice  when  they 
are  exposed  to  peer  and  advertising  pressure  to 
join  the  ranks  of  addicted  smokers. 

The  Medical  Society  is  urged  to  take  a 
proactive  role  with  other  interested  groups  to 
reactivate  DUST.  It  is  not  appropriate  for  a 
State  Agency  such  as  the  Division  of  Public 
Health  to  mount  a ‘lobbying  effort.”  Thus  the 
need  for  leadership  for  DUST  from  outside  of 
Public  Health. 

Robert  W.  Frelick,  M.D. 

Liaison 

Delaware  Alliance  for  Health  Care 

The  Delaware  Alliance  for  Health  Care  is 
an  organization,  relatively  new,  of  physicians 
and  non-physicians  whose  goal  is  to  conduct 
educational  efforts  to  seek  solutions  toward 
improving  access  to  health  care  for  the  poor. 

For  the  past  year,  the  Alliance  has  ex- 
pended its  efforts  in  planning  for  an  all-day 
conference  for  people  in  all  walks  of  life,  both 
professional  and  non-professional. 

The  conference,  “Health  Care:  Right  or 
Privilege?  Searching  for  Solutions”  was  held  in 
Wilmington  at  the  Grand  Opera  House  on  Sep- 
tember 12, 1992.  A copy  ofthe  program  is  on  file 
in  the  Medical  Society  office.  Some  of  the 
speakers  were  national  figures,  some  local. 
There  were  approximately  700  persons 
attending,  and  there  was  excellent  audience 
participation  in  the  numerous  question/answer 
sessions.  We  believe  that  the  Alliance  achieved 
its  goal  of  emphasizing  the  existing  problems  to 
the  participants,  and  guiding  and  stimulating 
them  to  think  of  possible  solutions. 

At  the  conference,  the  Alliance  distributed 
forms  to  be  filled  out  by  those  who  wished  to  join 
the  Delaware  Alliance  for  Health  Care.  An 
appreciable  number  of  participants  did  so. 

With  its  now  increased  membership,  the 
Alliance  will  now  seek  new  activities  to  further 
its  goals. 

David  Platt,  M.D. 

Liaison 

Delaware  Center  for  Wellness  (DCW) 

The  Delaware  Center  for  Wellness  (DCW) 


Del  Med  Jrl,  February  1993,  Vol  65,  No  2 


Proceedings  - Part  II 


has  in  the  last  year  added  strength  and  depth  to 
its  board,  broadened  its  financial  base,  and 
increased  its  membership  to  over  72  companies. 
Carol  Soha,  R.N.  Ph.D.,  the  director,  is  now 
working  full  time  for  the  DCW  with  the  full 
time  help  of  Caroline  Stevenson,  and  they  are 
looking  for  a part  time  clerk.  The  DCW  moved 
to  the  Pike  Creek  Sports  and  Medical  Center  on 
Limestone  Road  several  blocks  from  the 
Kirkwood  Highway  in  the  last  year.  With 
Board  help,  a grant-in-aid  was  received  from 
the  Legislature  and  the  DCW  is  continuing  to 
apply  for  assistance  from  the  Division  ofHealth’s 
Preventive  Block  Grant  from  the  Center  for 
Disease  Control.  Membership  fees  alone  are 
not  enough  to  sustain  its  program. 

The  DCW  mission  of  wellness  is  focused  on 
the  workplace  with  an  increased  emphasis  on 
recruiting  small  companies.  In  the  past  the 
staff  has  concentrated  on  helping  large  compa- 
nies, usually  ones  with  personnel  already  de- 
voted to  health,  to  become  oriented  to  the  value, 
need,  and  feasibility  of  developing  their  own 
wellness  program,  and  providing  added  re- 
sources of  materials  and  advice  for  such  pro- 
grams as  they  develop.  Small  companies  also 
need  this  level  of  assistance.  This  challenges 
DCW  to  provide  optimal  service  to  an  increas- 
ing number  of  companies,  of  various  sizes  and 
needs,  while  operating  with  a small  staff. 

DCW  successfully  coordinated  a worksite 
trade  show  on  September  16th  highlighting 
local  providers  for  industrial  wellness  programs 
and  services.  The  DCW  6th  annual  conference 
is  scheduled  for  November  18th  at  Clayton 
Hall.  This  year’s  conference,  “Closing  the  Gap: 
Health  Issues  in  a Diverse  Workforce,”  focuses 
on  minority  health  and  timely  issues  such  as 
managing  workmen’s  compensation  employee 
assistance  programs  and  programming  hard- 
to-reach  populations.  DCW  publishes  a quar- 
terly newsletter  for  its  members  and  continues 
to  have  monthly  conferences  for  topics  to  en- 
hance the  health  of  workers  in  multiple 
worksites. 

In  spite  of  the  fact  that  DCW  was  developed 
and  stimulated  by  grants  received  by  the  Divi- 
sion of  Public  Health  and  that  Dr.  Soha  was  on 
the  Public  Health  Staff  until  this  year,  the 
current  relationship  to  the  State  Division  of 
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Public  Health  is  not  clear.  Although  DCW  is 
carrying  out  a prime  function  of  Public  Health, 
Prevention,  by  stimulating  resources  within 
the  business  community  to  maintain  and  im- 
prove the  health  of  their  employee,  there  seems 
to  be  a feeling  among  some  that  if  the  ties  to 
State  Public  Health  are  too  close,  state  support 
will  be  expected  and  local  efforts  to  promote 
prevention  may  be  inhibited. 

The  Medical  Society  is  urged  to  continue 
support  of  this  health  prevention  effort  profes- 
sionally, and,  when  needed,  in  Dover. 

Robert  W.  Frelick,  M.D. 

Liaison 

Delaware  Epilepsy  Association 

The  Delaware  Epilepsy  Association  has  con- 
tinued to  be  an  active  participant  in  education 
and  delivery  of  care  despite  the  increasing 
restraints  brought  on  by  the  shrinking 
financial  base  all  such  agencies  are  facing. 
Particular  effects  have  led  to  continuing  and 
increasing  school  alert  programs  to  educate  the 
school  and  students  about  epilepsy,  beginning 
an  education  program  for  the  Hispanic  commu- 
nity, continued  success  of  the  Tel-Med  Program 
in  both  Spanish  and  English,  continued  main- 
tenance of  an  emergency  medication  program 
for  people  who  are  indigent,  as  well  as  a 
number  of  educational  programs. 

We  would  usually  encourage  the  Society  to 
support  Delaware  Epilepsy  fund  raisers,  par- 
ticularly the  auction  held  in  the  early  Spring. 

There  now  has  been  considerable  national 
movement  on  trying  to  standardize  and  make 
clear  helpful  and  consistent  guidelines  in  refer- 
ence to  people  with  epilepsy  to  operate  motor 
vehicles.  The  present  laws  in  the  State  of 
Delaware  tend  to  have  patients  with  epilepsy 
refrain  from  appropriate  treatment  because  of 
fear  of  being  reported,  put  unnecessary  report- 
ing burdens  on  physicians,  and  are  out  of  step 
with  national  regulations.  These  need  to  be 
changed  and  the  Delaware  Epilepsy  Associa- 
tion will  be  coming  again  to  the  Medical  Society 
of  Delaware  to  try  to  change  this  situation. 

S.  Charles  Bean,  M.D. 

Liaison 
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Diamond  State  Organ  Donor  Association 

The  main  reason  for  forming  this  organiza- 
tion is  to  educate  the  public  about  organ/tissue 
donation  and  the  urgent  need  for  their  consid- 
eration of  this  gift.  In  September  1992,  we 
mourned  the  loss  of  a 15-year-old  Salesianum 
student  who  did  not  live  long  enough  to  receive 
a heart  that  would  have  given  him  a second 
chance. 

To  prevent  such  tragedies,  we  must  make 
contact  with  as  many  segments  of  society  as 
possible.  Wherever  large  groups  of  people  are 
to  be  found,  we  must  be  present  with  our  post- 
ers, brochures  and  healthy  recipients.  This  has 
taken  us  to  the  schools,  churches,  the  work- 
place, government  groups,  medical  groups,  clubs 
and  other  recreational/public  events  such  as 
the  State  Fair.  Our  specific  activities  included: 

1.  Mailed  lesson  plans  with  background  mate- 
rial on  organ/tissue  donation  to  science 
teachers  in  each  Delaware  secondary  school. 
Videos  and  recipients  as  speakers  were  also 
offered. 

2.  Talked  to  church  groups  and  mailed  brief 
inserts  for  weekly  bulletins  to  all  churches. 

3.  Contacted  many  businesses,  participating 
in  health  fairs  sponsored  by  Dupont  and 
ICI.  Have  even  talked  at  safety  meetings. 
Placed  posters  with  brochures  in  pocket  on 
employee  bulletin  boards.  Submitted  ar- 
ticles for  company  monthly  newsletters. 

4.  Urged  the  Department  of  Motor  Vehicle  to 
facilitate  access  to  our  brochures.  In  coop- 
eration with  Kidney-One,  a new  brochure 
has  been  designed  with  a peelable  green  dot 
to  be  placed  on  the  driver’s  license.  A slogan 
was  printed  on  all  state  employee  paychecks 
twice  yearly  in  1992,  and  brochures  were 
distributed  with  New  Castle  County  pay- 
checks  in  1992.  The  State  Police  Academy 
has  been  showing  our  educational  video 
and  distributing  brochures  to  each  class  of 
recruits. 

5.  Displayed  posters,  brochures  at  the  Alfred 
I.  duPont  Institute,  the  Medical  Center  and 
St.  Francis.  Attended  health  fair  at  Kent 
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General.  Submitted  information  for  Focus 
published  by  the  Medical  Center.  i 

6.  Spoke  to  many  service  groups  such  as 
Kiwanis,  Rotary,  Shrine  and  Jaycees. 

7.  Manned  a booth  for  ten  days  at  the  Dela- 
ware State  Fair.  Distributed  thousands  of 
brochures. 

8.  Organized  the  Tri-State  Second  Chance 
North  made  up  of  recipients,  donors  and 
interested  family  members.  This  subgroup 
complements  the  Tri-State  Second  Chance 
South  in  southern  Delaware.  Both  work 
under  the  umbrella  of  D.S.O.D.A.,  Inc. 

John  Noseworthy,  M.D; 

Liaison 

The  Delaware  State/Upper  Shore  of 
Maryland  Chapter,  The  March  of  Dimes 
Birth  Defects  Foundation  j 

The  Delaware  Chapter  of  the  March  of 
Dimes  has  continued  its  efforts  to  ensure  that 
every  baby  born  in  Delaware  is  healthy  by 
expanding  its  educational  efforts.  The  Board  of 
Directors  has  met  with  Steve  Golding  and  Kay 
Holmes,  the  Chairman  and  Executive  Director, 
respectively,  of  the  Delaware  Health  Care  Com- 
mission to  discuss  its  concern  about  Delaware’s 
high  infant  morality  rate. 

Meetings  with  the  various  gubernatorial 
candidates  have  been  scheduled  to  discuss  the  j 
importance  of  children’s  and  women’s  health  ! 
issues.  The  March  of  Dimes  volunteers  and 
staff  continue  to  provide  the  “Babies  and  You” 
program  to  various  businesses  to  educate  the 
public  about  the  importance  of  prenatal  care. 

Finally,  the  professional  and  lay  commu- 
nity was  again  treated  to  the  biennial  Genetics 
Week  chaired  by  Dr.  Digamber  Borgaonkar 
March  23rd  through  28th. 

Garrett  H.C.  Colmorgen,  M.D. 

Liaison 

Delaware  Health  Care  Commission 

The  Delaware  Health  Care  Commission 
was  formed  for  the  purpose  of  implementing  the 
recommendations  of  the  Indigent  Health  Care 
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Task  Force  and  to  “insure  basic  and  affordable 
health  care  to  all  Delawareans  while  address- 
ing the  economic  pressures  of  the  health  care 
system  as  a whole  in  Delaware.”  The  commis- 
sion was  placed  withi  n the  Department  of  Health 
and  Social  Services  for  budgetary  and  adminis- 
trative purposes,  but  the  fiscal  year  1993  bud- 
get act  calls  for  it  to  move  into  the  executive 
office  on  January  1,  1993.  The  offices  of  the 
Health  Care  Commission  will  move  from 
Wilmington  to  Dover  in  1993. 

The  commission  has  developed  a strategic 
plan  and  a committee  system  which  draws  from 
the  community  at  large  and  has  played  a role  in 
effecting  changes,  particularly  with  regard  to 
enhancing  health  care  for  children  and  insur- 
ance reform. 

The  enactment  of  House  Bill  571,  Small 
Employer  Health  Insurance  Availability  Act, 
developed  by  the  Insurance  Reform  Commit- 
tee, should  eventually  effect  reforms  in  the 
small  group  market.  The  Committee  is  now 
involved  in  the  development  of  regulations  for 
House  Bill  571.  The  Insurance  Reform  Com- 
mittee will  work  with  the  Delaware  Depart- 
ment of  Insurance  in  the  development  of  a basic 
benefit  plan  and  the  establishment  of  a re- 
insurance pool.  This  working  group  will  also 
study  and  make  recommendations  on  man- 
dated benefits. 

Health  care  for  children  has  been  an  impor- 
tant focus  of  commission’s  activity.  The  com- 
mission has  facilitated  Medicaid  eligibility  for 
pregnant  women  and  infants,  up  to  185  percent 
of  the  federal  poverty  level,  as  well  as  Medicaid 
eligibility  for  children  up  to  age  18  up  to  100 
percent  of  the  federal  poverty  level.  In  addi- 
tion, the  commission  has  catalyzed  an  agree- 
ment between  the  state  of  Delaware  and  the 
Nemours  Foundation  for  primary  health  care 
clinics  for  children  up  to  175  percent  of  the 
federal  poverty  level. 

The  commission  has  agreed  to  support  two 
managed  health  care  projects.  A proposal  from 
the  Nanticoke  Memorial  Hospital  offers  a hos- 
pital-based primary  care  delivery  model  from 
western  Sussex  County.  It  stresses  alternative 
providers,  e.g.,  nurse  midwives  and  nurse 
practitioners,  and  uses  Nanticoke  Memorial 
Hospital  as  a referral  source  to  the  provider 
community.  The  Delaware  Health  Plan  has 


been  funded  for  a proposal  which  offers  an 
Individual  Practice  Association  direct  contract 
model  HMO  to  Delawareans.  This  model  would 
incorporate  AFDC  clients,  the  Nemours  CHILD 
project  and  school  Wellness  Centers  where  ap- 
propriate. 

The  commission  also  helped  catalyze  a joint 
venture  between  the  Medical  Society  of  Dela- 
ware and  the  state  of  Delaware  called  “The 
Voluntary  Initiative  Program.”  This  program 
combines  a mutual  goal  for  increasing  access  to 
health  care  to  those  with  no  insurance  with 
good  Samaritan  volunteerism  and  increased 
government  resources.  An  initial  funding  of 
$125,000  is  being  provided  by  the  Health  Care 
Commission  to  the  non-profit  organization 
formed  by  the  Medical  Society  of  Delaware  for 
the  purpose  of  funding  this  program.  The 
Delaware  Foundation  for  Medical  Services  will 
provide  oversight  to  the  development  of  this 
program. 

The  commission  has  begun  work  on  the 
statutorily  created  Cost  Containment  Commit- 
tee. House  Bill  627  charges  the  Cost  Contain- 
ment Committee  with  reviewing  factors  that 
drive  up  hospital  costs.  It  is  to  recommend 
specific  means  of  containing  the  growth  of  costs 
through  voluntary,  administrative,  regulatory 
and  other  innovative  health  care  financing 
mechanisms. 

A Health  Children  Committee  is  working 
towards  the  development  of  a comprehensive 
coordinated  and  integrated  system  of  services 
for  children  in  Delaware.  In  addition,  infant 
mortality  grants  have  provided  slightly  over 
$400,000  for  this  legislated  focus. 

A Comprehensive  Reform  Committee  has 
been  established  to  develop  a comprehensive 
health  care  proposal  for  the  state.  Committee 
Chairperson,  Sally  Gore,  will  be  working  with 
the  Center  for  Applied  Demography  and  Sur- 
vey Research  of  the  University  of  Delaware,  a 
to-be-selected  health  policy  institute,  consum- 
ers, providers,  the  health  insurance  industry 
and  policy  makers. 

Robert  G.  Kettrick,  M.D. 

Liaison 

The  report  was  filed  with  the  recommen- 
dation that  the  Medical  Society  of  Dela- 
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ware  request  that  the  state  ask  the 
Nemoxu’s  Foundation  to  establish  dialogue 
with  the  state  and  with  other  health  care 
providers  in  the  area  with  regard  to  the 
formation  and  implementation  of  its  plan 
so  as  to  avoid  the  risk  of  losing  federal 
funding,  as  well  as  jeopardizing  the  influx 
of  family  practitioners  to  Kent  and  Sussex 
Counties.  The  Reference  Committee  rec- 
ommended that  the  physician  member- 
ship on  the  Health  Care  Commission  be 
increased. 


The  Delaware  Institution  for  Medical 
Education  and  Research  (DIMER) 

The  DIMER  program  has  had  a productive 
year  in  response  to  new  challenges  and  re- 
quests for  involvement  in  a number  of  new 
programs  and  initiatives.  The  board  member- 
ship has  remained  unchanged,  and  Robert  Still, 
serving  as  Executive  Director,  has  provided 
guidance  and  skill  in  our  relations  with  the 
state  government  and  the  community  at  large. 

The  DIMER  board  met  three  times,  pre- 
pared the  1992  budgetfor  submission,  defended 
the  budget  before  the  Joint  F inance  Committee 
and  distributed  the  budget  according  to  the  line 
items  described  in  the  state  budget  bill.  The 
Delaware  Academy  of  Medicine  again  managed 
the  scholarship  distribution,  and  scholarships 
were  provided  this  year  in  the  amount  of 
$182,000  to  34  medical  students  at  Thomas 
Jefferson  Medical  School  based  on  need. 

In  addition,  a subcommittee  of  the  DIMER 
board  distributed  grants  from  the  Health  Care 
Commission  to  aid  new  primary  care  physi- 
cians recruited  to  practice  in  Delaware  in 
underserved  areas  identified  in  three  of  our 
counties.  Funds  were  also  granted  to  the  Uni- 
versity of  Delaware  Department  of  Advanced 
Nursing  Science  to  support  the  development  of 
a family  nurse  practitioner  track. 

In  February  1992,  Governor  Michael  N. 
Castle  hosted  a dinner  at  Buena  Vista  to  which 
he  invited  second-year  residents  in  Delaware’s 
primary  care  programs.  He  also  invited  hospi- 
tal administrators  and  members  of  the  DIMER 
board.  Governor  Castle  outlined  in  great  detail 
the  advantages  oflivingand  practicing  in  Dela- 
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ware.  We  plan  to  continue  this  dinner  and 
recruiting  effort  on  an  annual  basis. 

The  DIMER  board  also  requested  that  all  or 
part  of  the  DIMER  funds  awarded  to  institu- 
tions in  Delaware  be  used  for  the  education  of 
health  care  professionals. 

The  DIMER  board  supported  the  continua- 
tion of  the  Medical  Technology  Program  at  the 
University  of  Delaware,  and  led  a fund-raising 
effort  to  solicit  funds  from  Delaware  physi- 
cians. 

Meetings  were  held  with  the  Association  of 
Delaware  Hospitals  to  discuss  DIMER’S  role  in 
effective  recruiting  for  all  hospitals  of  primary 
care  physicians  and  allied  health  professionals. 
A meeting  is  scheduled  in  the  near  future  to 
discuss  a method  of  statewide  cooperative  re- 
cruiting utilizing  both  groups  and  the  develop- 
ment department  of  the  State  of  Delaware. 

As  promised  in  last  year’s  report,  using  the 
resources  of  DIMER  partners,  we  have  focused 
efforts  to  seek  additional  funds  from  the  Robert 
Wood  Johnson  Foundation.  A grant  proposal 
was  submitted  to  develop  a primary  care  re- 
cruitment program  in  which  partners  in  this 
proposal  were  Thomas  Jefferson  University, 
University  of  Delaware,  Medical  Center  ofDela- 
ware  and  the  Department  of  Health  and  Hu- 
man Services. 

As  a result  of  our  agreement  with  Thomas 
Jefferson  Medical  School,  this  year  27  students 
gained  admission  through  the  DIMER  program. 

The  goals  of  DIMER  remain  the  same:  To 
improve  medical  education  opportunities  for 
Delawareans  in  health  care,  as  an  alternative 
to  a state  medical  school  and  to  expand  oppor- 
tunities for  Delawareans  to  train  in  health  care 
fields  at  a reasonable  cost.  We  also  strive  to 
strengthen  factors  favoring  decisions  by  health 
professionals  to  practice  in  Delaware,  to  in- 
crease the  role  of  the  University  of  Delaware 
and  the  Medical  Center  of  Delaware  and  Tho- 
mas Jefferson  Medical  College  and  other  health 
care  providers  in  Delaware,  to  identify  health 
care  resources  and  to  plan  a system-wide  ap- 
proach to  health  care  delivery  in  Delaware. 

As  in  the  past,  we  will  negotiate  a contract 
with  Thomas  Jefferson  Medical  College  to  make 
every  effort  to  accept  20  Delaware  residents  per 
year  as  they  have  in  the  past.  We  will  allocate 
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funds  for  scholarship  assistance  for  needy  Dela- 
ware residents  attending  Jefferson,  and  will 
implement  a health  care  recruitment  program 
to  attract  primary  care  physicians  and  other 
health  care  professionals  to  Delaware.  To  bring 
this  about,  DIMER,  with  the  assistance  of  the 
Medical  Research  Institute  of  Delaware,  the 
Association  of  Delaware  Hospitals  and  the  Uni- 
versity of  Delaware,  will  conduct  a statewide 
needs  assessment  to  identify  the  professional 
short  fall  statewide. 

In  addition,  we  will  award  scholarships  in 
larger  amounts  to  primary  care  focused  stu- 
dents who  will  agree  to  return  to  Delaware  to 
practice  medicine  in  underserved  areas  as  loans, 
with  the  provision  for  loan  cancellation  if  they 
do  return  to  practice  for  a specified  period  of 
time. 

This  can  now  be  accomplished  without  ad- 
ditional legislative  action.  Finally,  we  will 
continue  to  develop  the  health  care  professional 
recruitment  program  and  to  provide  health 
care  professions  in  underserved  areas  and  pri- 
mary care  specialties. 

In  conclusion,  DIMER  will  continue  to  co- 
operate with  all  related  agencies  statewide,  in 
an  attempt  to  improve  health  care  access  and 
availability  for  all  citizens  of  Delaware. 

Leslie  W.  Whitney,  M.D. 

Liaison 

The  report  was  filed. 

Delaware  Medical  Political  Action 
Committee  (DELPAC) 

A year  such  as  1992  comes  but  once  every 
other  decade.  Because  of  the  census  and  reap- 
portionment, there  is  an  election  for  all  the 
seats  in  Legislative  Hall,  and  we  are  electing  a 
new  president.  This  will  nothappen  again  until 
2012!  This  presents  more  than  the  usual  num- 
ber of  races  and  DELPAC  has  been  active. 
Numerous  physicians  have  met  with  candi- 
dates for  both  national,  statewide  and  legisla- 
tive offices.  As  in  previous  years,  DELPAC  has 
contributed  to  many  candidates  of  both  parties. 
Some  of  us  are  active  in  the  ongoing  campaign 
efforts  of  candidates  running  for  both  state  and 
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national  offices.  Our  PAC  has  had  a very 
successful  year,  and  this  would  not  have  been 
possible  without  excellent  support  from  Beverly 
Dieffenbach,  Mark  Meister,  the  DELPAC  Board, 
and  physicians  like  yourselves.  My  heartfelt 
thanks  to  you  all. 

Next  year  will  be  a very  challenging  one  for 
medicine.  Three  questions  are  being  asked  of 
the  health  care  industry  by  government,  pri- 
vate third  party  payers,  and  consumer  groups: 
what  can  be  done  to  control  the  rate  of  increase 
in  health  care  costs,  how  to  provide  access  to 
medical  care  for  all  segments  of  our  population, 
and  how  to  best  evaluate  the  care  provided? 
Both  individually  as  practicing  physicians,  and 
jointly  through  our  statewide  and  national 
organizations,  we  must  become  the  major  player 
in  finding  viable  answers  to  these  questions. 
With  or  without  us,  solutions  will  be  proposed. 
If  we  do  not  participate  and  the  past  is  any 
guide,  a significant  number  of  these  ideas  will 
be  ill  conceived  and  based  on  erroneous  infor- 
mation. Let  us  prevent  this  from  happening. 

Brett  Elliott,  M.D. 

Chairman 

The  report  was  filed. 

Legislative  Specialist 

Health  care  --  its  cost  and  broader 
availability  - is  certain  to  be  one  of  the  dominant 
state  and  federal  issues  for  the  remainder  of  the 
90s. 

If  the  President  who  takes  the  oath  in 
January  follows  his  campaign  pledges  and 
persuades  the  Congress  to  enact  his  initiatives, 
then  the  pressure  to  achieve  legislation  at  the 
state  level  will  be  substantially  reduced. 

But  if  there  is  no  federal  resolution  of  the 
need  for  broader  numbers  of  people  to  have 
access  to  health  care  at  affordable  rates, 
especially  affordable  and  universal  insurance 
rates,  then  the  pressure  on  Delaware’s  new 
governor  and  incoming  General  Assembly  for 
dramatic  action  is  going  to  be  considerable. 

The  problem  impacts  a broad  spectrum  of 
many  communities  and  disciplines,  not  just 
physicians  but  other  health  care  providers. 
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trial  lawyers,  insurance  companies  and  their 
agents,  hospitals  and  health  care  facilities, 
people  in  all  walks  oflife,  business  entrepreneurs 
and  their  employees  - in  short,  just  about 
everyone. 

And,  as  always,  the  best  resolution  would 
be  accommodation,  compromise  and  agreement 
among  those  with  differing  points  of  view.  Not 
always  easy,  but  by  far  the  method  of  getting 
something  done  and  the  one  legislators  and 
governors  alike  much  prefer.  Everyone 
connected  with  medicine  should  be  thinking 
about  the  problem  and  what  needs  to  be  done  to 
address  it. 

Eternally  fascinating  and  equally  puzzling 
to  the  casual  observer  is  the  way  in  which 
Delaware  issues  are  never  actually  put  to  rest, 
but  keep  recurringfrom  session  to  session  ofthe 
General  Assembly. 

Such  concerns  as  the  budget,  taxes,  crime, 
prisons,  capital  punishment,  judicial  activism, 
welfare,  health  care  and  many,  many  others 
are  never  actually  addressed  in  any  finite  sort 
of  way.  They  just  keep  coming  back  for 
consideration  as  moods  and  attitudes  change, 
often  in  different  or  modified  form  but 
nevertheless  there  to  be  dealt  with. 

For  instance,  in  the  136th  General  Assembly 
just  concluded,  one  of  the  early  problems  faced 
by  the  Medical  Society  of  Delaware  was  that  of 
physician’s  assistants  wanting  their  own  board 
of  practice.  Following  several  legislative 
hearings,  much  maneuvering  in  the  General 
Assembly  and  a series  of  meetings  between 
medical  doctors  and  those  licensed  as  physician’s 
assistants,  the  matter  was  compromised  with 
the  enactment  of  SB  162,  which  provides  for 
licensing  and  regulation  of  the  physician’s 
assistants  by  the  Board  of  Medical  Practice. 
One  would  think  that  this  means  the  matter  of 
physician’s  assistants  has  been  resolved  for  all 
future  time,  but  it  would  be  a mistake  to  bet  too 
strongly  that  such  is  the  case  because  one  of 
these  days  the  concept  of  an  independent  board 
will  probably  surface  once  again. 

So  it  is  with  a number  of  bills  that  the 
Medical  Society  successfully  dealt  with  in  1991- 
1992.  These  include  HB  93,  which  would  allow 
physical  therapists  to  treat  without  physician 
referral;  SB  205,  which  would  permit  advanced 
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registered  nurse  practitioners  to  work 
independently  of  the  direct  supervision  of  , 
physicians,  dentists  or  podiatrists;  and  SB  108, 
which  would  allow  optometrists  to  use  certain 
therapeutic  medications. 

The  physical  therapy  bill  passed  in  the 
House  but  failed  to  come  to  a vote  in  the  Senate, 
and  the  optometric  bill  passed  in  the  Senate  but 
failed  to  come  to  a vote  in  the  House.  The  nurse 
practitioner  bill  also  did  not  reach  the  Senate 
floor  for  a vote  nor  did  a substitute,  SB  390, 
which  was  supported  by  the  Medical  Society 
since  it  provided  for  appropriate  supervision. 

The  physical  therapy  bill  was  especially 
stringent  and  draconian  in  that  it  would  have 
forbidden  medical  doctors,  even  orthopedic 
surgeons,  from  practicing  physical  therapy  if  it 
were  followed  literally  as  it  was  written. 
Obviously  there  was  no  legislative  intent  to 
achieve  such  a result,  and  that  is  one  of  the 
reasons  the  bill  did  not  come  to  a vote  on  the 
Senate  floor. 

We  were  also  unsuccessful  in  getting  a vote 
in  the  House  on  SB  207,  the  Death  with  Dignity 
legislation,  which  would  provide  a definition 
for  persistent  vegetative  state. 

We  can  look  for  all  the  above  bills  to  be  back 
in  the  137th  General  Assembly,  which  will 
convene  in  Dover  on  the  second  Tuesday  of 
January  1993.  None  of  them  remain  alive  and 
must  be  reintroduced. 

Among  the  successes  of  the  medical 
community  in  the  recent  General  Assembly 
was  Senate  Concurrent  Resolution  103,  which 
urges  Congress  to  support  early  detection  and 
treatment  of  breast  cancer;  SB  74,  which 
increases  Medicaid  fees  for  physicians  who  care 
for  pregnant  women  and  children;  SB  125,  | 

permitting  nurses  to  make  pronouncements  of  ' 
death  under  certain  circumstances;  SB  162,  the 
Physician’s  Assistant  Act;  SB  192,  which  relates 
to  medical  records  upon  the  death  of  a physician; 

SB  341,  which  relates  to  the  treatment  of 
individuals  with  alcohol  or  drug  abuse  problems; 

SB  342,  which  regards  emergency  hos- 
pitalization for  people  who  may  be  mentally  ill 
and  provides  for  an  approved  way  of  admitting 
them;  SB  343,  which  changes  the  mental  health 
code,  including  the  transportation  of  the 
mentally  ill;  SB  380,  which  admits  hearsay 
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evidence  in  child  abuse  prosecutions;  SB  381, 
which  provides  for  testimony  of  victims  in  child 
abuse  cases;  and  SB  387,  which  calls  for  child 
sex  abuser  registration. 

! Among  important  House  bills  enacted  and 
j signed  by  the  Governor  were  HJR  7,  to  establish 
I a task  force  for  the  mentally  ill  homeless;  House 
^ Joint  Resolution  20,  to  exempt  home  day  care 
providers  from  the  Americans  with  Disabilities 
I Act;  HB  40,  to  regulate  the  buying  or  giving  of 
alcoholic  liquors  to  minors;  HB  80,  the  Seat  Belt 
Safety  Act;  HB  65,  to  establish  an  alcoholic 
I beverage  server  program;  HB  162,  relating  to 
' health  planning  and  the  issuance  of  certificates 
‘ of  need;  HB  179,  dealing  with  the  transportation 
of  hazardous  materials;  HB  316,  to  establish 
qualifications  for  school  bus  drivers;  HB  394, 
which  sets  for  the  duties  of  mental  health  care 
providers  regardingthreatened  patient  violence; 
HB  408,  relating  to  notification  of  fire  fighters, 

: ambulance  attendants  and  other  personnel  of 
' exposure  to  contagious  or  infectious  disease  or 
' virus;  HB  458,  to  provide  compensation  for 
I medical  malpractice  review  panelists;  HB  460, 
j which  makes  housekeeping  changes  in  the 
i Medical  Practices  Act;  HB  492,  to  eliminate 
! duplication  in  retention  of  patient  records;  HB 
I 567,  dealing  with  the  involuntary  commitment 
of  the  mentally  ill;  and  HB  558,  to  increase 
I punishment  for  possession  of  a deadly  weapon. 

I Among  important  bills  that  did  not  pass  is 
■ HB  632,  which  would  have  granted  immunity 
j to  physicians  renderingtreatment  to  uninsured, 

I indigent  patients  through  the  Medical  Society’s 
voluntary  incentive  program;  HB  543,  which 
wouldhave  imposed  limits  on  punitive  damages; 
j HB  338,  which  would  have  lowered  the  BAG 
from  .10  to  .08;  SB  158,  which  would  have 
[ required  motorcyclists  to  wear  helmets  and  eye 
I protection;  and  SB  275,  which  relates  to  infected 
^ health  care  providers  and  universal  precautions, 

I another  measure  that  will  surely  be  coming 
back  in  the  new  General  Assembly. 

A summary  of  health-related  legislation  in 
the  136th  General  Assembly  appears  in  the 
October  1992  Delaware  Medical  Journal,  and  a 
complete  listing  is  available  from  the  Medical 
Society  for  those  who  want  to  scrutinize  it  in 
detail.  Every  member  should  be  encouraged  to 
read  page  three,  which  sets  forth  the  Medical 
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Society  of  Delaware’s  comprehensive  legislative 
program  and  enumerates  why  legislative  success 
can  be  achieved.  It  is  a very  good  program  but 
can  always  be  improved. 

Ned  Davis 
Legislative  Specialist 

The  report  was  filed. 

The  Medical  Society  of  Delaware  Auxiliary 

The  Medical  Society  of  Delaware  Auxiliary 
held  their  first  Board  Meeting  of  the  fall  on 
September  17,  1992,  in  Rehoboth.  After  the 
Board  Meeting,  we  had  an  all-day  lecture  series 
on  various  topics.  Speakers  were  on  hand  to 
make  presentations  on  Domestic  Violence, 
Breast  Cancer  Awareness,  the  School  Health 
Project,  and  health  care  proposals  from  both 
the  Republicans  and  Democrats.  Dr.  David 
Platt  spoke  about  the  School  Health  Project. 
Kent  and  Sussex  counties  promised  to  recruit 
physicians  for  help  with  the  project.  The  New 
Castle  County  Auxiliary  has  already  started  to 
administer  the  program.  It  was  a fun  and 
informative  day  and  everyone  seemed  to  enjoy 
it.  All  three  counties  were  represented. 

The  counties  are  getting  busy.  New  Castle 
County  started  their  year  with  a successful 
Dessert  and  Champagne  Evening  on  September 
19th.  Plans  for  the  coming  year  were  presented 
to  the  members  by  President  Barbara 
Noseworthy.  There  will  be  a Fashion  Show  on 
November  5th  and  a Wine  Tasting  Dinner  on 
February  19th.  The  proceeds  from  these  events 
will  be  used  for  funding  health  projects  such  as 
the  Consumer  Data  Base  at  the  Academy  of 
Medicine  Library,  nursing  scholarships  at  the 
University  of  Delaware  and  Domestic  Violence 
projects. 

Kent  County  President  Marian  Marro  will 
be  holding  a Membership  Tea  in  October.  Also, 
there  will  be  a Piano  Recital  and  Silent  Auction 
at  Doctor  and  Mrs.  Arellano’s  home.  Proceeds 
from  this  event  will  be  donated  to  AMA-ERF. 

Sussex  County  held  their  first  meeting  on 
September  30th.  There  will  be  a Recipe  Auction 
on  November  12th,  an  International  Dinner  in 
February,  and  a Spring  Fashion  Show.  Proceeds 
from  these  events  will  be  donated  to  AMA-ERF, 
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nursing  scholarships,  and  Domestic  Violence 
projects. 

In  September  the  State  Auxiliary  again 
helped  with  the  Medical  Society’s  booth  at  the 
Senior  Wellness  Fair  in  Rehoboth.  During  the 
year,  the  State  Auxiliary  will  be  updating  the 
statewide  membership  book.  This  will  help  in 
our  communication  efforts.  The  State  Auxiliary 
will  be  raising  funds  this  year  for  education  or 
funding  ofa  particular  project  by  sellingposters 
which  were  sketched  and  donated  by  one  of  our 
members,  Anna  May  Case.  We  also  hope  to 
repeat  last  year’s  successful  Mini-Internship 
Program  once  a new  General  Assembly  is  in 
place. 

My  focus  this  year  is  on  Domestic  Violence, 
specifically  violence  against  women,  and 
women’s  health  in  general.  I urge  everyone  to 
join  the  AMA  Coalition  for  the  Prevention  of 
Domestic  Violence.  The  AMA  will  send  packets 
with  information,  guidelines,  and  posters  to 
every  physician  who  requests  them.  I would 
also  like  to  help  provide  the  Medical  Societies 
with  experts  to  educate  physicians  and  health 
care  workers  on  the  topic  of  Domestic  Violence. 

The  Auxiliary  is  also  focusing  on  Breast 
Cancer  Awareness.  We  will  be  working  with 
the  Cancer  Society  and  hospitals  for  early 
detection  of  breast  cancer  through  the  provision 
of  breast  cancer  screenings  and  mammographies 
to  women  at  risk. 

I am  looking  forward  to  working  with  the 
Medical  Society,  and  I am  enjoying  my  work 
with  the  Auxiliary. 

Sue  Saliba  (Mrs.  Anis) 
President 

The  report  was  filed. 

Medical  Society  of  Delaware  Insurance 
Services  (MSDIS) 

During  the  last  fiscal  year  (10/01/91-09/30/ 
92),  MSDIS  has  been  able  to  provide  a sum  of 
$95,000  to  the  Medical  Society  of  Delaware. 

Our  corporation  has  maintained  and 
actually  gained  in  its  share  of  the  market.  We 
now  have  52  more  policies  in  force  than  in  the 
previous  year.  Despite  this,  there  was  a small 
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decline  in  operating  income,  which  amounts  to 
approximately  9.2  percent.  This  apparent  | 
discrepancy  is  explained  by  the  fact  that  the 
premium  dollars  received  for  the  average 
medical  malpractice  insurance  policy  have  fallen 
slightly  in  the  past  year.  Although  this  impacts 
negatively  upon  our  income,  it  must  be  regarded 
as  good  news  to  the  physician  community  at 
large.  I am  also  pleased  to  report  that  we  have 
held  the  line  on  our  operating  expenses,  and 
they  are  essentially  unchanged  from  the 
previous  year. 

There  have  been  some  changes  in  the 
membership  of  the  Board  of  MSDIS.  Three  of 
the  nine  board  members  are  attendingmeetings 
for  the  first  time  in  this  recent  fiscal  year. 
Another  change  in  our  operating  personnel  is 
that  Mr.  Michael  J.  Taylor  is  now  working  with 
us  in  broadening  our  product  range  so  as  to 
include  disability,  life,  health  and  long-term 
care  insurance.  We  have  made  several  false 
starts  in  this  area  over  the  years,  and  we  have 
finally  broken  into  this  market.  Premium 
dollars  earned  during  the  past  year  were 
admittedly  quite  small  ($2,921.30),  but  we 
anticipate  a significant  growth  in  this  area 
during  the  future  years. 

In  concluding  this  report,  I would  like  to 
mention  that  the  medical  malpractice  insurance 
arena  is  becoming  increasingly  competitive, 
and  the  days  when  a physician  had  to  settle  for 
whatever  insurance  coverage  he  was  fortunate 
enough  to  get  are  over.  We  feel  that  we  are 
meeting  this  challenge,  and  we  look  forward  to 
a good  performance  in  the  coming  year. 

Joseph  E.  Belgrade,  M.D. 

President 

The  report  was  filed. 

Physicians  Emeritus 

Luncheon  Meeting:  September  25,  1991 

Program  - an  open  forum  where  all  were 
invited  to  tell  what  they  were  doing  of 
interest  or  different. 

Luncheon  Meeting:  January  12,  1992 

Dr.  Richard  Weiss  told  of  his  experience  in 
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Africa  --  Liberia  - where  he  had  spent 
several  weeks  providing  medical  services  to 
needy  residents. 

Luncheon  Meeting:  April  15,  1992 

Dr.  John  Levinson  told  of  his  experiences 
for  several  weeks  on  a Russian  ice  breaker 
in  the  Arctic. 

The  meetings  have  been  enjoyable  exper- 
iences and  attended  by  an  average  of  40-45. 

Dr.  David  Platt  has  reported  regularly  on 
the  expanding  program  of  physician  advisory 
consultants  to  schools  regarding  children’s 
health  problems.  He  has  been  actively  recruiting 
Emeritus  Physicians  for  other  service  to  the 
community  which  many  have  enjoyed. 

V.  Terrell  Davis,  M.D. 

Immediate  Past  President 

The  report  was  filed. 

Annual  Report  of  the  Delaware  Trustee, 
West  Virginia  Medical  Institute 

The  previous  year  has  been  an  exciting 
one,  and  1993  will  be  no  different  in  the 
Professional  Review  Organization  System.  On 
a local  level,  our  PRO  continues  to  document 
the  excellent  care  Delaware  physicians  and 
hospitals  provide.  Very  few  providers  have 
been  cited  in  HCFA’s  “Quality  Intervention 
Program,”  and  our  utilization  decisions  are 
generally  deemed  appropriate.  When  a chart  is 
questioned,  it  is  most  often  due  to  documentation 
problems  and  a letter  from  the  provider  will 
often  resolve  the  situation.  As  in  the  past, 
record  keeping  is  important;  if  the  PRO  should 
write  to  you  about  a case,  it  is  generally  to  a 
provider’s  advantage  to  respond. 

Dr.  Duncan  has  been  appointed  as  our 
statewide  Medical  Director,  and  it  appears  quite 
likely  that  West  Virginia  will  have  the  Delaware 
PRO  contract  through  at  least  most  of  1996. 

This  year  should  see  the  start  of  HCFA’s 
“Health  Care  Quality  Improvement  Initiative,” 
or  HCQII  for  short.  This  represents  a 
fundamental  change  in  the  way  PROs  have 
reviewed  medical  care  in  at  least  the  12  years  I 
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have  been  involved  with  the  program. 
Currently,  screens  look  for  basically  adverse 
events  and  then  the  PRO  focuses  on  the 
particular  incident  in  question.  A considerable 
amount  of  time  is  often  expended  by  both  the 
provider  and  PRO  evaluating  the  circumstances, 
and  the  interchange  can  easily  become 
confrontational  and  adversarial. 

HCQII  does  not  focus  on  individual  cases 
but  rather  on  patterns  of  outcomes  across  a 
geographic  area  or  institution  for  a period  of 
time.  One  could  look  at  a state,  city,  hospital,  or 
even  a physician  for  a period  of  time  and  the 
endpoint  could  be,  for  example,  readmission  or 
reoperation  rate,  or  possibly  nosocomial 
infection  rate.  Instead  of  looking  at  specific 
cases,  the  emphasis  will  be  on  investigating  the 
patterns  of  outcome,  and  the  overall  result  of 
the  study  group  will  be  compared  to  national 
benchmarks. 

The  most  ambitious  initial  demonstration 
project  is  the  “Cooperative  Cardiovascular 
Project”  (CCP),  which  focuses  on  the  analysis  of 
all  Medicare  cases  of  acute  MI,  coronary  bypass 
surgery  and  percutaneous  transluminal 
coronary  angioplasties.  Input  data  will  be  from 
the  Uniform  Clinical  Database  Set  (UCDS), 
HCFA’s  new,  nation-wide  chart  abstraction 
protocol,  and  the  National  Claims  History  File, 
which  contains  a record  of  all  Medicare  billings. 
Using  such  information,  HCFAis  in  the  process 
of  developing  protocols  which  it  says  will 
accurately  quantitate  the  severity  of  a patient’s 
illness.  Outcome  rates  will  be  calculated  from 
this  data  that,  theoretically,  properly  take  into 
consideration  the  patient’s  initial  severity  of 
illness.  Concurrently,  patient  care  guidelines 
are  being  adopted,  and  those  from  the  American 
College  of  Cardiology  and  Rand  are  the  most 
likely  candidates.  According  to  HCFA,  the 
UCDS  chart  abstraction  system  should  capture 
enough  elements  to  quantitate  the  initial  level 
of  illness,  delineate  whathappened  to  the  patient 
when  he  was  in  the  hospital,  and  the  National 
Claims  History  File  will  reveal  what  occurred 
after  discharge. 

As  these  templates  are  being  developed, 
they  are  being  submitted  for  review  and 
comment  by  medical  groups.  A risk  adjusted 
protocol  will  be  finalized  for  the  PROs,  and  all 
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of  them  should  be  actively  implementing  the 
CCP  for  hospitals  in  their  state  by  late  1993. 
Aggregate  hospital  data  will  be  computed,  and 
tests  could  be  run  to  see  if  adherence  to  the 
preferred  practice  guidelines  affects  the 
apparent  patient  outcomes. 

To  successfully  implement  this  project, 
HCFA  is  taking  prime  responsibility  in 
educating  the  PROs.  The  PROs  in  turn  will  be 
meeting  with  medical  staffs  to  explain  the  data 
being  generated  and  how  to  act  on  it.  Protocols 
need  to  be  explained  and  adjusted  where 
appropriate.  Data  transfer  from  the  PROs  to 
the  hospitals  and  then  back  to  the  PROs  needs 
to  be  timely  so  any  problems  in  chart  abstraction 
or  documentation  can  be  addressed.  When  the 
input  data  is  not  accurate,  no  valid  conclusions 
can  be  drawn. 

If  a benchmark  is  not  met,  the  PRO  and 
hospital  would  be  required  to  try  and  reach  an 
understanding  as  to  why  this  occurred.  The 
hospital  would  submit  a “corrective  action  plan” 
which  could  require  a change  in  procedures  or 
training.  It  might  be  that  in  some  communities 
pre-  or  post-hospital  care  problems  need  to  be 
addressed,  such  as  a lack  ofhome  health  services. 
Finally,  HCFA  is  saying  that  appropriate 
practice  changes  must  occur  in  response  to 
PRO-hospital-medical  staff  meetings. 

Should  this  type  of  review  prove  worthwhile, 
HCFA  will  be  using  it  more  and  more.  Chart 
record  keepinghas  always  been  important,  and 
historically  its  main  value  has  been  to  facilitate 
patient  care.  Now  this  documentation  is  being 
increasingly  used  to  measure  the  apparent 
quality  of  care.  Even  if  a co-morbidity  or 
secondary  diagnosis  would  notinfluence  patient 
care,  its  listing  is  important,  for  they  will  be 
used  to  help  assess  initial  severity  of  illness 
levels.  Documentation  has  been  important  in 
the  past,  and  in  the  future  this  will  be  even 
more  of  a truism. 

Brett  Elliott,  M.D. 

WVMI  Trustee 


MEMORIAL 

As  a memorial  to  the  members  of  the  Society 
who  were  lost  through  death  during  the  past 
year,  the  assembly  rose  for  a moment  of  silence 
as  the  following  names  were  read: 

Benjamin  F.  Burton,  M.D. 

Richard  C.  Hayden,  M.D. 

Edward  M.  Krieger,  M.D. 

Edmund  G.  Laird,  M.D. 

Alexandra  T.  Peters,  M.D. 

Roger  B.  Thomas,  Sr.,  M.D. 


ABSOLUTION  RESOLUTION 

The  House  adopted  the  followingresolution: 

RESOLVED,  That  each  and  all  of  the 
Resolutions,  acts,  and  proceedings  of  the  Board 
of  Trustees  of  the  Medical  Society  of  Delaware 
heretofore  had  been  adopted  since  the  last 
meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware  as  shown  by  the  records  of 
the  minutes  and  all  the  acts  of  the  officers  and 
trustees  of  the  Society  in  carrying  out  and 
promoting  the  purposes,  objects  and  interests 
of  this  Society  since  the  last  House  of  Delegates 
meeting  are  approved  and  ratified  and  hereby 
made  the  acts  and  deeds  of  the  Medical  Society 
of  Delaware. 


(The  complete  report  of  the  Proceedings  of 
the  House  of  Delegates  is  on  file  in  the  Medical 
Society  office  and  is  available  to  members.) 


The  report  was  filed. 
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'eadache 

IN  THE  Decade  of  the  Brain 

Saturday  , March  27, 1993, 
8:15  A.M.  TO  3:15  p.m. 


The  Eighth  Headache  Symposium  presented  by 
THE  Comprehensive  Headache  Center  at  the 
Germantown  Hospital  and  Medical  Center  and 
^Temple  University  School  of  Medicine 


• Migraine  Diagnosis  and  Clinical 
Symptomatology 

Seymour  Solomon,  M.D. 

Montefiore  Medical  Center 

• Migraine.  Comorbid  Psychological 
Conditions:  Anxiety  and  Depression 

Kathleen  Merikangas,  Ph.D. 

Yale  University 

• Migraine  Treatment:  The  British  Perspective 

Marcia  Wilkinson,  M.A.,  DM.,  F.R.C.P. 

City  of  London  Migraine  Clinic 

• Tension-Type  and  Chronic  Daily  Headache 

Stephe?!  D.  Silberstein,  M.D. 

The  Germantown  Hospital  and 
Medical  Center 

Register  before  March  6, 1993  by  calling 
(215)  951-8926.  A $25  registration  fee  is  required 
made  payable  to  The  Germantown  Hospital  and 
Medical  Center. 


I Temple  University 
I School  of  Medicine  is 
I acaedited  by  the 
Acaeditation  Counal  for 
Continuing  Medical 
Education  (AAME)  to 
sponsor  Continuing 
Education  for 
physicians. 

Temple  University 
School  of 
Medicine 


designates  this  CME  activity  for 
6 credit  hours  in  Category  1 of 
the  Physicians'  Recognition 

Award  of  the  A.M.A. 


Symposium  funding 
provided  by  Glaxo,  Inc. 
and  Sandoz 
Pharmaceuticals. 
Additional  funding  by 
Abbott  Laboratories 

COMPREHENSIVE  ^ 


HEADACHE  aNRR 


The  Germantowir  Hospital  and  Medical  Center 
One  Penn  Boulevard  • Philadelphia,  PA  19144 
(215)  951-8926 


Nuclear 

MEDICINE 


Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-around. 


Stress  Thallium 
Persantine  Thallium 
Gated  Cardiac  Imaging  (MUG A) 
Berne  Scans 

Thyroid  Uptake  and  Scan 
LiverlSpleen  Scan 
Indium  HI  Labeled  WBC's 
Renal  Scan 
Gallbladder 


Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  infomiation  please  call, 

(302)  368-8150 


Omega  Nuclear  Diagnostic  Center 

is  an  affiliate  of 

Diagnostic  Imaging 
Associates 


OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Bldg.  K 
Newark  DE  19713  • (302)368-8150 
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PWrSICIAHS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained 
as  well  as  low  cost  life  insurance. 
One  weekend  a month  plus  two 
weeks  a year  or  less  can  bring 
you  pride  and  satisfaction  in 
serving  your  country. 


Call:  (301)981-9829 


Name 


Or  Fill  Out  Coupon  and  Mail  Today! 

To:  MSGT  Johnson  or  MSGT  Farr 
2400  RRMS/RSH-1 
STP  3,  Bldg  3720  RM  16 
Andrews  AFB,  DC  20331-5757 


Address 
City 


State 


Phone 


Medical  Specialty 


Zip 

Prior  Service?  Yes  _ 
Date  of  Birth  _ 


No 


25-301-0017 


AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


COMMITTEES 
OF  THE 

MEDICAL  SOCIETY  OF  DELAWARE 

1993 


ELECTED  COMMITTEES 

(Elected  annually  by  the  House  of  Delegates 
upon  nomination  by  the  Nominating  Commit- 
tee.) 

Budget  and  Finance  Conunittee 

Garth  A.  Koniver,  M.D.,  Chairman 
Anthony  L.  Cucuzzella,  M.D. 

John  J.  DiBonaventure,  D.O. 

William  H.  Duncan,  M.D. 

Albert  Gelb,  M.D. 

Stephen  S.  Grubbs,  M.D. 

Ali  Z.  Hameli,  M.D. 

Thomas  J.  Maxwell,  M.D. 

William  L.  Medford,  Jr.,  M.D. 

Edward  F.  Quinn,  M.D. 

Mahmood  Sadeghee,  M.D. 

Thomas  S.  Vates,  M.D. 


Ethics  Committee 

Robert  W.  Frelick,  M.D.,  Co-Chairman 
Paul  T.  Durbin,  Ph.D.,  Co-Chairman 
Mehdi  Balakhani,  M.D. 

Rhoslyn  J.  BishofF,  M.D. 

Garrett  H.  C.  Colmorgen,  M.D. 

Edwin  H.  Dafter,  Esq. 

Daniel  L.  DePietropaolo,  M.D. 

John  J.  Egan,  M.D. 

Beth  N.  Fisher,  D.O. 

Michael  J.  Guarino,  M.D. 

Robert  E.  Heckman,  M.D. 

Dennis  J.  Hoelzer,  M.D. 

William  L.  Jaffee,  M.D. 

Maurice  Liebesman,  M.D. 

Edgar  R.  Miller,  Jr.,  M.D. 

Charles  L.  Minor,  M.D. 


William  R.  Nottingham,  Jr.,  M.D. 

Edward  F.  Quinn,  HI,  M.D. 

Harold  S.  Rafal,  M.D. 

Mr.  Richard  P.  Sanger 

Judcial  Council 

I.  Favel  Chavin,  M.D.,  Chairman 
Martin  J.  Cosgrove,  M.D. 

James  B.  McClements,  M.D. 

Edgar  R.  Miller,  Jr.,  M.D. 

Charles  L.  Minor,  M.D. 

Delegates  and  Alternates  to 
the  American  Medical  Association 

Daniel  A.  Alvarez,  M.D.,  Delegate 
I.  Favel  Chavin,  M.D.,  Delegate 
Robert  E.  Heckman,  M.D.,  Delegate 
Alfonso  P.  Ciarlo,  M.D.,  Alternate  Delegate 
Martin  J.  Cosgrove,  M.D.,  Alternate  Delegate 
Thomas  J.  Maxwell,  M.D.,  Alternate  Delegate 

STANDING  COMMITTEES 

(Appointed  annually  by  the  President  of  the 
Society  with  the  concurrence  of  the  Board  of 
Trustees.) 

Bylaws  Committee 

Dene  T.  Walters,  M.D.,  Chairman 
Rhoslyn  J.  Bishofif,  M.D. 

William  H.  Duncan,  M.D. 

Harry  M.  Freedman,  M.D. 

Martin  Gibbs,  M.D. 

Stephen  S.  Grubbs,  M.D. 

Vincent  G.  J.  Lobo,  D.O. 

Norman  Taub,  M.D. 

Leslie  W.  Whitney,  M.D. 
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Committees  1993 


Long  Range  Planning  Committee 

Anthony  L.  Cucuzzella,  M.D.,  Chairman 
Jeffrey  P.  Cramer,  M.D. 

Robert  E.  Heckman,  M.D. 

Richard  N.  Hindin,  M.D. 

Janet  P.  Kramer,  M.D. 

Thomas  J.  Maxwell,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Perry  L.  Mitchell,  M.D. 

Bhaskar  S.  Palekar,  M.D. 

Siamak  Samii,  M.D. 

Charles  M.  Smith,  M.D. 

Michael  E.  Stillabower,  M.D. 

Raymond  R.  Strocko,  M.D. 

Thomas  S.  Vates,  M.D. 

Jay  G.  Weisberg,  M.D. 

Medical  Liability  Insurance  Committee 

John  J.  DiBonaventure,  D.O.,  Chairman 
James  Beebe,  M.D. 

Martin  J.  Cosgrove,  M.D. 

Martin  Gibbs,  M.D. 

C.  E.  Graybeal,  M.D. 

Ali  Z.  Hameli,  M.D. 

Stephen  J.  Lawless,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 

Otto  R.  Medinilla,  M.D. 

Maria  D.  Perez,  M.D. 

Susan  L.  Rogers,  M.D. 

William  A.  Rosenfeld,  M.D. 

Frederick  K.  Toy,  M.D. 

Arthur  F.  Zimmerman,  M.D. 

Medical  Review  Committee 

Anthony  L.  Cucuzzella,  M.D.,  Chairman 
Mehdi  Balakhani,  M.D. 

Donald  C.  Cameron,  M.D. 

I.  Favel  Chavin,  M.D. 

Charles  A.  Depfer,  D.O. 

Ronald  L.  Domingo,  M.D. 

Errol  Ger,  M.D. 

Robert  E.  Heckman,  M.D. 

Amir  Mansoory,  M.D. 

James  H.  Newman,  M.D. 

Mustafa  Oz,  M.D. 

Robert  H.  Radnich,  M.D. 

Anis  Saliba,  M.D. 

Leonard  H.  Seltzer,  M.D. 

Emilio  R.  Valdes,  Jr.,  M.D. 

Dennis  R.  Witmer,  M.D. 


Program  Committee 

James  H.  Newman,  M.D.,  Chairman 
Virginia  U.  Collier,  M.D. 

Steven  L.  Edell,  D.O. 

David  S.  Grubbs,  M.D. 

Rebecca  Jaffe,  M.D. 

William  D.  Johnson,  M.D. 

Venerando  J.  Maximo,  M.D. 
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New  Humulin  50/50  is  the  tailor-made 
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unique  combination  of  equal  amounts  of 
Regular  human  insuhn  and  NPH  human 
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offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
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* Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]) . 


SSeey 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 1-B-249343 


1992,  ELI  LILLYAND  COMPANY 


BOARD  OF  MEDICAL  PRACTICE 


The  Board  of  Medical  Practice  met  in  Dover, 
Del.  on  December  1,1992.  All  of  the  11  physi- 
cian members  and  three  of  the  five  public  mem- 
bers were  present.  The  board  granted  11  new 
full  licenses,  one  institutional  license  and  re- 
jected one  applicant  as  not  meeting  legal  re- 
quirements. Two  master  surgeons  from  the 
Peoples  Republic  of  China  were  approved  for 
one-year  licenses  to  work  in  a learning  capacity 
under  Dr.  Gerald  Lemole  in  open  heart  surgery 
at  the  Medical  Center  of  Delaware. 

There  have  been  three  new  complaints 
against  physicians  since  the  last  meeting  No- 
vember 11,  1992,  and  the  board  moved  to  close 
10  old  complaints  to  any  further  investigation. 

The  board  approved  new  language  in  its 
regulations  to  permit  the  use  of  the  U.S.  Medi- 
cal Licensing  Examination  (USMLE).  After 
January  1,  1993,  National  Boards  and  FLEX 
are  no  longer  given,  and  USMLE  is  the  only 
licensure  examination  for  the  future,  though 
the  old  examination  sequences  will  still  be  rec- 
ognized and  accepted. 

In  a special  motion  adopted  by  the  board. 
Dr.  Leroy  B.  Buckler  of  Dover  (Camden)  was 
nominated  for  another  term  as  vice  president  of 
the  Federation  of  State  Medical  Boards.  The 
board  is  very  proud  of  Dr.  Buckler  for  his 
achievements  and  nationwide  recognition  as  a 
leader  in  medical  licensure  and  discipline. 

A committee  was  selected  to  review  the 
protocols  of  the  Student  Health  Service  at  the 
University  of  Delaware.  These  have  to  be  ap- 
proved by  the  Board  of  Medical  Practice  for  use 
nights  and  weekends  when  the  physician  on 
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E.  Wayne  Martz,  M.D. 

Executive  Director 
Board  of  Medical  Practice 

call  may  not  be  physically  present  in  the  facil- 
ity. 

Perhaps  the  most  interesting  discussion  of 
the  day  covered  Regulation  23  governing  the 
use  of  “controlled  stimulants,”  largely  amphet- 
amine-related compounds,  as  an  adjunct  in 
weight  reduction  and  control.  These  drugs  have 
often  been  abused  in  the  past,  and  earlier  this 
year  these  regulations  were  redrawn  to  control 
this.  The  new  regulation  specified  that  these 
pharmaceuticals  could  not  be  used  more  than 
30  days  in  any  12-month  period.  As  a result, 
some  doctors  moved  their  practice  across  a 
state  line.  Although  this  gave  the  appearance  of 
clearing  up  the  problem  in  Delaware,  it  simply 
dumped  it  on  a neighboring  state.  Patients 
continued  to  get  their  prescriptions,  but  at  a 
new  location. 

The  board  had  invited  Dr.  Patt  Panzer,  who 
is  well  versed  in  weight  control  methods,  to 
meet  with  them  and  offer  advice.  She  pointed 
out  that  studies  published  recently  have  shown 
that  if  used  judiciously  as  part  of  a total  pro- 
gram with  suitable  controls,  these  drugs  can 
continue  to  have  beneficial  effects  for  years. 
Since  the  board  is  really  not  interested  in  re- 
stricting doctors'  prescriptive  privileges  if  used 
responsibly,  the  problem  is  to  write  a regulation 
thatpermits  this  but  controls  irresponsible  use. 
A committee  was  selected  to  try  to  come  up  with 
some  wording  that  would  do  this. 

The  board  adjourned  at  4:30  p.m.,  a far  cry 
from  the  “old  days”  when  meetings  lasted  well 
into  the  night.  We  all  got  home  for  dinner. 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  ten  convenient  locations  with  a complete  range  of 
diagnostic  imaging,  including: 


— High-field  MRI 

— — — MR  Angiography  (Superior  1.5  Tesla  image  quality) 
Nuclear  diagnostic  studies  and  SPECT  imaging 
— CT  Scan 

— — ™ Low-dose  mammography 
OB  and  general  ultrasound 
— Fluoroscopy 

General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  ten  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are  sched- 
uled promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 


Diagnostic  imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 

Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 

Lindell  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 

Lindell  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 995-2037 

Brandywine  Imaging  Center  Suite  E-1  - Fouik  Road  • Wilmington  • 654-5300 

Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


LETTERS  TO  THE  EDITOR 


Insurance,  Access  and  Managed  Care 


I write  this  letter  as  a practicing  physician  and 
orthopaedic  surgeon  to  record  my  observations 
on  the  present  debate  regarding  the  health  care 
system  in  the  U.S. 

First,  the  lack  of  insurance  by  an  individual 
does  not  equate  to  lack  of  access  to  health  care. 
There  are  thousands  of  uninsured  or  underin- 
sured treated  by  doctors  and  hospitals  every 
day  with  as  much  expertise  and  compassion  as 
the  insured. 

Second,  doctors  are  not  intentionally  ren- 
dering wasteful  services  as  stated  in  the  New 
York  Times  editorial  December  2, 1992,  encour- 
aged by  our  present  payment  system.  Unneces- 
sary and  wasted  procedures  are  much  more 
likely  being  done  because  of  fear  of  malpractice 
litigation  - so  called  defensive  medical  care. 
This  care  is  estimated  to  be  as  high  as  $.  30  of 
the  health  care  dollar. 

In  short,  today’s  health  care  crisis  is  not  the 
fault  of  doctors  and  hospitals.  It  is  an  insurance 
problem.  The  problem  with  third  party  pay- 
ment is  that  the  principles  of  medicine  and 
principles  of  insurance  are  at  odds  with  one 
another. 

Delivering  health  care  is  a professional 
activity  founded  on  altruism.  Providers,  both 
individuals  and  institutions,  since  recorded  time 
have  rendered  care  as  best  they  could  regard- 
less of  the  patient’s  ability  to  pay.  Such  delivery 
has  taken  many  forms  over  the  years  and  con- 
tinues to  this  day. 

Introduction  ofMedicare  in  1965,  although 
well  intended,  was  a major  distortion  of  the 
well-developed  charity  care  system  that  had 
evolved  over  years  in  this  country.  Since  that 
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time,  the  Federal  Government  started  paying 
for  services  that  had  traditionally  been  free. 
This  drove  up  demand  which  was  then  provided 
in  more  expensive  environments  and  closed 
down  all  the  charity  hospitals  and  wards  in  this 
country  as  well  as  clinics.  This  in  turn  has  had 
a negative  impact  on  the  teaching  facilities  and 
opportunities  available  to  newer  generations  of 
student  physicians. 

Insurance  on  the  other  hand,  has  every- 
thing to  do  with  money  and  nothing  to  do  with 
altruism.  Insurance  is  a money  business  of 
controlling  cash  flow. 

The  two  - medicine  and  insurance  - are  like 
mixing  water  and  sulfuric  acid.  It  can  be  done 
but  if  not  just  right,  a violent  reaction  ensues. 
Unfortunately,  it  hasn’t  been  done  right  so  far. 

The  New  York  Times  and  others  strongly 
support  “managed  care”  as  the  solution  to  our 
present  dilemma.  Managed  care,  HMOs  being 
the  most  common  form,  is  a solution  more  on 
the  side  of  insurance  than  medicine  because  the 
final  arbiter  is  money,  not  what  is  in  the  best 
interest  of  the  patient.  Caring  for  the  sick  is  a 
case  by  case  business  with  infinite  variables.  If 
delivery  is  to  be  done  based  on  probability  and 
consistency,  a great  many  patients  will  be  mis- 
diagnosed and  thereby  mistreated.  A great  deal 
of  physician  decision  making  is  based  on  accu- 
mulated experience  and  instinct.  A managed 
care  system  is  based  on  care  provided  at  the 
lowest  common  denominator  and  depends  upon 
the  least  experienced,  not  the  most  experienced 
decision  makers.  Such  a system  can  only  lead  to 
a lower  standard  of  care  than  we  presently 
enjoy  whether  insured  or  uninsured. 
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Letters  To  The  Editor 


It  seems  to  me  that  the  solution  lies  not  in 
“managed  care”  but  in  improving  the  present 
system  by  taking  monies  that  now  go  to  pay  for 
malpractice  premiums  and  health  insurance 
administration  and  using  those  dollars  to  pay 
for  direct  health  care  costs  of  the  poor.  Physi- 
cians should  also  as  part  of  their  education 
learn  how  to  deliver  “cost  effective”  care.  This 
cannot  happen,  however,  without  relief  from 
the  current  malpractice  lottery  mentality  that 
exists  today.  The  patient  should  also  share 
more  responsibility  for  paying  for  their  care 
rather  than  being  a guaranteed  “perk”  attached 
to  their  job. 

Stephen  L.  Hershey,  M.D. 


Regarding  the  Delaware 
Medical  Journal 

Realizing  the  large  volume  of  journals  and 
other  medical  or  nonmedical  publications  we 
each  receive,  and  the  fact  that  we  are  rapidly 
running  out  of  land  fills  to  dispose  of  them,  I 
wish  to  suggest  that  the  Medical  Society  send  a 
card  to  all  members  inquiring  whether  they 
wish  to  voluntarily  relinquish  receiving  the 
Delaware  Medical  Journal  without  making  any 
change  in  their  membership  status. 

There  are  many  physicians  like  our  par- 
ticular group  that  share  an  office.  All  25  of  us 
can  easily  share  one  copy  of  the  journal.  Per- 
haps the  Medical  Society  can  assist  in  helping 
with  this  continuous  environmental  issue  by 
encouraging  every  group  of  physicians  to  share 
the  journal. 

Thank  you. 

Ahmed  S.  Madani,  M.D. 

Staff  Anesthesiologist 
Department  of  Anesthesiology 
Medical  Center  of  Delaware 
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Conference  Facilities 


The  Educated  Choice 
In  Coneerence  Centers 

Yor  CAN  aiOO,sE  any  conference  centter.  Or  you 

CAN  CtlOOSE  THE  CONFERENCE  CENTERS  THAT  ARE  THE 
STANDARD  B^'  VUICH  OTHERS  ARE  JUDGED.  WOUR 
CENTERS  HAXT.THE  ENMRONMENTS  THAT  ONLY  AN  AFFILI 
ATION  WITH  A MAIOR  1 'NN’ERSHY'  CAN  RROXIDE.  UnIQL'E, 
700,  ARE  OUR  FACII.HIES,  AMENITIES,  SUPPORT  STAFF 
AND  CENTER  SITES:  We  OFFER  THREE  DIAFRSE  CENTERS 
\X7IICH  CAN  MEET  THE  NEEDS  OF  VIRTUA.I.7'  ALL  TATES 
AND  SIZES  OF  CONFERENCES,  MEETINGS,  PROFESSIONAL 
DEVELOPMENT  PROGRAMS,  BANQUETS  AND  SPECIAL 

E\TNTs  Oi  R Newark  Center  featl'res  Ciaiton 
HaI.L,  the  most  TECHNOLOGICATA-  ADVANCED  CONFER 
ENCE  FACILHA-  IN  THE  STATE,  V ITH  ON-CAMPL'S  HOL'SING 

AVAiiABLE  June  through  August:  The  facilities  at 
OUR  Wilmington  Center  are  more  intimate, 
ranging  from  the  ,stately  Goodstaa'  Mansion  to 
THE  NFmY  opened  Ar,sht'  Hall  The  atmosphere  at 
OL'R  Virden  Center  in  Lewes  is  retreat  likei  the 

SEASIDE  SURROL'NDINGS  ARE  BEALTIFL'L  AND  LTISPOILED. 

W Cat  for  more  information.  Now  making  an 
edlicated  choice  in  conferences  is  academic.  W 


Newark  Wilmington  Lewes 


(302)  (302)  (302) 

831-2214  573-4419  645-4100 
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Mean  percentage  change  from  baseline  after 
8 weeks  of  treatment  with  10  to  40  mg  of  pravastatin 


Triglycerides 


Consistently  and  significantly  reduces  total  C and 
atherogenic  LDL-C;  positively  ciffects  other  key  lipids 


‘.Each  arrow  represents  a range  of  rneans  derived  from  a single  placebo-^fitrollod 
study  that  included  65  patients  fieateci  willi  pravastatin. 


PRAVACHOL"  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  Ila  and  lib)  when 
the  response  to  diet  alone  has  not  been  adequate. 

Active  liver  di.sease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 

y ' ' 

Reference:!  Jones  PH,  et  al.'Once-daily  pravastalin  in  patients  with  primary  hypercholesterolornia  a 
dose-response  study,  C//n  Card/o/.  1991;  14. 146- tfit 


Please  see  CONTRAINDICATIONS.  WARNINGS,  PRECAUTIONS,  and  ADVERSE 
REACTIONS  in  the  brief  summary  of  fjrescribing  information  on  the  adjacent  page. 


Bristol-Myers  Squibb  Company 


PRAUACHOL'^  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication. 

Active  liver  disease  or  unexplained,  persistent  el»/ations  in  liver  function  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lcwehng  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia. 
Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development 
(including  synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol 
synthesis  and  possibly  the  synthesis  of  other  biologically  acti\«  substances  derived  from  cholesterol,  they  may 
cause  fetal  harm  when  administered  to  pregnant  women.  Therefore,  HMG-CoA  reductase  inhibitcws  are  contrain- 
dicated during  pregnancy  and  in  nursing  mothers.  Pravastatin  should  be  administered  to  women  of  child- 
bearing age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discon- 
tinued and  the  patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lowering  therapies,  have  been  associated 
with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT,  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been 
reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  U.S.  over  an  average  period  of  18  months.  These 
abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
those  patients  in  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued 
from  therapy,  the  transaminase  levels  usually  fell  slowly  to  pretreatment  \e^\s.  These  biochemical  findings  are 
usually  asymptomatic  although  worldwide  experience  hdicates  that  anorexia,  weakness,  aruj/or  abdominal  pain 
may  also  be  present  in  rare  patients. 

As  with  other  lipid-lowering  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin. 
Serum  aminotransferases,  including  ALT  (SGFT),  should  be  monitored  before  treatment  begins.  e\«ry  six  weeks 
for  the  first  three  months,  every  eight  weeks  during  the  remainder  of  the  first  year,  and  periodically  thereafter  (e.g., 
at  about  six-month  intervals).  Special  attentbn  should  be  given  to  patients  de\«lop  increased  transaminase 
levels.  Liver  function  tests  should  be  repeated  to  confirm  an  elation  and  subsequently  monitored  at  more 
frequent  intervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase  elevations  following  discon- 
tinuation of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  liver  disease  or  unexplained  transaminase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
(X)NTFI^INDICAT10NS).  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history 
of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY:  Phaimacokinetics/Metabolism). 
Such  patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  rrxjscle  weak- 
ness in  conjunctbn  with  increases  in  creatine  phosphokinase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness, particulariy  if  accompanied  by  malaise  or  fever.  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  pati^t  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis:  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  during  treatment  with  lovastatin  is  increased  if  therapy  with  either  cyclosporine,  gem- 
fibrozil. erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  experience  with  the  use  of  pravastatb 
together  with  cyclosporine.  Myopathy  has  not  been  observed  in  clinical  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  niacin.  One  trial  of  limited  size  bvdving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patent  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS: 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin;  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  considereb  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin. 

Homozygous  Familial  Hypercholesterolemia.  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hyperchol^terolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors. 

Renal  Insufficiency.  A single  20  mg  ora)  dose  of  pravastatin  was  administered  to  24  patients  with  varying 
degrees  of  renal  impairment  (as  determined  by  creatinine  cleararx^e).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatin  or  its  3a-hydroxy  isomenc  metabolite  (SQ  31 ,906).  A small  increase  was  seen  in  mean  AUC 
values  and  half-life  (ti/2)  for  the  inactive  enzymatic  ring  hydroxylation  metabolite  (SQ  31,945).  Given  this  small 
sample  size,  the  dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who 
are  receiving  pravastatin  should  be  closely  monitored. 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness 
or  weakness,  particularly  If  accompanied  by  malaise  or  fever. 

Drug  Interactions:  Immuiosuppressive  Drugs,  Gemfibrozil.  Niacin  (Nicotinic  Add).  Erythromycin:  See  WARN- 
INGS: Skeletal  Muscle. 

Antipyrine:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  Induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e.g.,  phenytoin,  quinidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur. 

Cholestyramine/Colestipol:  Concomitant  administration  resulted  in  an  approximately. 40  to  50%  decrease  in 
the  mean  AUC  of  pravastatin.  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in 
bioavailability  a therapeutic  effect.  (See  DO^GE  AND  ADMINISTRATION:  Co«xmiitant  Th^apy.) 

)A^rfyrin:  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarin  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered.  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  warfarin.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Patients  receiving  warfarin-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed. 

Cimetidine:  The  ^Co.i2hr  pravastatin  when  given  wrth  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone.  A significant  difference  was  observed  between  the  AUC’s  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid. 

Digoxin;  In  a crossover  trial  involving  18  healthy  male  subjects  gi\«n  pravastatin  and  digoxin  concurrently  for  9 
days,  the  bioavailability  parameters  of  digoxin  were  not  affected.  The  /\UC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31 ,906  and  SQ  31,945  was  not  altered. 

Gemfibrozil:  In  a crossover  study  io  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  ^mfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  binding  of  pravastatin.  In 
addition,  there  was  a significant  increase  in  AUC.  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906. 
Combination  therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studies  with  aspirin,  antacids  (1  hour  prior  to  PRAVACHOL),  cimetidhe.  nicotinic  acid,  or  probucol. 
no  statistically  significant  differences  in  bioavailability  were  seen  when  PfWACHOL  (pravastatin  sodium)  was 
administered. 

Other  Drugs:  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  cofTverting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers,  or  nitroglycem. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results 
of  clinical  trials  with  pravastatin  in  males  and  post-menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chorionic  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin.  However,  the  percentage  of  patients  showing  a >50%  rise  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients.  TTie  effects,  if  any,  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre-menopausa!  females  are  unkno\wn. 
Patients  treated  with  pravastatin  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropriately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g.,  ketoconazole,  spironolactone, 
cimetidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40 
mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  h this  class. 


A chemically  similar  drug  in  this  class  produced  optic  nerve  degeneration  (Wallerian  degeneratk  if 
nogeniculate  fibers)  in  clinically  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day,  a etlg 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  la/el  in  humans  taking  tf  Itghes 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  prodi  il 
tibulocochlear  V\fellerian-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  jslia 
1 80  mg/kg/ day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg  | dcse 
Carcinogenesis,  Mutagenesis,  Impairment  off  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  a'  jseso(\l 
10, 30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  m;  1 at  W |l 
highest  dose  (p<0.01).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  bo  veighi|l 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  give |•0^tV^ 
pravastatin  as  measured  by  AUC.  ; ’ 

ITte  oral  administration  of  10. 30.  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to  I time 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  if  'asei 
the  incidence  of  malignant  lympfxxnas  in  treated  females  when  all  treatment  groups  were  pooled  and  c paj^ 
to  controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected. 

A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25.  100,  and  4(  'ng/fe 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 1 5,  and  33  times  higher  than  mea 
human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose.  Uver  carcinor  i weri 
significantly  increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  inddei  lolSi 
percent  in  males.  The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  f -cks 
females.  Drug  treatment  also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high-dc  male 
and  females.  Adenomas  of  the  eye  Harderian  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  high  . high 
dose  mice  than  in  controls. 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the  own 
studies:  microbial  mutagen  tests,  using  mutant  strains  of  ^Imonella  typhimurium  or  Eschenchia  coli;  rm 
mutation  assay  in  L51 78Y  TK  -f  / - mouse  lymphoma  cells;  a chromosomal  aberration  test  in  hamster  s;  an 
a gene  conversion  assay  using  Saccharomycescerevisiae.  In  addition,  there  was  no  evidence  of  mutai  dlyi 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

in  a study  in  rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effect:  i feni 
ity  or  genera)  reproductive  performance.  However,  in  a study  with  another  HMG-CoA  reductase  inhib  tlB 
was  decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effec  asfx 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entir  /cte( 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  in  tor< 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium)  s ot 
served.  Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testiculs[roptrM 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  Th’jinic:  ® 
significance  of  these  findings  is  unclear.  ■ 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDIGAnONS.  ■ ^ 

Safety  in  pregnant  women  has  not  been  established.  Pravastatin  was  not  teratogenic  in  rats  at  do;>  upU|)[]| 
1 000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  a lx  (c3 
the  hum^  exposure  based  on  surface  area  (mg/meter2).  However,  in  studies  with  another  HMG-CoA  r}*cl2B^^ 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice.  PRAVACHOL  (pravastatin  sodium)  s'lldb  '*’ 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  coTK|e  an;i(j]| 
have  been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  taking  FWV/^H,(pra’^^ 
astatin  sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  t etis  [ 
Nursing  Mothers:  A sm^l  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  tf  xjter  ^ 
tial  for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  ni.j  (ssii, 
COfTTRAINDICATIONS).  I -W* 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  establishet  lerw, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAL/TiONS: 
ADVERSE  REACTIONS  : 

Pravastatin  is  generally  well  tolerated;  adverse  reactions  have  usually  been  mild  and  transient.  In  4-mji  lonilJH 
placebo-controlled  tri^,  1.7%  of  pravastatin-treated  patients  and  1 .2%  of  placebo-treated  patients  wer|SC0f., . 
tinued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy;  this  differenoiasnfJV 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asyrr  imai 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints.  During  clinical  trials  t|:weirp 
incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  obsenred  in  younger  patk ;.  < 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  th«l2%[ljj(| 
pravastatin-treated  patients  in  the  placebo-controlled  trials  are  identified  in  the  table  below;  also  show-reth' 
percentages  of  patients  in  whom  tf^e  medical  events  were  believed  to  be  related  or  possibly  related  to ' dru|.';| 


Events  Attributed  to  Stud^  ug^  .i 


Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

Pravastatin 
(N  = 900) 

Pla'jo 

(N=.1| 

Cardiovascular 
Cardiac  Chest  F^in 

4.0 

3.4 

0.1 

m 

Dermatologic  H 

Rash 

4.0* 

1.1 

1.3 

V 

in 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7.1 

2.9 

71 C 

Diarrhea 

6.2 

5.6 

2.0 

/Abdominal  F^in 

5.4 

6.9 

2.0 

Constipatbn 

4.0 

7.1 

2.4 

Flatulence 

3.3 

3.6 

2.7 

k 

Heartburn 

2.9 

1.9 

2.0 

(1 

General  H, 

Fatigue 

3.8 

3.4 

1.9 

SI 

Chest  Pain 

3.7 

1.9 

0.3 

(9 

Influenza 

2.4* 

0.7 

0.0 

Musculoskeletal  IjiB . , 

Localized  Fbin 

10.0 

9.0 

1.4 

Hil 

K. 

Myalgia 

2.7 

1.0 

0.6 

'il 

Ner>^s  System 
Headache 

6.2 

3.9 

1.7* 

'r 

(IS 

Dizziness 

3.3 

3.2 

1.0 

Ir 

Renal/Genitourinary 

Urinary  /Abnormality 

2.4 

2.9 

0.7 

i 

if 

Respiratory 

Common  Cold 

7.0 

6.3 

0.0 

;iii 

Rhinitis 

4.0 

4.1 

0.1 

(■; 

Cough 

2.6 

1.7 

0.1 

1 


‘Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  in  this  class: 

Skeletal:  myopathy,  rhabdomyolysis. 

Neurological:  dysfunction  of  certain  cranial  nerves  (including  alteratbn  of  taste,  impairment  of  exl|xiJl|-[ji 
movement,  facial  paresis),  tremor,  vertigo,  memory  toss,  paresthesia,  peripheral  neuropathy,  periphe  nerj'  ^ 
palsy.  I L 

Hypersensitivity  Reactions:  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  v\^ic 
clud^  one  or  rrxxe  of  the  following  features:  anaphylaxis,  angioedema,  lupus  erythematous-like  syorl 
polymyalgia  rheumatica.  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  posil’ 

ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  ^otosensitivity,  fever,  chills,  flushing,  malaise,  l•P^0i,^| 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens-Johnson  syrxjrome.  ‘ ' ll 

Gastrohtesthal:  pancreatitis,  hepatitis,  including  chronic  acti\«  hepatitis,  cholestatic  jaundice,  fatty  i 
liver,  and.  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma;  anorexia,  vomiting.  Ill 

Reproductive:  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye:  progressbn  of  cataracts  (lens  opacities),  ophthalmoplegia.  * i 

Lat^ratory  Test  Abnormalities:  Increases  in  serum  transaminase  (/MI.  AST)  values  and  CPK  h-  be^ 
observed  (see  WARNINGS).  I 

Transient,  asymptomatic  eosinophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  norm.i|3Spj, 
continued  therapy.  /Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-Q 
tase  inhibitors. 

Concomitant  Therapy:  Pravastath  has  been  administered  concurrently  with  cholestyramine,  colesti ; nkX 
tinic  add.  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gerr  iodt 
therapy  with  lovastatin  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  i tit 
achieved  with  lovastatin  or  pravastatin  alone.  No  adverse  reactions  unique  to  the  combinatbn  or  in  a ion  I 
those  pra/iously  reported  for  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyolysi; 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  omb 
nation  with  immunosuppressive  drugs,  gemfibrozil,  erythromydn,  or  lipid-lowering  doses  of  nicotinic  a Ca 
comitant  therap/  with  HMG-CoA  r^uctase  inhibitors  and  these  agents  is  generally  not  recommerx  . (S0 
WARNINGS:  Skeletal  Muscle  and  PRECAUTIONS;  Drug  Interactions.)  | '.i 

OVERDOSAGE  ' 1^^ 

There  have  been  no  reports  of  overdoses  with  pravastatin. 

Should  an  acadental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  re< 
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Roger  B.  Thomas,  M.D.,  a longtime  general 
practitioner,  died  of  respiratory  failure  at 
3 Sto negates  on  Kennett  Pike  on  November  6, 
i!|  1992.  He  was  77  years  old,  having  been  born  on 
Sj  October  11,  1915. 

fr!5  Dr.  Thomas  grew  up  in  Wilmington,  in 
^Richardson  Park,  going  to  school  there  and 
si||then  to  what  was  then  the  Alexis  I.  DuPont 
li  High  School.  From  there  he  matriculated  at  the 
University  of  Delaware  where  he  received  a 
‘;‘|bachelor  of  science  degree  in  physiology  in 
^^•1936.  After  graduation,  he  entered  Jefferson 
^tiMedical  College  in  Philadelphia  and  graduated 
I’-with  an  M.D.  degree  in  1940.  After  a year’s 
^rotating  internship  at  the  Delaware  Hospital 
“^Inow  the  Wilmington  Hospital  of  the  Medical 
* Center  of  Delaware),  he  began  the  general 
,‘ipractice  of  medicine  in  his  old  neighborhood  of 
iRichardson  Park,  doing  general  medicine,  pe- 
S diatrics  and  obstetrics.  He  practiced  there  until 
fihe  retired  in  1978. 

’ During  his  college  days  he  was  a member  of 
the  Phi  Chi  Phi  fraternity  and  while  at  Jefferson, 
was  a member  of  the  Phi  Chi  medical  fraternity. 
During  his  years  as  a practitioner,  he  was  on 
i the  medical  staffs  of  Wilmington  General,  St. 
; Francis  and  Delaware  hospitals  with  privileges 
in  medicine,  pediatrics  and  obstetrics.  How- 
ever,  as  family  practice  evolved  into  a specialty 
jjlof  its  own.  Dr.  Thomas  concentrated  his  prac- 
; tice  on  family  medicine  and  began  to  limit  his 
practice,  eventually  becoming  a senior  member 
*!  of  the  Department  of  Family  Practice  of  the 
■ Medical  Center  of  Delaware.  He  became  amem- 
ber  of  the  American  Academy  of  Family  Prac- 
tice and  was  president  of  the  Delaware  Chapter 
I from  1957  to  1958.  It  is  a coincidence  that  the 


year  he  retired,  1978,  he  also  became  a Fellow 
of  the  American  Academy  of  Family  Practice.  In 
addition,  he  was  a member  of  the  American 
Medical  Association,  the  New  Castle  County 
Medical  Society  and  the  Medical  Society  of 
Delaware.  He  was  a life  member  of  the  Dela- 
ware Academy  of  Medicine  and  in  1990,  he 
received  a 50-year  service  award  from  the  Medi- 
cal Society  of  Delaware. 

Dr.  Thomas  was  a 32nd  degree  Mason  and 
a member  of  the  Armstrong  Lodge,  Scottish 
Rite  and  Royal  Order  of  the  Jesters.  He  was  a 
lifelong  member  of  the  Richardson  Park  United 
Methodist  Church  where  a memorial  service 
was  held  on  November  11,  1992. 

An  ordinary  account  in  an  obituary  more  or 
less  ends  at  this  point  with  perhaps  a list  of 
surviving  family  members,  but  in  this  instance 
I would  like  to  write  about  Dr.  Roger  B.  Thomas 
as  a unique  person  who  grew  up  in  a community 
during  hard  times,  who  surmounted  severe 
personal  handicaps  and  who  left  behind  an 
enduring  legacy  of  courage  and  commitment 
which  vividly  counter  the  cynicism  of  those  who 
see  only  the  down  side  of  our  profession.  Much 
of  the  picture  I have  of  Dr.  Thomas  was  sug- 
gested in  a memorial  reflection  at  his  church  by 
his  son.  Dr.  Roger  B.  Thomas,  Jr.,  and  his 
granddaughter,  Karin,  who  is  in  medical  school. 

Roger  was  born,  went  to  school,  met  his  late 
wife  and  practiced  medicine  in  Richardson  Park 
in  Wilmington.  This  was  not  Chateau  Country. 
Richardson  Park  was  very  middle  class,  per- 
haps on  the  lower  economic  end  of  that  classifi- 
cation. His  grandparents  and  parents  came 
from  solid,  hard-working  Welsh  stock  and  dur- 
ing the  Depression  of  the  1930s,  no  one  was 
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very  rich.  During  that  same  decade,  the  Drs. 
Edgar  and  Elizabeth  Miller  were  also  practic- 
ing medicine  in  Richardson  Park.  They  too 
were  closely  associated  with  the  United  Meth- 
odist Church  and  I suspect  that  they  had  a 
strong  influence  on  young  Roger  Thomas  who 
was  bright  and  admired  their  accomplishments, 
if  not  mentors,  they  were  certainly  role  models. 
However,  Roger  had  a handicap;  he  had  sei- 
zures which  at  the  time  were  perhaps  as  poorly 
understood  as  they  had  been  for  thousands  of 
years.  He  was  put  on  medication  and  kept  on 
going  to  school.  It  is  obvious  to  me  that  few 
people  realized  the  problem  he  was  laboring 
under  as  he  achieved  one  goal  after  another. 
When  he  finished  his  one-year  internship  at  the 
Delaware  Hospital  in  1941,  he,  like  many  oth- 
ers of  us,  registered  with  our  local  draft  board. 
Dr.  Thomas  did  not,  apparently,  bring  a letter 
telling  the  board  of  his  seizure  problem  nor  did 
he  ask  for  any  classification  which  would  have 
automatically  given  him  permanent  deferment. 
Apparently  he  was  classed  One-A  and  sent  to 
Carlisle  Barracks,  where  all  doctors  were  being 
trained  for  medical  service  with  field  troops. 
His  son,  Roger,  Jr.,  relates  in  his  memoriam 
that  his  father’s  stay  at  Carlisle  was  “mercifully 
brief’  and  that  he  returned  to  begin  his  profes- 
sional practice  and  continue  the  religious  asso- 
ciations, both  of  which  were  so  central  to  his 
life.  He  started  in  “solo”  practice,  sharing  office 
space  with  the  Drs.  Miller  and  later  when  they 
moved  to  larger  offices  in  Wilmington  proper, 
he  moved  into  offices  of  his  own. 

Building  a practice,  raising  a family,  being 
a part  of  his  church  and  community  kept  him 
busy  for  the  next  37  years.  Solo  practice  was  a 
heavy  burden  which  he  bore  with  unfailing 
good  humor  and  devotion.  It  was  greatly  eased 
when  he  was  joined  by  his  good  friend  and 
longtime  associate.  Dr.  Leonard  Hershon.  This 
allowed  him  and  his  family  to  realize  a desire  to 
travel  and  visit  many  distant  parts  of  the  world. 


a wish  most  solo  practitioners  find  it  difficult  to 
enjoy.  He  travelled  widely  before  his  wife’s 
death  four  and  one-half  years  ago,  and  since, 
although  never  alone. 

He  retired  in  1978  at  the  age  of  63  and  I 
wondered  why  until  I understood  that  his  health 
was  becoming  a factor  in  his  work.  His  childrerl 
were  grown  and  his  economic  status  was  secure 
and  his  patients  had  someone  else  to  look  after 
them. 

Today  when  the.  practice  of  medicine  is 
scrutinized  by  lawyers,  by  the  media,  by  insur- 
ance companies  and  constantly  regulated  by 
the  government,  many  doctors  have  been  heard 
to  say  that  the  fun  is  gone  and  they  would  not 
urge  their  children  to  go  into  the  practice  of 
medicine. 

The  Thomas  family  is  creating  a tradition 
which  is  evident  in  other  medical  families  in 
Wilmington  where  sons  and  daughters  con- 
tinue to  follow  in  their  father’s  and  mother’s 
footsteps.  And  so  it  is  with  Dr.  Roger  Thomas, 
family  doctor  from  Richardson  Park.  His  son, 
Roger,  Jr.,  is  a board  certified  internist  and  his 
granddaughter  is  a freshman  in  the  medical 
school  at  Jefferson.  She  contributed  beautifully 
to  her  grandfather’s  memorial  services  with  the 
reading  of  a modernized,  gender  neutral  read- 
ing of  The  Oath  of  Hippocrates. 

Roger  B.  Thomas,  M.D.,  is  survived  by  two 
sons.  Dr.  Roger  B.  Jr.,  of  Centreville,  and  Rob- 
ert L.  of  Wilmington;  two  brothers,  Alden  S.  of 
Claymont  and  Owen  J.  Jr.,  of  McDaniel  Crest; 
a sister  Ruth  B.  Gibney  of  Richardson  Park, 
and  three  grandchildren. 

His  legacy  will  endure  and  his  triumph  over 
adversities  and  his  contributions  to  the  commu- 
nity in  which  he  was  raised  and  lived  have 
earned  him  a sincere  and  lasting  memory  in  the 
hearts  of  his  patients  and  his  colleagues. 


ii 


Norman  L.  Cannon,  M.D. 


Doctor’s  Office  Assistant  Software 

A fiilly  installed  real  time  practice  management  system  with 
ELECTRONIC  BILLING 
on  a DECpc  computer  and  an  ink-jet  printer 
for  a cost  that  could  be  less  than  one  week  of  your  practice  revenue. 
DECpc  computers  are  from  DIGITAL  Equipment  Corporation. 
Up  to  five  year  lease  from  DIGITAL  with  NO  down  payment. 
Not  only  do  we  give  you  a demonstration, 
we  even  give  you  a trial  period. 

Fully  developed  and  supported  from  right  here  in  Delaware. 


Quality 

Urgency 

Economy 

Support 

Thinking 


InfoQuest  Systems,  Inc. 

3 14  East  Main  Street.  Suite  1 
Kelway  Plaza,  Newark  DE  19711 
Phone  ; (302)  456-3392 
Fax  ; (302)731-0298 
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FOR  SALE 

ABBOTT  VISION 
ANALYZER  SYSTEM 

Wide  variety  of  chemistry 

AND  HEMATOLOGY 

(including  glucose  lipid 

PANEL,  THYROID,  PROTIME). 

XExcellent  condition. 

XUSED  LESS  THAN  TWO  YEARS. 

XWiLL  SELL  FOR  HALF  OF  THE 
LIST  PRICE. 


WHEN  THEY  ARE 
READY 
TO  LEAVE 
THE  HOSPITAL... 


HAPPY  HARRY 


For  All  Your  Patient’s  Home  Health  Care  Needs 

Home  Medical  Equipment  • Products  • Services 


Call  (302)  629-9099. 


Three  Convenient  Locations 

Baycourt  Plaza  16-A  Trolley  Sq.  311  Ruthar  Dr. 

Dover,  DE  19901  Wilmington,  DE  19806  Newark,  DE  19711 
(302)  678-0504  (302)  654-8181  (302)  454-4941 


Physician  Practice  Manaeement 

As  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 

individuals  and  firms  who  specialize 

in  the  "Business  of  Medicine".  Physician  Practice  Manaeement  fulfills 

this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 

professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 

maintain  financial  success  in  today’s  evolving  healthcare  environment.  Some  of  the  many  professional 

services  that  we  provide  to  our  local  clients  are  — 

Personnel 

Practice  Manaeement 

Policies  & Procedures 

Statistical  Management  Reports 

Benefit  Plan  Development 

Practice  Evaluations 

Personnel  Evaluation  Criteria 

Billing/Collection  Services 

Insurance  Review  & Selection 

Accounts  Receivable  Management 

Operations  Procedural  Reviews 

New  Practices 

Budgeting  & Financial  Planning 

Patient  Scheduling 

Practice  Formation 

Cost  Reduction  Studies 

Financial  Projections 

Reimbursement  & Coding  Reviews 

Fee  Schedules 

Medical  Record  & Form  Systems 

Personnel  Requirements 

Income  Distributions 

Contract  Review 

Location  Services 

To  speak  to  our  consultants  directly,  please  contact  Michael  J.  Bradley  or  David  J.  Krigstein  at  — 

Physician  Practice  Management 

Christiana  Executive  Campus 

220  Continental  Drive,  Suite  1 12 

Newark,  DE  1 97 1 4 

Telephone:  (302)  737-6200 
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BOOK  REVIEWS 


I 

jl  Therapeutic  Applications  of  NSAIDs, 

I Marcel  Dekker,  Inc.,  New  York.  Edited  by  J.  P. 
I Famaey  and  Harold  E.  Paulus. 

I have  seen  textbooks  devoted  to  NSAIDs  in  the 
;(  past  but  this  is  the  most  impressive  and  cer- 
' tainly  the  longest  reaching  (more  than  500 
l|  pages).  The  book  is  edited  by  two  well-known 
i rheumatologists,  one  from  Belgium  and  one 
from  Los  Angeles.  The  contributing  authors  are 
j also  international  in  scope.  The  book  is  divided 
I into  four  sections.  The  first  section  includes 
; general  considerations  regarding  the  use  of 
I nonsteroidal  drugs  including  variations  in  re- 
sponse, pharmacology,  compliance  issues, 
f toxicities  and  poisonings.  There  is  a complete 
I section  devoted  to  NSAID  use  during  preg- 
nancy and  in  children.  A third  section  deals 
f,  with  NSAID  use  in  subpopulations  including 
i the  elderly  during  renal  impairment  and  dialy- 
I sis,  associated  with  liver  disease,  in  patients 
with  coagulation  disorders  and  gastrointesti- 
nal disease.  The  final  section  of  the  book  deals 
< with  variations  in  pharmaceutical  formulations 
of  NSAIDs.  There  is  a discussion  of  short-acting 
[.  versus  long-acting  NSAIDs,  enteric  coated  and 
i*  controlled  release  formulations  and  intramus- 
I cular  and  intravenous  use.  There  is  also  a 
discussion  of  topical  use  and  rectal  administra- 
J tion  which  is  quite  popular  in  Europe.  Finally, 
there  is  a discussion  of  unusual  administration 
f ofNSAIDs includingintra-articular,  intrathecal 
and  subcutaneous  administrations  and  there  is 
i discussion  about  the  interactive  relationship 
! between  NSAIDs  and  physical  therapy. 

];  There  is  no  question  that  nonsteroidal  anti- 

fi  inflammatory  drugs  have  become  an  important 

! 
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part  of  daily  medical  practice.  Not  only  are  they 
important  because  of  their  powerful  use  in  the 
treatment  of  inflammation  but  also  because  of 
their  important  toxicities  and  the  potential  for 
significant  drug  interactions.  It  is  probably 
true  that  we  have  not  yet  learned  all  the  poten- 
tial therapeutic  applications  ofNSAIDs  nor  all 
their  potential  toxicities.  It  certainly  seems  as 
though  their  numbers  are  growing  faster  than 
our  knowledge  as  to  how  to  best  use  them. 

This  text  clearly  would  be  helpful  to  all 
practicing  clinicians  who  seek  to  find  up-to- 
date  information  on  the  use  of  nonsteroidal 
drugs. 

James  H.  Newman,  M.D. 

Monoclonal  Antibodies,  Cytokines  and  Ar- 
thritis. Mediators  of  Inflammation  and 
Therapy,  Marcel  Dekker,  Inc.,  New  York,  1991. 
Edited  by  Thomas  F.  Kresina. 

This  textbook  draws  upon  an  international  cast 
of  authors  whose  work  in  recent  years  has 
focused  on  new  technologies  including  the  use 
of  monoclonal  antibodies,  recombinant  DNA 
technology  to  define  cellular  receptors  in  auto- 
immunity, and  the  ways  in  which  cells  commu- 
nicate during  the  immune  response.  The  text 
primarily  focuses  on  animal  models  of  the  rheu- 
matic diseases  and  explains  how  these  tech- 
nologies can  be  used  to  prevent  or  treat  these 
autoimmune  diseases  in  animals.  The  hope  of 
the  editor  is  that  there  will  be  eventual  applica- 
tion of  these  technologies  to  human  autoim- 
mune disease  and  furthermore  that  the  text 
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will  stimulate  additional  research  and  will  have 
application  to  human  populations.  The  early 
chapters  focus  on  human  autoimmune  disease 
and  the  potential  application  of  monoclonal 
antibodies  in  their  treatment.  Considerable  at- 
tention is  paid  to  the  treatment  of  rheumatoid 
arthritis  particularly  in  regard  to  the  selective 
use  of  cytokine  inhibition.  The  potential  role  of 
T cells  and  the  potential  for  modifying  T cell 
responses  is  also  discussed  by  several  of  the 
contributing  authors  as  is  the  role  for  humoral 
autoimmunity. 

This  is  certainly  a useful  text  for  basic 
investigators  in  the  study  and  treatment  of 
immune  mediated  rheumatic  diseases.  It  is  of 
interest  to  clinical  specialists  in  this  field.  I 
doubt  that  it  would  have  much  interest  to  the 
general  practitioner  of  medicine. 

James  H.  Newman,  M.D.,  F.A.C.P. 


You’ll  love  working  with  our  ' 
locum  tenens  physicians  and 
allied  health  care  professionals* 

WE  GUARANTEE  IT 

CompHealth  has  thoroughly  credentialec 
physicians  and  allied  health  care 
providers  Irom  more  than  40  fields  of 
specialization  available  to  provide  locum 
tenens,  or  temporary,  staffing  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and  > 

experience  to  guarantee  your  satisfaction  | 
each  time  we  place  a member  of  our 
medical  staff  in  your  practice  or  facility.  ' 
It  s the  closest  thing  you 'll  find  to  a risk-  | 
free  way  to  cover  for  absent  staff 
members,  “’tiy  out " a potential  new  | 

recruit,  or  take  care  of  your  patients  whiki 
you  search  for  a new  full-time  associate,  . 

Call  us  today  to  arrange  for  quality  locum 
tenens  coverage,  or  to  discuss  your  . 

permanent  recruiting  needs.  | 

CompHealth 

Comprehensive  Health  Care  Staffing 

I 

1-800-463-3030  , 

Salt  Lake  Cit_y  ■ Atlanta  ■ Grand  Rapids.  Mich,  ' 


PHYSICAL  THERAPY 


I at  Hockessin 


As  we  celebrate  our  1st  anniversary  in  prac- 
tice, we  sincerely  thank  all  the  physicians 
who  have  helped  make  us  a success.  We  will 
continue  to  provide  the  quality  care  you  ex- 
pect throughout  the  coming  years. 


Stephen  V.  Rapposelli,  PT,  CSCS  720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707 

Jennifer  A.  Rapposelli,  PT  (302)  234-2288 

Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
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If  you  have  an  event  you  would  like  considered 
for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  MedicalJour- 
nal,  1925  Lovering  Avenue,  Wilmington,  DE 
19806-2166.  Information  must  be  received  by 
the  15th  of  the  month,  three  months  before 
publication. 

Physicians’  Health  Committee 

Do  you  know  an  impaired  physician  or  a physi- 
cian in  trouble?  The  Physicians’  Health  Com- 
mittee wishes  to  help.  Please  call  302/654-1001. 
All  actions  of  the  Physicians’  Health  Committee 
: are  confidential,  and  the  identity  of  the  re- 
I porter  will  not  be  disclosed. 

'I  Children  with  Traumatic  Brain  Injury 
‘I  Presentations  Offered 

’j  The  Division  of  Rehabilitation,  Department  of 
'^'1  Pediatrics  of  the  Alfred  I.  duPont  Institute 
M presents  “Community  Re-entry  for  the  Child 
»i'  with  Traumatic  Brain  Injury”  on  March  18  and 
19.  Topics  will  include  Visual  Disorders,  Be- 
1 1 havior  Management,  Parent  as  Team  Member, 
1'!  Neuropharmacology,  Current  Educational 
r Trends  and  Americans  with  Disabilities  Act. 

The  presentations  will  be  held  at  The  Alfred 
1.  I.  duPont  Institute,  P.O.  Box  269,  Wilmington, 

' Del.  19899.  For  more  information  call  (302)  651- 
I 6750. 

I Pulmonary  Care  Symposium 

: Perspectives  in  Pulmonary  Care  - 1993  will  be 
i held  April  27  from  7:45  a.m.  to  4:15  p.m.  at  the 
!'  Delaware  Academy  of  Medicine,  1925  Lovering 
ill  Ave.,  Wilmington.  A fee  of  $25  includes  conti- 
nental breakfast,  lunch  and  refreshments. 
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This  symposium  offers  health  professionals 
the  opportunity  to  update  their  knowledge  of 
current  pulmonary  issues.  Advances  in  the 
diagnosis  and  treatment  of  respiratory  disor- 
ders will  be  addressed.  Continuing  education 
credits  will  be  available. 

For  more  information  call  655-7258  or  (800) 
355-LUNG. 

Two-day  Symposium  on  Infectious  Dis- 
eases 

The  third  annual  “Infectious  Diseases  in  Every- 
day Medicine”  will  be  held  April  19  and  20  at  the 
Baltimore  Convention  Center,  Baltimore  Md. 

For  additional  information  or  to  receive  a 
brochure,  please  contact  Eunice  Katz,  Division 
of  Infectious  Diseases,  University  of  Maryland 
School  of  Medicine,  10  S.  Pine  Street,  Balti- 
more, MD  21201;  (410)  706-7560. 

Controversies  in  Diabetes 

The  American  Diabetes  Association  Philadel- 
phia Chapter  will  hold  its  annual  scientific  and 
clinical  symposium  on  “Current  Controversies 
in  Diabetes:  Insight  for  the  Practitioner"  on 
March  6,  from  7 :30  a.m.  to  1 p.m.  atthe  Wyndham 
Franklin  Plaza  Hotel,  Philadelphia,  Pa. 

For  more  information  contact  The  Ameri- 
can Diabetes  Association,  One  Plymouth  Meet- 
ing, Suite  520,  Plymouth  Meeting,  PA  19462- 
1316;  (215)  828-5003. 

African  Bacteria  May  Provide  New  Ap- 
proach to  Cancer  Treatment 

A strain  of  bacteria  recently  isolated  from  the 
soil  of  the  bushveld  of  southern  Africa  is  the 
source  for  a new  class  of  compounds  now  being 
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examined  for  potential  in  cancer  treatment.  A 
by-product  of  the  natural  biochemistry  of  the 
bacteria,  the  compounds,  know  as  altromycins, 
are  between  six  and  200  times  as  potent  in 
laboratory  tests  as  the  commonly  used 
anticancer  drug  adriamycin. 

The  altromycins’  high  potency  is  accompa- 
nied by  high  toxicity.  Nevertheless,  animal 
tests  suggest  that  altromycins  may  be  active 
against  cancer  at  doses  where  their  side  effects 
may  be  acceptable.  Altromycin  A,  for  example, 
cured  nine  of  20  mice  with  a certain  type  of 
leukemia,  compared  to  a 10  percent  cure  rate 
for  the  anticancer  drug  5-fluorouracil. 
Altromycins  were  also  more  active  than  5-flu- 
orouracil  against  a human  colon  tumor  im- 
planted into  mice. 

The  mechanism  by  which  altromycins  work 
remains  unknown.  As  reported  in  recent  ar- 
ticles in  the  Journal  of  Antibiotics  and  a forth- 
coming study  from  James  McAlpine,  Ph.D.,  of 
Abbott’s  Anti-Infective  Research  division,  cer- 
tain facts  suggest  it  may  be  different  from  that 
of  any  anticancer  drug  now  used.  This  could 
make  altromycins  particularly  unique  and  sug- 
gest a role  as  components  of  the  “cocktails” 
typically  used  to  treat  cancer,  since  the  indi- 
vidual drugs  in  these  combinations  are  typi- 
cally chosen  so  that  each  provides  a distinctly 
different  mechanism  of  action. 

Although  the  laboratory  data  are  encourag- 
ing, only  human  trials  (which  remain  in  the 
future)  can  determine  whether  the  altromycins 
are  truly  meaningful  additions  to  our  anticancer 
armamentarium. 

From  Summer  1992  Abbott  Abstract. 


Beware  of  an  Insurance  Scam 

Physicians  and  other  health  care  providers  in 
several  states  fell  prey  last  year  to  a medical 
malpractice  insurance  scam  run  by  Howard 
Stokes  in  Atlanta.  Some  27  binders  for  profes- 
sional liability  insurance  were  issued  as  of 
October  1991  in  the  name  of  Ormand  Re  to 
medical  professionals  in  West  Virginia,  Ala- 
bama, California,  Georgia,  Illinois,  Mississippi, 
New  J er sey.  South  Dakota,  Tennessee  and  Texas 
without  their  authorization.  Premiums  totaled 
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$304,212.  It  wasn’t  until  February  1992  that 
Georgia  regulators  issued  a cease  and  desist 
order  against  Stokes. 

Policy  holders,  who  discovered  the  scam 
before  sending  in  their  first  payments,  still  paid 
a price  — they  were  without  coverage  from  the 
date  their  former  policies  expired.  This  made  it 
tougher  and  more  expensive  to  buy  new  cover- 
age; some  insurers  may  have  been  unwilling  to 
write  prior  acts  for  them. 

One  overseas  operation  is  currently  under 
federal  indictment  for  mail  and  wire  fraud, 
extortion,  money  laundering  and  conspiracy. 
This  operation  has  sold  professional  liability 
insurance  under  various  names,  including 
PRIME,  CARIB,  and  Trans-Pacific. 

According  to  Business  Insurance  (March 
23,  1992),  “State  officials  often  attempt  to  take 
action,  but  first  they  must  overcome  legal  chal- 
lenges erected  by  the. ..organizers.  By  the  time 
the  state  finally  can  act,  it  is  too  late. ..the 
organizers  have  vanished.” 

Richard  Matysiak,  Georgia  insurance  de- 
partment investigator,  says  that  the  typical 
scammer  chooses  a legitimate  insurance  com- 
pany registered  in  many  states.  A surplus  lines 
broker  is  found  to  front  for  the  unauthorized 
sale  of  policies  over  the  reputable  company’s 
name.  The  scammer  then  puts  the  word  out  to 
brokers  that  a new  market  (for  professional 
liability  insurance,  for  example)  is  available. 

Most  brokers  should  realize  immediately 
that  the  price  is  far  too  low  for  a legitimate 
product.  Some  honestly  may  be  deceived.  Un- 
ethical brokers  may  find  the  10  to  25  percent 
commissions  paid  by  the  bogus  operators  hard 
to  resist.  The  best  advice  for  physicians:  beware 
of  carriers  offering  considerably  lower  rates. 

From  May  1992  Medical  Liability  Monitor. 

Correction 

An  incorrect  statement  was  made  in  a Decem- 
ber In  Brief  segment  regarding  the  Consumer 
Health  Library  open  to  the  public. 

The  sentence  should  have  read;  "The  New 
Castle  County  Medical  Society  Auxiliary  made 
a generous  contribution  of  $5,000  to  purchase 
the  software  for  1992."  We  regret  the  error. 
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PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 


Magnetic  Resonance  Imaging 


is  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1 701  Augustine  Cut-Off  - Suite  1 00 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 
(302)  737-5990 


ELECTRONIC  INSURANCE  CLAIM  SUBMISSION  FOR  PHYSICIANS 

Electronic  instirance  claims  are  prepared  by  FIRST  STATE  MEDICAL  CLAIMS 
PROCESSING  CO.,  a professional  MED-NET  Billing  Center.  The  result  is  99% 
payment  to  the  physician  in  10  to  15  days  for  private  or  commercial  insurance  and 
22  days  for  all  federal  or  state  insmnnce  claims. 

Please  contact  us  to  see  when  we  can  set  up  your  FREE  15  DAY  TRIAL  PERIOD. 
You  have  nothing  to  lose  and  much  to  gain!  Why  wait?  Call  today! 


FIRST  STATE  MEDICAL  CLAIMS  PROCESSING  CO. 
P.O.  BOX  9230 
WILMINGTON,  DE  19809 
(302)-292-2206 

Vicki  L.  Taub  - President 
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Ji)i(t!ng  a reliable  medienl  equipment 
Cnmpany.  But  CnSFlDESCE  and  TRUST  are 
(he  'magic'  words  of  MASTER  CAJiE'S  sendee. 
Be<(iuse  your  piatieyits  are  our  first  concern, 
ICC  find  products  for  the  patient  . . . not 
jHitients  for  the  prodiui. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk, 
83  Aide  Dr  Newark,  DE 
Call  the  CARELINE  (302)  368«5300 
NJ  (609)  299*3224 


K^ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


VASCULAR  LABORATORIES  OF  DELAWARE 


NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  2 1 3 

Newark  DE  1 9702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  I 1 2 

4745  Stanton-Ogletown  Road 
Newark  DE  1 97 1 3 

(302)  368-I  I30 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D. 
Director 


Billie  Gray,  R.N.,  R.V.T 
Doreen  Mahoney,  L.P.N 
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Leeza  Gibbons 
loves  summer 
camp. 


These  people 
love  her 
for  it. 

Leeza  Gibbons'  friend  has  just 
made  a big  hit  at  MDA  summer 
camp  - - and  so  has  Leeza. 

As  national  chairwoman  of 
MDA's  Spinal  Muscular 
Atrophy  (SMA)  Division,  she 
goes  to  bat  all  year  long 
against  40  neuromuscular 
diseases. 

Camp  is  a special  time  of  year 
for  "Jerry's  kids®"  It's  a week  of 
sports  and  recreation,  cookouts 
and  crafts,  new  friends  and 
nature  - - all  geared  for  special 
needs  and  fun. 

You  can  be  a hit  with  "Jerry's 
kids,"  too.  Volunteer  as  a 
counselor  or  give  to  MDA's 
Send-a-Kid-to-Camp  program. 


MDH 

Muscular  Dystrophy  Association 
National  Headquarters 
3561  East  Sunrise  Drive 
Tucson,  AZ  8571 8 / (602)  529-2000 


American  Medical  Association 


Physicians  dedicated  to  the  health  of  America 


For  Your  Benefit 


AMA  Key  Policies  Include  In  PRO  Program 


Success!  Throughout  1992,  the  AMA’s 
Board  of  Trustees,  Council  on  Medical 
Service,  and  AMA  staff  have  combined 
to  play  a critical  role  reshaping  the  PRO 
program  to  embrace  key  AMA  policy. 

In  the  Fourth  Scope  of  work,  starting 
April  1,  1993,  HCFA  will: 

• replace  the  existing  Quality 
Intervention  Plan  “point  system”  with 
a more  “educational”  Quality  Review 
Process; 


practicing  consultants  in  relevant 
specialties  when  drafting  new  reviev 
criteria  or  changing  existing  criteria, 
and  to  consider  comments  from  stat 
medical  associations  in  formulating 
criteria; 


• for  the/?>s^  time,  require  PROs  to| 
allow  physicians  to  ask  for 
reconsideration  of  final  notice  of  a 
quality  concern  determination; 


• require  physician  reviewers  to  be 
licensed  in  the  state  where  the  services 
are  performed  and  to  routinely  care 
for  Medicare  beneficiaries; 


• charge  PROs  to  assess  the  potentl 
impact  on  physician  reviewers  if  th 
names  are  released  to  the  physicians 
being  reviewed;  and 


compel  PROs  to  actively  use 


• minimize  case-by-case  review  in  fapr 
of  pattern  analysis. 


AMA  "Waived"  Advocacy  Lightens  Lab  Burdens 


The  CLIA  Advisory  Committee 
unanimously  recommended  that  the 
minimally  regulated  “physician 
performed”  category  of  clinical 
laboratory  tests  be  established.  This 
category  of  testing  was  vigorously 
advocated  by  both  the  AMA  and  twenty 


two  specialty  societies.  The  CDC  is 
expected  to  accept  the  recommendati|i: 
also  supported  by  HHS  Secretary 
Louis  Sullivan,  MD.  The  AMA  will  mj^tj 
with  the  CDC  to  discuss  types  of  tes 
to  be  included  in  the  “physician 
performed”  category. 


WOMENS  IMAGING  CENTED 


OF  DELAWARE 


Rehabilitation  Consultants,  Inc 


SERVICES 

• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

HTNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 


TWO  LOCATIONS 

CONCORD  PLAZA  OFEICE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFHCE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

AU  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 

Owner;  Robert  Catalano,  M.A.,  P.T. 


P 


REHABILITATION  CONSULTANTS,  INC.  SINCE  1970  ■ ■ ■ 


1 


INDEX  TO  ADVERTISERS 

Abbott  Vision  Analyzer  System 

151 

InfoQuest  Systems,  Inc 

.150 

Air  Force  Reserve 

134 

Kentmere 

158 

American  Lung  Association  of 

Eli  Lilly  and  Company  (Humulin) 

142 

Delaware 

86 

MasterCare 

158 

American  Medical  Association 

160 

Medical  Center  of  Delaware 

78 

Brandywine  Imaging  Center,  L.P 

..90, 

95 

Medical  Society  of  Delaware  Insurance 

Breast  Center  of  Delaware 

91 

Services,  Inc 

81 

Bristol-Myers  Squibb,  Co 

147, 

148 

Medlab 82,  85, 

87 

Cardiac  Diagnostic  Center 

92 

Muscular  Systrophy  Association 

159 

Central  Delaware  MRI 

79 

P.  Gerald  White,  Inc 

95 

Christiana  Imaging  Center 

88 

Papastavros'  Associates  Medical 

Christiana  Mortgage 

90 

Imaging 

157 

CompHealth  Comprehensive  Health 

Performance  Physicial  Therapy 

154 

Care  Staffing 

154 

Physical  Therapy  Associates 

86 

Comprehensive  Headache  Center 

133 

Physician  Practice  Management 

151 

DBA  Collection  and  Administrative 

Princeton  Insurance  Company 

164 

Services  Inc 

96 

Rehabilitation  Consultants,  Inc 

162 

Delaware  Trust 

163 

University  of  Delaware 

146 

Diagnostic  Imaging  Associates, 

Vascular  Laboratories  of  Delaware 

158 

P.A 80,  84,  133, 

144 

Video  Lawyer  Inc 

86 

First  State  Medical  Claims 

Visiting  Nurse  Association 

152 

Processing  Co 

157 

Women’s  Imaging  Center  of  Delaware 

161 

Happy  Harry's  Health  Care  Inc 

151 

) 

162 
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YOU 


ALMOST 

CAN! 


NOW,  ONLY  FROM  MEDLAB 
CLINICAL  TESTING  INC, 
ROUTINE  4-HOUR  TURN- 
AROUND TIME  ON  OVER 
100  LABORATORY  TESTS: 

• Reports  in  "Hard  Copy" 

• No  Extra  Charge 

• Monday  Through  Friday 

• For  Specimens  Draxun  or  Picked  Up 
Before  11:00  AM  in  Most  Areas 

• For  Medlab’s  FuU-Service  Clients 

• Call  (302)  655-LABS  or 
1 (800)  MEDLAB-1 


CLINICAL  TESTING  INC. 

..BECAUSE  QUALITY  IS  ESSENTIAL^ 


Christiana  Imaging  Center 
offers  a comprehensive  array  of  imaging  services. 

• MRI  • MRA  • CT  • ULTRASOUND  • MAMMOGRAPHY  • X-RAY  • 

!■■■  Ill  K.  Ill  1C.- 

Our  state-of-the-art  imaging  equipment  ensures  superior  quality.  Radiologists  and  neuroradiologists 
(all  board  certified)  provide  expert  interpretations  and  prompt  reports.  Fax  reports,  courier  service  for  film 

delivery  and  high  resolution  image  copies  are  available. 

Our  courteous  and  professional  staff  is  dedicated  to  your  patients’  comfort  and  privacy.  MRI  services  are  available 
evenings  and  Saturdays. 


Medical  directors:  To  schedule  an  appointment  call: 

Zelimir  Kozic,  M.D.  MRI  or  MRA 731-9860 

Leonard  Rosenbaum,  M.D.  CT 731-9890 

John  Wills,  M.D.  X-ray,  ultrasound  & mammography 731-9558 


Conveniently  located  in  the  Medical  Arts  Pavilion,  adjacent  to  Christiana  Hospital: 
4751  Stanton- Ogle  town  Road,  Newark,  Delaware  19713 


Christiana  Imaging  Cei 


l, 


A Division  ol  MCD  Holding  Company 


PRESIDENT’S  PAGE 


Good  News,  for  a Change 


Over  the  past  10  or  so  years,  medical  current 
events  have  not  had  very  much  good  news,  with 
i daily  attacks  by  the  alphabet  soup  of  govern- 
mental and  third-party  over-regulation.  As  phy- 
I sicians  we  start  each  day  wondering,  “What  are 
they  going  to  do  to  us  today?” 

However,  over  the  past  several  months 
within  our  own  medical  community,  there  has 
been  something  wonderful  happening,  that  is, 
the  Voluntary  Initiative  Program.  Thanks  to 
my  predecessor  on  this  page,  Jim  Marvel,  an 
idea  that  he  had  long  been  pondering  is  coming 
to  fruition. 

The  VIP,  as  Jim  conceived  it,  was  a vehicle 
' to  both  recognize  and  encourage  physicians  to 
provide  care  to  the  indigent,  both  those  covered 
^ under  Medicaid  and  the  uninsured.  This  project 
I has  been  supported  both  philosophically  and 
financially  by  the  Delaware  Health  Care  Com- 
mission and  former  Governor  Castle.  One  of  the 
most  encouraging  things  about  it  is  that  with 
really  very  little  effort,  we  already  have  close  to 
I 300  physicians  who  are  willing  to  participate  in 
this  program.  Those  300  physicians  represent  a 
wide  geographic  distribution  throughout  the 
state,  as  well  as  a wide  distribution  by  specialty. 
In  fact,  the  response  has  been  so  good  that, 
hopefully,  by  the  time  you  read  this  President’s 
Page,  the  program  will  be  officially  announced 
and  up  and  running. 

The  VIP,  as  conceived,  will  serve  two  major 
functions  and  occur  in  two  phases.  The  first 
phase  is  to  help  Medicaid  patients  who  do  not 
already  have  a primary  care  physician  from 
whom  they  receive  continuity  of  care,  to  find 
I one.  This  will  be  done  through  an  800  number 
and  with  a data  bank  that  will  allow  the  Society 


to  confirm  eligibility  for  the  program  and  then 
make  an  appointment  for  that  patient  with  a 
participating  primary  care  physician.  Should 
any  ofthese  patients  need  specialty  referral,  the 
same  kind  of  arrangements  will  be  made  through 
the  VIP  with  specialists’  offices. 

The  other  aspect  of  this  program  will  be  to 
recognize  those  physicians  who  participate  in 
the  VIP  and  those  other  physicians  who  accept 
substantial  numbers  of  Medicaid  patients  into 
their  practices.  That  recognition  will  occur  at  an 
annual  ceremony,  with  appropriate  awards  be- 
ing presented. 

The  second  phase  of  the  VIP  will  be  to 
perform  the  same  function  for  patients  who  are 
uninsured  or  whose  care  will  be  uncompensated. 
Again,  the  state  will  assist  with  eligibility  for 
those  patients,  and  we  expect  our  members  to 
come  forward  to  provide  the  care. 

As  this  program  has  been  developed,  there 
has  been  some  question  raised  as  to  why  this 
program  is  any  different  from  the  existing  Med- 
icaid program,  and  the  answer  is  a simple  one. 
This  program  not  only  links  patients  with  phy- 
sicians, but  it  also  provides  protection  for  our 
members  in  that  they  can  participate  in  Medic- 
aid through  the  VIP  and  limit  very  specifically 
the  volume  of  new  Medicaid  patients  that  will 
enter  their  practices  through  this  mechanism. 
In  the  past,  there  have  been  physicians  who 
have  been  reluctant  to  participate  in  Medicaid, 
not  because  they  did  not  want  to  provide  care  to 
the  poor,  but  because  they  were  afraid  that  such 
patients  might  overwhelm  their  practices.  Un- 
der the  VIP  participating  physicians  can  specify 
exactly  the  number  of  patients  per  week  or  per 
month  that  they  would  like  to  accept  through 
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this  program,  thus  allowing  a proportion  of 
their  practices  to  be  comprised  of  Medicaid 
patients  in  a controlled  fashion. 

Another  advantage  of  the  VIP  is  that  when 
we  get  into  the  second  phase,  for  uncompensated 
care,  we  hope  to  develop  with  the  state  a system 
of  immunity  from  frivolous  lawsuits  for  those 
physicians  who  participate  in  the  program. 

In  summary,  it  is  a pleasure  to  bring  you 
some  good  news  for  a change.  I would  like  to 
thank  all  of  our  members  who  have  already 
agreed  to  participate  in  the  first  phase  of  the 
VIP,  and  I would  like  to  encourage  the  members 
who  have  not  yet  agreed  to  participate  to  do  so 
at  this  time. 


Stephen  R.  Permut,  M.D. 


PAPASTAVROS’ 
ASSOCIATES 
MEDICAL  IMAGING 

announces  the  relocation  of 
their  2002  Foulk  Road  office 
to 

"Health  Care  Center  at 
Brandywine" 

1401  Foulk  Road 
Wilmington,  DE  19803 


Office  Hours  Telephone 

9;00  a.m.  - 5:00  p.m.  (302)479-5443 


screeniTTi 

at  Brandywine  Imaging  Center, 


t 


New  Bone  Density  Measurement 
Technology  at  Brandywine  Imaging 
Center  helps  provide  early  diagnosi 


P.: 


Until  now,  evaluating  bone  density  using  convention; 
x-ray  techniques  did  not  reveal  a potential  problem  u 
a patient  had  lost  25%  to  30%  of  her  bone  mass.  Nov 
just  a matter  of  a few  minutes,  our  new,  highly  sensit|| 
densitometer  assists  in  assessing  risk  at  a much  earli( 
stage.  It  can  also  evaluate  response  to  treatment. 


Our  DPX-L  Bone  Densitometer  performs  scans  capabj 
of  measuring  the  density'  of  the  spine,  the  hip,  and  otlfrj 
bones  which  are  the  most  frequent  fracture  sites. 


For  further  information  or  to  schedule  Osteoporosis 
screening  for  your  patients,  call  (302)654-5300. 


BRANDYWINE 


I M A C'.  1 N C'l 


CENTER.  L.r. 


Brandywine  Imaging  Center 
701  Foulk  Rd.,  Suite  El,  Foulk  Plaza  • Wilmington,  DE  If 
(302)654-5300 

A Diagnostic  Imaging  Associates,  P.A.  Affiliate 


[ 
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Electronic  claim  submission  thru 

MED-NET  BILLING  CENTERS 


Electronic  Claims: 

Electronic  insurance  claims  are 
prepared  by  a professional  Med-Net 
Billing  Center  in  your  area  and  directed 
by  Med-Net  to  the  insurance 
companies.  The  result  is  99%  payment 
to  the  physician  in  1 0 to  1 5 days  for 
private  or  commercial  insurance  and  22 
days  for  all  federal  or  state  insurance 
claims. 

Free  15  Day  Trial: 

Give  us  40  of  your  new  nonsubmitted 
insurance  claims  and  20  of  your 
previously  submitted  but  rejected 
claims.  We  will  show  you  how  simple 
and  fast  Med-Net  works. 


More  Patients: 

Med-Net  will  free  the  physician  and 
medical  staff  from  fighting  with  the 
insurance  claims.  The  medical  practice 
runs  smoother  and  can  increase  its 
patients  base  / more  patients  = more 
profits. 

You  May  Think  That 
You’re  Already  Processing 
Claims  Electronically, 
But... 

...If  you  have  a computer  and  it  prints 
out  your  paper  claims  YOU  ARE  NOT 
PROCESSING  ELECTRONICALLY! 

...If  your  computer  holds  Blue 
Cross/Blue  Shield,  Medicare  and  Aetna 
for  printing  on  a disc  to  submit  each 


week  or  for  electronic  mailing  each 
week  YOU  ARE  NOT  PROCESSING 
ELECTRONICALLY! 

If  you  don’t  drive  a horse  and 
carriage  to  work  why  run  your 
practice  like  you  do! 


BILLING  MED*NET  CENTEl^ 


Swift  Data  Services 


239  Mercury  Road 


Med-Net  Corporation 

Newark,  DE  1 97 1 1 (302)  239-0924 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained 
as  well  as  low  cost  life  insurance. 
One  weekend  a month  plus  two 
weeks  a year  or  less  can  bring 
you  pride  and  satisfaction  in 
serving  your  country. 


Call:  (301)981-9829 


Name 


Or  Fill  Out  Coupon  and  Mail  Today! 

To:  MSGT  Johnson  or  MSGT  Farr 
2400  RRMS/RSH-1 
STP  3,  Bldg  3720  RM  16 
Andrews  AFB,  DC  20331-5757 


Address 
City 


State 


Phone 


Medical  Specialty 


Zip 

Prior  Service?  Yes  _ 
Date  of  Birth  _ 


No 


AIR  FORCE  RESERVE 


25-301-0017 


A GREAT  WAY  TO  SERVE 


1058 


SCIENTIFIC  ARTICLE 


The  Clinical  Spectrum 
of  Systemic  Lupus  Erythematosus 

Mary  Betty  Stevens,  M.D. 


During  this  century  there  have  been  enormous 
developments  at  every  level  relative  to  lupus 
erythematosus.  First  and  foremost,  what  was 
earlier  a dermatologic  disorder  has  emerged  as 
a systemic  disease  with  a broad  spectrum  of 
clinical  features.  Second,  systemic  lupus 
erythematosus  (SLE)  has  come  to  be  recognized 
as  an  autoimmune,  immune-complex  process 
and,  on  clinical  and  immunologic  grounds, 
multiple  subsets  and  discreet  variants  have 
been  identified  which  differ  in  process,  clinical 
expression,  therapeutic  need,  and  prognosis. 
Multiple  environmental,  genetic,  and  hormonal 
factors  have  been  described  which  contribute  to 
the  clinical  expression  or  seroreactivity  of  SLE 
and  its  variants.  Finally,  with  the  capacity  for 
earlier  diagnosis,  the  therapeutic  means  for 
suppressing  the  disease  process,  and  the  conse- 
quent prolonged  survival,  the  incidence  and 
prevalence  of  SLE  have  progressively  increased. 
For  the  years  1956-65,  the  prevalence  and  inci- 
dence of  SLE  per  100,000  were  14.6  and  2.0,^ 
respectively,  compared  with  50.8  and  7.4  in  the 
interval  1967-73.^  In  our  Johns  Hopkins  expe- 
rience, a four-year  survival  of  51  percent  re- 
ported in  1954®  was,  in  1981,  97  percent  at  five 
years  and  90  percent  at  10  years. 
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In  this  setting,  criteria  for  the  classification 
of  SLE  were  initially  proposed  by  the  American 
Rheumatism  Association  in  1971,®  with  revi- 
sions in  1982.®  These  criteria  are  listed  in  Table 
1;  the  listings  have  been  reordered  to  empha- 
size both  the  common  denominators  and  the 
differences  between  the  two  criteria  sets.  Un- 
der both  criteria  sets,  the  occurrence  of  four  or 
more  features  satisfies  the  diagnosis  of  SLE. 
Independent  studies  have  shown  both  their 
specificity  and  sensitivity  to  exceed  90  percent, 
but  it  must  be  emphasized  that  these  criteria 
were  developed  for  the  classification  of  SLE  in 
reports  of  clinical  series  and  not  for  the  bedside 
diagnosis  of  individual  patients  at  any  one 
point  in  time.  Multiple  added  features  of  SLE 
with  less  sensitivity  or  specificity^  contribute  to 
the  diagnosis  and  may  be  major  determinants 
in  the  course  of  the  disease. 

The  initial  manifestations  and  those  occur- 
ring with  time  in  140  consecutive  patients  ad- 
mitted to  The  Johns  Hopkins  Rheumatic  Dis- 
ease Unit  at  Good  Samaritan  Hospital  during  a 
54-month  interval  are  shown  in  Table  2. 

Patients  with  drug-induced  syndromes,  dis- 
coid lupus  alone,  rheumatoid  arthritis  regard- 
less of  seropositivity,  and  undifferentiated  con- 
nective tissue  disease  are  specifically  excluded. 
The  variability  in  presentation  and  course  of 
disease  is  obviated.  In  fact,  the  true  onset  of 
disease  may  be  difficult,  if  not  impossible,  to 
define  with  low-grade  constitutional  symptoms 
at  one  point  on  the  spectrum,  a routinely  dis- 
covered laboratory  abnormality  (e.g.,  biologic 
positive  serologic  test  for  syphilis)  at  another, 
and  a fulminant,  febrile,  multisystem  disorder 
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1971 

1982 

1.  Facial  erythema 

1. 

Malar  rash 

2.  Discoid  lupus 

2. 

Discoid  lupus 

3.  Photosensitivity 

3. 

Photo  sensitivity 

4.  Oral  or  nasopharyngeal  ulceration 

4. 

Oral  ulcers 

5.  Arthritis  without  deformity 

5. 

Nonerosive  arthritis 

6.  Pleuritis  and/or  pericarditis 

6. 

Pleuritis  and/or  pericarditis 

7.  Psychosis  and/or  convulsions 

7. 

Seizures  and/or  psychosis 

8.  Alopecia 

8. 

Persistent  proteinuria  and/or  cellular  casts 

9.  Raynaud's  phenomenon 

9. 

Hemolytic  anemiaor  leukopenia  (<4, 000/mm®)  or  lymphopenia 
(1,500/mm®)  or  thrombocytopenia  (<  100,000/mm®) 

10.  Proftis  proteinuria  (>3.5  mgs/day) 

10. 

LE  cells  or  anti-nDNA  or  anti-Sm  antibody  or  chronic  false 
positive  serologic  test  for  syphilis 

11.  Cellular  casts 

12.  Hemolytic  anemia  and/or  leukopenia  (<4, 000/mm®) 
and/or  thrombocytopenia  (<100,000/mm®) 

13.  LE  cells 

14.  Chronic  false  positive  serologic  test  for  syphihs 

11. 

Positive  antinuclear  antibody 

Table  1.  Criteria  for  SLE  Classification 


Initial 

Cumulative 

74  (52%) 

Arthritis/arthralgia 

123  (88%) 

37  (26%) 

Cutaneous 

110  (79%) 

25  (17%) 

Fever 

98  (70%) 

16(11%) 

Pleurisy /pericarditis 

89  (64%) 

2 (1%) 

Anemia 

81(58%) 

3 (2%) 

Nephritis 

67  (48%) 

6 (4%) 

Alopecia 

57(41%) 

5 (3%) 

Neuropsychiatric 

52  (37%) 

N.S. 

Vasculitis 

39  (28%) 

2 (1%) 

Raynaud's  phenomenon 

32  (23%) 

3 (2%) 

Thrombocytopenia 

32  (23%) 

!(<!%) 

Adenopathy 

26(19%) 

N.S. 

Splenomegaly 

24 (17%) 

3 (2%) 

Chronic  BFP-STS 

20  (14%) 

N.S. 

Myositis 

15(11%) 

N.S. 

Myocarditis 

12  (9%) 

140 

Data  modified  in  tabulation 
N.S.  = not  stated 

BFP-STS  = Biologic  false  positive  - serologic  test  for  syphilis 


Table  2.  Clinical  Features  of  SLE® 


at  still  another  point  on  the  spectrum.  For  this 
very  reason,  the  time  of  diagnosis  rather  than 
the  date  of  probable  first  symptom  is  focused  on 
in  most  serial  and  survival  studies. 

Similarly,  the  course  of  disease  is  highly 
variable  from  one  patient  to  another.  It  is  im- 
perative that  flares  of  SLE  be  distinguished 
from  intercurrent  illnesses;  this  can  only  be 


accomplished  by  thorough,  thoughtful  clinico- 
laboratory  reevaluations.  Even  in  those  with 
strictly  patterned  recurrences  of  active  disease 
(e.g. , fever,  rash,  arthritis,  serositis),  there  is  no 
substitute  for  repeated  assessments,  since  com- 
plicating illnesses  requiring  specific  treatment 
may  upset  the  balance  between  drug-therapy 
and  SLE  control. 

Presented  here,  in  brief,  are  the  clinical  i 
manifestations  of  SLE.  It  should  become  clear 
that  SLE  is  an  extremely  polymorphic  disorder 
and,  in  time,  may  prove  to  be  an  umbrella 
covering  a cluster  of  differing  entities. 

Constitutional  Manifestations 

Fatigue  and  easy  fatiguability  may  be  promi-  ! 
nent  at  times  of  disease  activity  either  before  a 
diagnosis  of  SLE  can  be  made  or  with  subse- 
quent flares  of  the  disease.  Similarly,  unex- 
plained anorexia  and  weight  loss  may  occur  in  ^ 
a few  patients.  Most  problematic  is  the  fever, 
which  is  present  at  some  time  during  the  course 
of  disease  in  the  majority.®®  The  pattern  of  fever 
varies  broadly,  with  a low-grade,  sustained,  or 
intermittent  temperature  elevation  at  one  ex- 
treme and  a hectic,  spikingfever  atthe  other.  In 
almost  half,  a temperature  of  ^102°  has  been 
reported  in  multiple  series. 
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The  issue  of  fever  is  a major  one  in  patients 
with  SLE  in  view  ofits  potential  implications.  It 
can  be  ascribed  to  SLE  activity  only  after  the 
meticulous  exclusion  of  other  causes,  especially 
infection.  Chills  rarely,  if  ever,  accompany  the 
fever  of  SLE  and,  in  our  experience,  they  are 
usually  related  to  complicating  infection  or 
antipyretic  drug  therapy.  In  one  recent  series® 
of  74  febrile  episodes,  49  (66  percent)  were 
associated  with  SLE  activity  and  25  (34  per- 
cent) with  intercurrent  infection.  In  our  SLE 
population,  adverse  drug  reactions  and 
postoperative  fever  are  frequent  occurrences. 
Thus,  in  view  of  the  enormous  therapeutic 
implications,  the  specific  cause  of  fever  must  be 
determined  with  each  episode. 

Musculoskeletal  Manifestations 

Polyarthralgias  or  frank  polyarthritis  consti- 
tute the  most  common  clinical  features  of  SLE 
and,  in  over  half  of  patients,  are  among  the 
presenting  manifestations  of  the  disease.  The 
interphalangeal  and  metacarpophalangeal 
joints,  wrists,  and  knees  are  particularly  tar- 
geted. The  articular  inflammation  may  be  fleet- 
ing, evanescent,  and  recurrent  or,  less  frequently, 
rheumatoid-like  clinically  with  a sustained, 
symmetrical  process. 

In  a recent  series,'®  41  (5  percent)  of  858 
patients  with  SLE  developed  clinical  deformi- 
ties of  the  hands  which  appeared  early  in  the 
course  of  disease  and,  although  clinically  rheu- 
matoid-like, were  distinct  from  rheumatoid  ar- 
thritis. The  ulnar  deviation  and  swan  neck 
deformities  appeared  to  be  periarticular  and 
ligamentous  in  origin  without  erosive  changes 
radiologically.  While  the  differentiation  of  ar- 
ticular SLE  from  rheumatoid  arthritis  can  be 
difficult,  especially  in  the  setting  of  subcutane- 
ous nodules  clinically  and  histologically  identi- 
cal to  those  seen  in  rheumatoid  arthritis,"  the 
synovial  fluid  of  SLE  is  characteristically  less 
inflammatory  and  consistently  shows  a reduced 
complement  level.  However,  major  joint  effu- 
sions are  infrequent  in  SLE. 

Periarticular  abnormalities  occur  but 
tenosynovitis  with  tendon  ruptures  is  uncom- 
mon.'^ Baker’s  cysts  are  most  often  associated 
with  synovitis  of  the  knee  and,  with  rupture  or 
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dissection,  may  result  in  the  pseudo-throm- 
bophlebitis syndrome'®  which  must,  of  course, 
be  differentiated  from  the  more  common  true 
thrombophlebitis. 

The  most  common  orthopaedic  problem  of 
our  SLE  patients  is  ischemic  necrosis  of  bone 
(avascular  or  aseptic  necrosis,  osteonecrosis). 
This  lesion,  usually  polyfocal  and  affecting  pre- 
dominantly femoral  and  humeral  heads,  has 
been  reported  in  SLE  alone  but  most  frequently 
is  associated  with  corticosteroid-treated  SLE. 
The  onset  of  isolated  joint  pain  in  such  patients, 
especially  those  with  a vasculopathy  (e.g., 
Raynaud’s  disease,  vasculitis)  should  arouse 
suspicion  of  this  process. ''' 

Apolymyositis  occurs  in  10  to  15  percent  of 
patients  with  SLE  and  is  indistinguishable  from 
the  inflammatory  myopathy  alone  or  in  other 
disease  settings.  Weakness  and  muscle  tender- 
ness are  the  cardinal  symptoms;  elevation  of 
the  battery  of  muscle  enzymes  (e.g.,  creatinine 
phosphokinase  [CPK],  transaminases,  aldolase ), 
characteristic  electromyographic  findings,  and 
an  intense  inflammatory  infiltrate  on  muscle 
biopsy  are  the  rule.  Myalgiaonly  with  compan- 
ion flu-like  illness  is  more  common.  Thus,  every 
element  of  the  musculoskeletal  system  can  be 
involved. 

Mucocutaneous  Evidence 

A myriad  of  skin  lesions  and  oral  membrane 
ulcerations  occur  and  constitute  four  of  the 
accepted  revised  criteria  for  SLE  (Table  1).  A 
listing,  far  from  encyclopedic,  is  shown  in  Table 
3.  The  possible  mechanisms  of  cutaneous  injury 


Cutaneous 

Membranous 

Diffuse  erythema 

Oral,  nasopharyngeal 

Macular 
Maculopapular 
Malar  rash 
Vasculitis 
Ulcerations 
Subcutaneous  nodules 
Livedo  reticularis 

Ulcerations 

Periungual  erythema,  infarcts 
Splinter  hemorrhages 
Discoid  lesions 
Alopecia 

Table  3.  Mucocutaneous  SLE 
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in  the  spectrum  of  lupus  erythematosus  have 
recently  been  well-reviewed.'®  The  classical 
malar  rash,  present  in  30  to  50  percent  of 
patients,  may  be  photosensitive  (or  not),  and 
such  is  the  case  with  the  more  generalized 
erythematous  macular/papular  eruptions  which 
are  preferentially  sited  in  exposed  areas  (e.g., 
extensor  surfaces  of  limbs,  V-neck  area,  face). 

While  not  specific,  the  demonstration  by 
immunohistology  of  immune  deposits  at  the 
dermal-epidermal  functional  membrane  (i.e., 
band  test)  of  clinically  normal  skin  as  well  as 
lesions  is  supportive  of  the  diagnosis  of  SLE.  A 
curious  linear  telangiectasia  underlying  the 
lash  line  of  the  upper  eyelids  is  almost 
pathognomonic.  Vasculitic  lesions  are  varied  in 
their  clinical  morphology  and  reflect  active 
immune-complex  disease.'®  Livedo  reticularis, 
blotchy  palmar  and  digital  pad  erythema, 
periungual  erythema  and,  less  frequently,  splin- 
ter hemorrhages,  and  ulcerative  lesions  of  the 
skin  and  membranes  are  commonplace.  Subcu- 
taneous nodules,  clinically  and  histologically 
identical  to  the  rheumatoid  nodule,  are  infre- 
quently seen.'^  It  is  of  interest  that  erythema 
nodosum,  an  immunogenic  arteriolitic  lesion,  is 
exceedingly  rare  in  active  SLE;  in  a study  of  our 
patients  with  SLE,  either  a bacterial  infection 
or  drug  could  be  identified  in  all  instances. 

The  circumscribed  lesions  of  discoid  lupus 
occur  in  approximately  20  percent  of  those  with 
SLE  and  may  antedate  systemic  disease  by 
months,  even  years.  The  majority  of  patients 
with  discoid  lupus,  however,  never  develop 
significant  systemic  manifestations  of  SLE. 

Diffuse  or  patchy  alopecia  and  fractured 
hairs  along  the  frontal/temporal  hairline  are 
frequent  associates  of  active  disease.  A unique, 
annular,  erythematous  skin  rash  highly  associ- 
ated with  photosensitivity  has  earmarked  a 
subset  with  subacute  cutaneous  lupus  erythe- 
matosus (SOLE)  which  is  characterized  further 
by  a low  order  of  systemic  disease  and  a high 
prevalence  of  antiRo(SSA)  positivity.  Thus,  not 
only  are  cutaneous  lesions  numerous  and  var- 
ied in  SLE  but  some  are  also  pivotal  in  the 
distinction  of  variants  with  limited  major  organ 
involvement. 
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Pleuropulmonary  Symptoms 

Pleuritis,  with  or  without  effusion,  is  the  most 
common  pulmonary  feature,  occurring  in  ap- 
proximately half  of  the  patients  with  SLE  and 
as  a presenti  ng  feature  i n 10  to  15  percent.  The 
dominant  manifestation  is  typical  pleuritic  pain 
with  a pleural  friction  rub  present  in  no  more 
than  a quarter  of  patients.  Pleural  reaction 
radiographically  is  occasionally  found  in  the 
absence  of  symptoms  but  is  not  consistently 
present  in  those  with  pleuritic  pain. 

When  an  effusion  is  present,  the  fluid  is 
characteristically  exudative  with  a modest 
leukocytosis,  increased  protein,  immune  com- 
plexes, and  a decreased  complement  level.  Un- 
like the  rheumatoid  effusion  with  its  low  glu- 
cose and  acidic  pH,  the  pleural  effusion  of  SLE 
has  a normal  glucose  and  a pH  greater  than 
7.35.'®  In  fact,  a low  glucose  coupled  with  a 
normal  or  elevated  complement  should  alert 
one  to  the  likelihood  of  complicating  infection. 

Sterile  pneumonitis,  a relatively  infrequent 
feature  of  SLE,  is  undoubtedly  multifactorial  in 
etiology  with  pulmonary  vasculitis  rarely  found, 
deposits  of  complement  and  immunoglobulin  in 
vessels  and  alveolar  walls  found  in  some  pa- 
tients, and  innocent  histopathology  found  in 
still  others.  Matthay  et  al.'®  reported  acute 
lupus  pneumonitis  in  12  of  102  patients  hospi- 
talized with  SLE  characterized  by  severe 
dyspnea,  tachypnea,  hypoxemia,  and  diffuse 
pulmonary  infiltrates  on  X-ray.  All  were  fe- 
brile. Six  patients  died  despite  intensive  therapy. 
In  four,  only  nonspecific  histologic  changes 
were  found.  Of  the  six  survivors,  all  had  a 
residual  restrictive  ventilatory  defect  with  a 
low  diffusion  capacity,  and  half  had  residual 
interstitial  infiltrates  radiographically.  Mas- 
sive pulmonary  hemorrhage  with  fatal  outcome 
has  been  reported,^®'^'  especially  in  those  with 
lupus  glomerulonephritis. 

Eisenberg  et  al.^^'^®  recognized  chronic,  dif- 
fuse, interstitial  pulmonary  infiltrates  as  a 
manifestation  of  SLE,  with  progressive  dyspnea 
clinically,  and  marked  restriction  of  the  diffu- 
sion capacity  on  functional  testing.  On  biopsy, 
nonspecific  fibrosis  and  chronic  inflammation 
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are  found  with  immunoglobulin  and  comple- 
ment deposits  in  the  interstitium,  supporting 
an  immune-complex  mediation  of  this  intra- 
pulmonary  process. 

Finally,  there  are  those  with  dyspnea  asso- 
ciated with  the  shrinking  lung  syndrome  char- 
acterized by  elevated,  dysfunctional  diaphragms 
and  diminished  lung  volumes,^  which  may  be 
reversible  on  therapy. 

Cardiovascular  Complications 

As  shown  in  Table  4,  all  elements  of  the 
cardiovascular  system  can  be  involved  in  SLE. 
Despite  the  changing  spectrum  of  SLE  with 
immunologic  recognition  of  earlier,  milder  dis- 
ease and  the  altered  course  of  disease  by  thera- 
peutic interventions  as  well,  cardiovascular 
involvement  continues  to  contribute  signifi- 
cantly to  the  morbidity  and  mortality  of  the 
disease.  However,  it  must  be  emphasized  at  the 
outset  that,  as  with  other  clinical  problems  in 
patients  with  SLE,  cardiovascular  complica- 
tions can  be  attributed  to  the  disease  only  after 
exclusion  of  alternative  explanations. 


Lupus  carditis 

Antiphospholipid  antibody 

Pericarditis 

syndrome 

Myocarditis 
Endocarditis 
Conduction  defects 

Coronary  artery  disease 

Vascular  lesions 

Raynaud's  phenomenon 
V ascu  litis/arteritis 
Hypertension 
Venous  disease 

Table  4.  Cardiovascular  Manifestations  of  SLE 


Lupus  Carditis 

Histopathologic  evidence  of  cardiac  involve- 
ment in  SLE  exceeds  in  prevalence  its  clinical 
expression.  Bulkley  and  Roberts^  have  empha- 
sized that  diffuse  multistage  lesions,  ranging 
from  acute  inflammatory  foci  to  their  healed, 
fibrous  residua,  are  found  in  pericardium,  myo- 
cardium, and  valves,  and  recent  evidence  sup- 
ports their  immune-complex  induction.®  The 
presence  of  these  lesions  correlates  poorly  with 
antecedent  clinical  evidence  of  inflammatory 
heart  disease. 
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Clinically,  pericarditis  is  the  most  common 
cardiac  manifestation  of  SLE,  ranging  from  19 
to  48  percent  in  several  large  series,  but  is  a 
presenting  feature  of  the  disease  in  only  2 
percent.  In  a recent  prospective  study  of  100 
SLE  patients,  Badui  etal.^^reported  pericarditis 
in  39  percent.  Typically,  anterior  substernal 
chest  pain,  varying  with  position  and,  in  8 to  29 
percent,  an  intermittent  friction  rub,  are  the 
dominant  clinical  features.  The  true  extent  of 
pericardial  involvement  clearly  exceeds  that 
which  is  clinically  apparent  in  view  of  the 
definition  of  pericarditis  by  echocardiography 
in  asymptomatic  individuals  on  the  one  hand, 
and  increased  pericardial  pathology  (up  to  50 
percent)  at  necropsy  on  the  other. 

Despite  the  frequent  demonstration  of  peri- 
cardial fluid  by  echocardiography,  clinically 
detectable  effusions  are  uncommon,  and  car- 
diac tamponade,  rare.  Like  the  pleural  and 
synovial  fluid  of  SLE,  pericardial  fluid  is  a 
lowgrade  inflammatory  exudate.  It  has  been 
suggested®  that  an  acid  pH  (<  7.00)  is  charac- 
teristic and  differentiates  effusions  of  SLE  from 
those  related  to  uremia  or  trauma.  The  protein 
is  usually  elevated  and  the  glucose,  unlike 
rheumatoid  arthritis,  usually  normal.  The  pres- 
ence of  antinuclear  antibodies  in  seropositive 
patients  and  complement-fixing  immune  com- 
plexes, as  well  as  reduced  levels  of  complement 
components,  is  the  rule.  Estes  and  Christian® 
demonstrated  pleural  effusions  in  22  (76  per- 
cent) of  their  29  patients  with  pericardial 
involvement.  This  close  association  minimizes 
the  need  for  diagnostic  pericardiocentesis  and 
reserves  this  procedure  primarily  for  therapeu- 
tic removal  of  fluid  when  cardiac  function  is 
impaired.  However,  when  a pericardial  fluid 
alone  occurs  as  presumptive  evidence  for  SLE 
activity,  its  examination  may  be  necessary  to  be 
certain  that  no  intercurrent  process,  especially 
tuberculosis  or  other  infection,  is  present. 

Constrictive  pericarditis  rarely  develops  in 
SLE  but  has  been  reported;^°’^’  the  demonstra- 
tion of  immunoglobulins  in  the  pericardium 
further  supports  its  immunogenesis. 

The  cli  nical  diagnosis  of  myocarditis  in  SLE 
has  ranged  from  8 to  25  percent  in  major  series 
over  the  years,  with  myocardial  pathology  at 
necropsy  in  these  and  others  ranging  from  14  to 
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50  percent.  The  clinical  diagnosis  has  been 
problematic,  varying  on  the  basis  of  (1)  an 
unexplained  resting  tachycardia,  (2)  electro- 
cardiogram (EKG)  changes,  and  (3)  one  or  more 
of  the  following:  cardiomegaly  in  the  absence  of 
pericardial  effusion,  a gallop  rhythm,  ventricu- 
lar arrhythmias,  otherwise  unexplained  con- 
gestive heart  failure  and,  in  recent  years,  el- 
evated serum  cardiac  (MB)  isoenzyme  of  creat- 
ine kinase.  Recently,  Badui  et  al.^’  determined 
a prevalence  of  14  percent. 

Borenstein  et  al.^  emphasized  the  associa- 
tion of  myocarditis  with  skeletal  myositis.  These 
patients  with  such  striated  muscle  inflamma- 
tion were  characterized  immunologically  by 
the  presence  in  serum  of  anti-nRNP  antibody. 
The  correlation  of  anti-nRNP,  although  con- 
troversial in  SLE,  has  been  emphasized  in  mixed 
connective  tissue  disease  (MCTD);  MCTD  can 
no  longer  be  considered  a discreet  clinical  en- 
tity,^ evolving  in  large  measure  over  time  into 
SLE  or  systemic  sclerosis.  In  the  pediatric  se- 
ries by  Singsen  et  al.,^four  (29  percent)  oftheir 
14  patients,  ranging  in  age  from  12  to  20  years, 
developed  clinical  myocarditis.  An  additional 
three  patients  (21  percent)  with  clinically  silent 
heart  disease  were  found  to  have  myocardial 
necrosis,  and  interstitial  inflammation  and  fi- 
brosis at  autopsy.  Thus,  clinical  criteria  for 
myocardial  involvement  in  SLE  are  insensi- 
tive. Nonetheless,  congestive  heart  failure  not 
otherwise  explained  is  uncommon. 

The  classical  cardiac  lesion  ofSLE  described 
by  Libman  and  Sacks  in  1924,^  is  the  verrucous 
endocarditis  which,  prior  to  echocardiography, 
was  a pathologic  rather  than  clinical  diagnosis. 
While  systolic  murmurs  occur  in  16  to  44  per- 
cent of  patients  with  SLE  and  diastolic  mur- 
murs in  less  than  5 percent,  neither  correlates 
well  with  the  presence  of  Libman-Sacks  endocar- 
dial verrucae  found  at  necropsy.  Although  any 
valve  can  be  involved,  the  mitral  is  dominant 
and  the  aortic  valve  comparatively  infrequent. 
Bulkley  and  Roberts^  emphasized  the  close 
association  of  such  valvular  lesions  with  con- 
comitant pericarditis  present  in  16  (90  percent) 
of  their  18  autopsied  patients  with  endocarditis. 
Overall,  the  major  manifestations  of  these  ver- 
rucae have  not  been  valvular  dysfunction  but, 
rather,  embolic  phenomenon  or,  infrequently, 
secondary  infection. 
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Hemodynamically  significant  valvular  le- 
sions, especially  mitral  and  aortic  insufficiency, 
do  occur  in  SLE  but  are  morphologically  dis- 
tinct from  the  Libman-Sacks  lesions.  Galve  et 
al.^  reported  a prospective  echocardiographic 
study  of  74  patients  with  SLE  and  found  both 
Libman-Sacks  verrucae  (seven  patients)  and 
thickened  rigid  valves  (six  patients).  It  was  in 
the  latter  group  that  valve  surgery  was  re- 
quired (five,  or  83  percent)  during  a five-year 
follow-up  period,  in  contrast  to  only  one  (14 
percent)  of  the  seven  with  Libman-Sacks  le- 
sions. Valvular  stenosis,  although  well-recog- 
nized, is  far  less  frequent  than  the  valve  incom- 
petence. 

Conduction  defects  in  adult  SLE,  ranging 
from  34  to  70  percent,  are  most  often  expressed 
as  nonspecific  ST-T  changes  on  EKG.  Although 
first-degree  heart  block  is  well-recognized,  high- 
grade  heart  block  is  unusual  in  the  absence  of 
frank  myocarditis  or  a coronary  occlusion.  Au- 
ricular fibrillation  without  explanation  other 
than  SLE  has  been  reported,  but  significant 
arrhythmias  are  unusual.  In  all  patients  stud- 
ied by  Bulkley  and  Roberts,^  the  nodes  and 
atrioventricular  bundles  were  normal,  but  the 
proximal  bundle  branch  segments  were  abnor- 
mal in  50  percent,  with  fibrous  scarring  more 
marked  than  acute  inflammation.  These 
changes  correlated  closely  with  the  conduction 
defects  noted  antemortem  - namely  bundle 
branch  block  and  a single  instance  of  complete 
atrioventricular  dissociation.  These  data  are  in 
contrast  to  earlier  ones  which  demonstrated 
arteritis,  inflammatory  cell  aggregates,  and 
patchy  fibrosis  with  scarring  of  the  sinus  and 
atrioventricular  nodes.  The  differences  between 
these  data  sets  are  presumptively  related  in 
large  part  to  the  corticosteroid  intervention 
more  recently  used. 

The  primary  interest  relative  to  conduction 
abnormalities  has  focused  not  in  the  adult  but 
in  the  neonate  with  lupus  and  congenital  heart 
block. 

Vascular  Lesions 

The  cardiovascular  lesions  of  SLE  have  re- 
cently been  well-reviewed.^’  In  addition  to  a 
pancarditis,  multiple  peripheral  vascular  le- 
sions occur.  Raynaud’s  phenomenon  occurs  in 
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approximately  one-quarter  of  our  patients  and 
is  usually  an  early  and  nonprogressive  prob- 
lem. Unlike  systemic  sclerosis,  the  Raynaud’s 
of  SLE  only  infrequently  progresses  to  fixed 
peripheral  vascular  insufficiency  with  digital 
gangrene.  In  fact,  unpublished  observations  in 
our  SLE  patients  would  indicate  that  this  vaso- 
spastic phenomenon  pretreatment  may  abate 
after  the  institution  of  corticosteroid  therapy  to 
the  extent  that  almost  half  of  the  patients, 
years  later,  do  not  recall  it  as  a feature  of  their 
disease. 

In  reviewing  the  literature,  Raynaud’s  is 
reported  in  10  to  58  percent  of  patients,  pre- 
senting initially  in  1 to  5 percent.  While  it  may 
long  antedate  the  diagnosis  of  SLE  as  retro- 
spectively reviewed,  SLE  is  an  uncommon  out- 
come in  thosepatients,  especially  young  women, 
prospectively  followed  for  Raynaud’s  alone.  In 
SLE,  Raynaud’s  does  not  appear  to  earmark 
any  discreet  demographic,  clinical,  or  immuno- 
logic subset,  although  it  may  be  a risk  factor  for 
ischemic  bone  necrosis^  and  pulmonary  hyper- 
tension.^® 

Systemic  vasculitis  contributes  in  a major 
way  to  the  morbidity  of  SLE.  It  should  be 
emphasized  here  that  a broad  array  of  ischemic 
lesions  occur  in  SLE  on  this  basis,  including 
cutaneous  and  membrane  ulceration,  myocar- 
dial infarction,  bowel  perforation,  and  central 
and  peripheral  neuropathies.  While  small 
vessel  involvement  is  the  hallmark  of  SLE, 
infrequent  of  the  medium  and  large 

muscular  arteries  has  also  been  reported, 
including  pulseless  syndromes. 

The  prevalence  of  systemic  hypertension  is 
somewhat  controversial.  A review  of  the  litera- 
ture suggests  that  hypertension  was  less  fre- 
quent in  the  series  ofthe  1950s  (7  to  14  percent) 
than  in  the  1970s  and  after  (25  to  49  percent), 
which  is  in  contrast  to  the  report  of  Hashimoto 
and  Shiokawa"*®  whofound,  regardless  of  trends 
over  time,  that  hypertension  was  related  to 
lupus  nephritis  in  the  majority.  In  the  selective 
autopsy  series  of  Bulkley  and  Roberts,^  25  (69 
percent)  of  their  36  patients  had  been 
hypertensive,  with  clinically  evident  lupus 
nephritis  in  21  (84  percent)  of  the  25.  In  the 
group  with  hypertension,  higher  dosages  of 
corticosteroids  had  been  chronically  adminis- 
tered. 
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Pulmonary  hypertension  is  uncommon  in 
SLE  and  its  pathogenesis  is  uncertain.  An  asso- 
ciation with  Raynaud’s  phenomenon  has  been 
observed,  and  Raynaud’s  is  far  more  frequent 
in  those  with  pulmonary  hypertension  than  in 
the  general  SLE  population.  Perez  and  Kramer® 
reported  Raynaud’s  in  three  of  their  four  pa- 
tients; in  one,  there  was  a marked  increase  in 
the  severity  of  Raynaud’s  just  before  pulmo- 
nary hypertension  emerged.  In  addition, 
arteritis,  arteriolitis,  and  immune-complex 
deposition  in  the  lung  have  been  documented 
but  not  consistently  associated  with  hyper- 
tension in  the  pulmonary  circuit.  In  SLE,  the 
occurrence  of  pulmonary  hypertension  is  a se- 
rious, poor  prognostic  sign. 

Thrombophlebitis  occurs  in  2 to  12  percent 
of  adults  with  SLE.  Caeiro  et  ah'”  found  it  to  be 
an  initial  manifestation  in  9 percent  of  42  chil- 
dren. Recurrent  thrombophlebitis  may  also  oc- 
cur early  in  adults,  at  or  even  before  the  time  of 
diagnosis  but,  in  our  population,  is  very  infre- 
quent in  those  already  on  therapy  for  SLE.  In 
fact,  true  thrombophlebitis  has  not  been  ob- 
served more  frequently  than  the  pseudo- 
thrombophlebitis syndrome'®  from  which  it  must 
be  distinguished.  However,  recurrent  venous 
thromboses  can  occur  in  the  subset  with  the 
antiphospholipid  antibody  syndrome."*^  Throm- 
bosis of  the  renal  veins  and  inferior  vena  cava 
is  a reported  complication  of  lupus  nephritis."'® 

The  antiphospholipid  antibody  syndrome,'^ 
in  addition  to  its  associated  risks  in  pregnancy, 
has  broad  cardiovascular  implications.  In  addi- 
tion to  arterial  and  venous  thromboses,  the 
presence  of  antiphospholipid  antibodies  has 
recently  been  associated  with  Libman-Sacks 
verrucal  endocarditis  or  valvular  insuffi- 
ciency.This  is  not  only  of  major  clinical 
significance  but  also  reopens  the  issue  of  patho- 
genesis of  the  valvular  lesions. 

Coronary  artery  disease  in  SLE  exceeds  the 
expected  prevalence  for  a demographically 
matched  non-SLE  population  and  can  reflect 
multiple  lesions,  including  arteritis,  circulat- 
ing antiphospholipid  antibodies,  or  accelerated 
arteriosclerosis.  Urowitz  et  al"*^  analyzed  deaths 
from  SLE  and  reported  a bimodal  distribution, 
with  those  deaths  early  in  the  course  of  disease 
associated  with  active  SLE  and  those  two-and- 
one-half  years  or  more  after  diagnosis  due  to 
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myocardial  infarction.  Spiera  and  Rothberg'^ 
reported  four  young  adults  with  acute  myocar- 
dial infarctions  who  had  had  chronic  corticoste- 
roid therapy  since  the  childhood  onset  of  SLE, 
hypertension,  and  arteriosclerotic  coronary 
arteries  defined  at  autopsy  in  two  and 
angiographically  in  another.  Others  have  also 
described,  by  angiography,  occlusions  of  the 
coronary  arteries  and,  rarely,  coronary  arteritis 
with  aneurysms. 

The  basis  of  ischemic  heart  disease  is  vari- 
able. Premature  atherosclerotic  plaques  with 
narrowing  of  the  major  coronary  arteries^  have 
been  associated  with  prolonged  administration 
of  corticosteroids;  the  suggestion  of  less  coro- 
nary involvement  in  the  pre-steroid  era  would 
tend  to  support  this  concept.  However,  Haider 
and  Roberts'^®  did  not  find  a comparative  excess 
of  corticosteroids  in  their  young  SLE  patients 
with  severe  coronary  atherosclerosis  but  rather 
found  hypercholesterolemia,  systemic  hyper- 
tension, and  a higher  prevalence  of  mitral 
valvular  and  pericardial  lesions.  These 
observations  suggest  that  the  more  extensive, 
severe  lupus  carditis  may  imply  an  immuno- 
genesis  of  lesions  in  the  coronary  system.  None- 
theless, arteritis  of  the  coronary  arteries  is  a 
rare  cause  of  ischemic  heart  disease  with  others 
being  embolization  and  altered  intravascular 
coagulability.  Thus,  there  would  appear  to  be 
multiple,  variable  coronary  lesions  and  risk 
factors  amongpatients  with  SLE  which  must  be 
consideredfor  optimal  treatment.  Vigorous  man- 
agement of  risk  factors  (especially  systemic 
hypertension,  hypercholesterolemia,  and  to- 
bacco abuse)  is  emphasized.® 

Renal  Manifestations 

Lupus  nephritis  has  been  a major  focus  of 
interest  for  clinicians  and  investigators  alike  in 
view  of  its  dominant  influence  on  the  morbidity 
and  mortality  of  SLE.  In  a multicenter  study  of 
SLE  outcome,®  there  were  22  deaths  amongthe 
1,103  patients  entered  and  followed  from  1965 
to  1978.  In  193  (87  percent),  a specific  cause  of 
death  was  identified.  Death  was  attributed  to 
SLE  organ  involvement  in  68  (35  percent)  and 
to  infection  in  74  (38  percent).  Of  those  with 
SLE  as  the  primary  cause  of  death,  lupus 
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nephritis  exceeded  all  others,  singly  and  collec- 
tively, and  accounted  for  41  deaths.  Thus,  the 
presence  or  absence  of  renal  involvement  be- 
comes a critical  factor  in  designing  therapy  and 
projecting  prognosis. 

An  enormous  body  of  literature  has  been 
accumulated  to  establish  immune-complex  glo- 
merular injury,  especially  nDNA-anti-nDNA.®® 
In  our  patients,  clinically  evident  glomer- 
ulonephritis has  been  present  in  48  percent  of 
140  patients  reported  in  1976  and  31  percent  of 
an  additional  150  patients  reported  in  1985.^ 
This  decline  in  clinically  problematic  renal  dis- 
ease in  the  Johns  Hopkins’  experience  since  the 
65  percent  prevalence  reported  by  Harvey  et 
al.^  has  been  the  major  change  in  disease  ex- 
pression over  the  years  and  may  reflect  earlier 
treatment  of  milder  disease  with  corticoste- 
roids which,  as  in  the  experimental  immune 
nephritis  in  the  animal  model,  may  modulate, 
even  tamponade,  renal  injury.® 

Pathologically,  a World  Health  Organiza- 
tion classification  has  evolved  and  is  widely 
accepted,  although  still  controversial  in  terms 
of  clinical  long-term  implications  (Table  5).  Class 
I and  Class  II  are  normal  by  light  microscopy. 
While  Class  I is  also  normal  by  electron  micros- 
copy and  immunofluorescence,  mesangial  ab- 
normalities are  seen  by  these  techniques  in 
Class  II.  The  tissue  changes  are  the  same  in 
Classes  III  and  IV  but  differ  in  degree  with  less 
than  50  percent  of  glomeruli  involved  in  Class 
III  and  more  than  50  percent  in  Class  IV.  In 
these  groups,  progressive  proteinuria  and  re- 
nal dysfunction  are  found  along  with  an  active 
urinary  sediment.  In  Class  V,  necrotizing  and 
proliferative  glomerular  lesions  are  lacking, 
and  the  glomerular  basement  membrane  is 
diffusely  thickened.  Marked  proteinuria  occurs 
in  the  vast  majority  and,  clinically,  with  the 


I.  Normal 

II.  Mesangial  change 

III.  Focal  proliferative  glomerulonephritis 

IV.  Diffuse  proliferative  glomerulonephritis 

V.  Membranous  glomerulonephritis 


Table  5.  Classification  of  Lupus  Nephritis: 
World  Health  Organization 
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nephrotic  syndrome.  Those  with  diffuse  prolif- 
erative lupus  nephritis  (Class  IV)  have  been 
thought  to  have  the  most  serious  prognosis  and 
limited  survival, “ but  the  added  recognition  of 
progression  of  Classes  II  and  III  to  Class  IV  over 
time  compounds  the  difficulty  in  projecting  the 
course  and  outcome  on  a single  biopsy.  Further- 
more, Cameron  et  al.®’  found  no  difference  in 
the  long-term  outcome  of  the  different  histo- 
logic groups  in  their  71  patients  with  SLE  and 
clinical  evidence  of  nephritis,  in  contrast  to  the 
observations  of  Appel  et  al.“ 

The  other  problematic  dimension  of  lupus 
nephritisis  the  confirmed  observation  that  histo- 
logic glomerulonephritis  can  occur  in  the 
absence  of  any  abnormalities  on  urinalysis. 
Nonetheless,  the  clinical  hallmark  of  early, 
active  lupus  nephritis  is  a kaleidoscoped  uri- 
nary sediment  with  varying  degrees  of 
proteinuria.  Renal  insufficiency,  with  decreased 
clearance  of  creatinine  and  its  elevation  in 
serum,  is  generally  late  to  appear.  It  has  been 
emphasized  that  rigorous  monitoring  of  uri- 
nary sediment  and  renal  function  is  essential  to 
identifying  renal  involvement  at  a stage  re- 
sponsive to  therapeutic  intervention,  with  re- 
nal biopsy  also  of  help  in  establishing  indica- 
tions for  therapy.®®  Edworthy  et  al.®°  developed 
a scheme  of  stratification  of  value  in  projecting 
outcome  which  was  based  on  renal  function.  In 
a series  of  patients  with  biopsied  lupus  nephritis, 
Esdaile  et  al.®'  emphasized  the  duration  of  re- 
nal disease  pre-biopsy,  overall  severity  of  SLE, 
presence  ofvasculitis,  and  hypertension  of  prog- 
nostic significance,  as  well  as  renal  status.  Both 
studies®®®’  found  a decreased  level  of  C3  of  value 
as  a marker  of  activity  and  progression. 

While  circulating  anti-nDNA  antibody  has 
been  repeatedly  shown  to  be  associated  with 
lupus  nephritis,  it  is  an  insensitive  marker  for 
both  diagnosis  of  a renal  lesion  and  monitoring 
of  disease  activity  at  the  renal  level. 

Neuropsychiatric  Indications 

Nervous  system  involvement  by  SLE  repre- 
sents a major  problematic  issue.  At  the  outset, 
it  must  be  emphasized  that  the  neuropsychiatric 
illness  due  to  SLE  and  its  vasculitis  must  be 
differentiated  from  that  of  other  causes  in  pa- 


tients with  SLE  (e.g.,  hypertension,  renal  fail- 
ure, drugs,  complicating  infection). 

Involvement  of  the  central  or  peripheral 
nervous  system  occurs  in  25  percent  to  more 
than  50  percent  of  patients  with  SLE.  In  our 
experience,  neuropsychiatric  SLE  was  a fea- 
ture in  37  percent  of  patients  studied  during 
1970  to  1975®  and  in  55  percent  of  those  studied 
from  1980  to  1984.®^  It  seems  unlikely  that  this 
escalating  trend  reflects  increasing  survival  in 
view  of  the  emergence  of  nervous  system  in- 
volvement early  in  the  course  of  disease  in  the 
majority.  In  both  our  series  and  those  of  others, 
the  clinical  expression  of  central  nervous  sys- 
tem (CNS)  and  peripheral  nervous  system  (PNS) 
involvement  by  SLE  is  remarkable  for  its  vari- 
ability and  multilevel  involvement.  The  spec- 
trum of  neuropsychiatric  manifestations  has 
recently  been  well-reviewed.®^®® 

Of  our  140  hospitalized  SLE  patients  re- 
ported earlier,®  neuropsychiatric  illness  of  SLE 
(NP-SLE)  with  the  specific  features  cited  in 
Table  6 was  found  in  52  (37  percent).  The  only 
statistically  significant  correlates  with  NP-SLE 
were  vasculitis  apart  from  the  nervous  system 
and  thrombocytopenia.  In  addition,  there  were 
19  (14  percent)  with  psychiatric  or  neurologic 
events  for  which  an  alternative  cause  could  be 
identified.  In  a later  series  of  150  outpatients 
and  inpatients,®^  83  (55  percent)  had  NP-SLE; 
CNS  involvement  was  more  frequent  (59  pa- 


NP-SLE 

SLE 

Total  No.  of  Patients 

52  (37%) 

140 

Psychiatric 

24  (46%) 

17% 

Seizures 

17  (33%) 

12% 

Long  tract  signs 

16  (31%) 

11% 

Cranial  nerve 

16  (31%) 

11% 

Peripheral  neuropathy 

15  (29%) 

11% 

Cerebellar 

5 (10%) 

3% 

Scotomata 

4 (8%) 

3% 

Pseudotumor 

2 (4%) 

1% 

Chorea 

2 (4%) 

1% 

Meningitis,  myelitis 

1 (2%) 

<1% 

Data  emphasize  prevalence  ofindividual  neuropsychiatric 
features  among  those  with  central  nervous  systera/pe- 
ripheral  nervous  system  involvement  and  in  SLE  overall. 


Table  6.  Neuropsychiatric  (NP)  SLE® 
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tients,  39  percent)  than  PNS  (32  patients,  21 
percent),  organic  psychosis  (24  patients,  16 
percent),  and  seizures  (20  patients,  13  percent). 
Thus,  NP-SLE  represents  a prominent  cluster 
of  clinical  problems. 

Organic  brain  syndromes  may  be  subtle  in 
their  presentation,  with  impaired  intellect  and 
judgment  or  memory  lapses  which  may  be  tran- 
sient and  intermittent  but,  if  unrecognized  and 
untreated,  can  be  progressive.  In  one  study, 
Carbotte  et  al.®'‘found  impaired  cognitive  func- 
tion in  the  majority  (66  percent)  of  62  SLE 
patients  compared  to  14  percent  of  normal  con- 
trols. Psychiatric  events,  even  frank  psychosis, 
occur  frequently  among  those  with  diffuse  cere- 
bral involvement  and,  often  in  the  setting  of 
SLE  activity  apart  from  the  nervous  system  on 
the  one  hand,  and  with  other  CNS/  PNS  lesions 
on  the  other.  Lim  et  al.®®  found  correlations 
between  neurologic  lesions  and  psychosis  in 
SLE.  Affective  disorders  and  anxiety  were  re- 
lated to  environmental  factors  and  stresses 
rather  than  SLE  activity. 

Seizures  of  any  type  occur  in  up  to  one-third 
of  SLE  patients,  with  grand  mal  seizures  most 
common.  Petit  mal  and  temporal  lobe  seizures 
and,  least  frequently,  Jacksonian  marches,  have 
been  reported.  These  events  can  occur  at  any 
time  but,  in  our  patients,  have  been  observed 
more  often  within  the  first  year  after  SLE 
diagnosis  or  even  before  SLE  is  clearly  estab- 
lished. A chronic  seizure  disorder  rarely  occurs. 

A multiplicity  of  focal  neurologic  lesions 
occurs,®’®®®®  includingcerebrovascular  accidents, 
cranial  and  peripheral  neuropathies  and,  less 
frequently,  cerebellar  infarcts,  transverse  my- 
elitis, chorea,  and  other  movement  disorders. 
The  dominant  underlying  process  is  an  im- 
mune-complex-mediated vasculitis  although 
active  vasculitis,  at  autopsy,  is  infrequent.®^ 
This  can  be  explained  in  large  part  by  response 
to  therapy  and  the  temporal  distance  between 
the  clinical  event  and  postmortem  examina- 
tion. An  alternative  pathway  to  intracranial 
infarctions  is  the  altered  coagulability  and 
thromboembolic  complications  of  the  antiphos- 
pholipid antibody  syndrome.®®®® 

Additional  immunologic  mechanisms  in  NP- 
SLE  have  been  supported  by  the  association  of 
antineuronal  antibodies  in  the  cerebrospinal 
fluid  of  the  subset  with  diffuse  cerebritis™  and 


190 


cognitive  defects,’’  and  the  close  association  of 
antiribosomal  P protein  antibodies  with  psy- 
chosis.’® 

It  is  likely  that  these  recently  recognized 
immune  systems  will  increase  our  diagnostic 
capacity  for  establishing  NP-SLE,  for  the  diag- 
nosis can  be  difficult  and  problematic  in  view  of 
the  insensitivity  of  cerebrospinal  fluid  abnor- 
malities on  routine  testing  and  lack  of  specific- 
ity of  electroencephalogram  (EEG)  changes. 

Evoked  potentials  (visual,  auditory,  somato- 
sensory) have  been  useful  in  confirming  ana- 
tomic pathways  and  may  prove  to  be  a sensitive 
measure  of  cerebral  dysfunction,’®  but  data  is 
still  limited.  Imaging  by  X-ray  computed 
tomography  (CT)  and  the  more  sensitive  mag- 
netic resonance  (MRI)  are,  at  present,  the  opti- 
mal means  for  identifying  focal  lesions  with 
advantage  for  CT  scanning  in  identifying  acute 
hemorrhagic  lesions.  When  one  recalls  the  mi- 
croscopic lesions®’  characteristic  of  CNS-SLE, 
namely  arteriolar  microinfarcts  and  hemor- 
rhage, it  is  not  surprising  that  cerebral  an- 
giography is  of  low  yield. 

Finally,  Kremer  et  al,’"*  coupling  psychiat- 
ric interviews  with  a battery  of  standardized 
psychological  tests,  have  emphasized  a high 
prevalence  of  mild  nonorganic,  nonpsychotic 
psychopathology  in  patients  with  SLE  which 
does  not  correlate  with  underlying  CNS-SLE, 
severity  or  activity  of  SLE,  or  corticosteroid 
therapy.  Somatic  and  neurotic  concerns,  anxi- 
ety, tension,  and  a depressive  mood  are  promi- 
nent. 

Reticuloendothelial/Hematologic 

Manifestations 

Overall,  considering  the  larger  reported  series, 
lymphadenopathy  occurs  in  23  to  59  percent  of 
patients  with  SLE  but  is  particularly  promi- 
nent in  the  young.’®  ’®  In  our  earlier  series  of  82 
patients,  lymphadenopathy  was  present  in  78 
percent  of  those  aged  10  to  29  years,  38  percent 
in  the  30  to  49-year  age  group,  and  only  22 
percent  of  those  50  years  of  age  or  older.  Occa- 
sionally, adenopathy  can  be  so  prominent  that 
a lymphoma  is  suggested  clinically. 

Splenomegaly  occurs  less  frequently  (<  20 
percent),  and  only  rarely  is  splenectomy  indi- 
cated for  refractory  cytopenias,  especially 
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thrombocytopenia.^^'™  In  the  majority,  hemato- 
logic response  is  prompt  and  sustained  postop- 
eratively  with  platelets  returning  to  ^150,000, 
an  increase  in  hematocrit  ^20  percent  in  those 
with  hemolytic  anemia,  and  return  of  white 
blood  count  to  normal  in  the  few  with  compan- 
ion leukopenia  preoperatively. 

Hematologic  abnormalities,  collectively,  are 
common,  with  an  anemia  in  38  to  98  percent 
which  is  multifactorial  and  hemolytic  in  Echoes 
than  20  percent.  Leukopenia,  usually  mild  in 
degree,  occurs  in  35  to  80  percent.  Least  com- 
mon is  a marked  thrombocytopenia  in  7 to  21 
percent.  While  severe  SLE-related  leukopenia 
(<  3000  cells/cmm)  compromising  host  defense 
against  infection  has  been  observed,  it  is  infre- 
quent. When  leukopenia  of  this  degree  occurs, 
one  must  search  intensively  for  an  alternative 
cause  (especially  drug).  The  hematologic  ab- 
normalities generally  respond  to  medical 
therapy. 

The  circulating  lupus  anticoagulant  is  an 
antibody  that  is  neither  confined  to  SLE  nor 
promotes  hemorrhage.  Its  prevalence  ranges 
broadly  in  SLE  (for  reasons  of  technique  and 
case  selection)  from  5 to  greater  than  50  per- 
cent. There  is  an  increased  frequency  of  throm- 
bocytopenia™™' in  the  anticoagulant  (or 
antiphospholipid)  subset.  In  the  few  who  do 
have  bleeding,  it  is  in  those  who  also  have  low 
platelets  or,  less  frequently,  a prothrombin  de- 
ficiency. The  association  with  intraarterial  and 
intravenous  thrombosis  has  been  well  estab- 
lished by  numerous  investigators,  as  well  as 
pregnancy  failure.  Furthermore,  ithas  recently 
been  suggested  that  it  may  enter  into  the  patho- 
genesis of  the  Libman-Sacks  endocardial,  val- 
vular lesion. 

Additional  Clinical  Dimensions 

Multiple  ocular  lesions  are  found  in  SLE  pa- 
tients, with  white  patches  or  cytoid  bodies  (a 
histologic  term)  in  up  to  15  percent  of  patients 
usually  with  otherwise  evident  active  disease. 
Fortunately,  severe  disease  with  visual  impair- 
ment or  loss  is  rare  but  can  occur  as  a result  of 
optic  neuropathy  or  retinal  vaso-occlusive  dis- 
ease.Such  lesions  are  associated  not  only 
with  active  SLE  but  also  with  involvement  of 
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the  CNS.  In  addition,  secondary  Sjogren’s 
syndrome  with  xerophthalmia  (even  kerato- 
conjunctivitis sicca)  and  xerostomia  can  com- 
plicate SLE,  and  there  is  current  interest  in  the 
clinical  and  immunologic  common  denominators 
between  Sjogren’s  and  SLE. 

Otic  abnormalities  are  infrequent  but  seri- 
ous middle  ear  effusions,  not  otherwise  ex- 
plained, have  been  reported.  Hearing  deficits 
are  rare,  and  autoimmune  hearing  loss  is  asso- 
ciated with  ANA-positivity  rather  than  clinical 
SLE.  Acute  laryngeal  inflammation  and  edema 
can  occur, and  isolated  cricoarytenoid  ar- 
thritis has  been  found  in  a few  instances.  Ste- 
roid-responsive throat  pain  has  been  presentin 
several  of  our  patients  (less  than  1 percent)  and, 
unless  associated  with  clinically  apparent  in- 
flammation or  vasculitis,  has  been  reported 
rarely  by  others. 

Lower  urinary  tract  abnormalities  have  long 
been  recognized  and,  in  one  autopsy  series,®® 
were  present  in  16  (46  percent)  patients.®®  In- 
terstitial cystitis  was  most  common,  with 
vasculitis  and  perivascular  inflammatory  le- 
sions present.  The  process  has  been  shown  to  be 
an  immune-complex  vasculitis  and,  in  SLE,  is 
associated  with  high  titer  ANA-positivity  in  the 
majority. 

Finally,  the  role  of  the  endocrine  system 
and  presence  of  endocrinopathies  in  SLE  are 
still  incompletely  answered.  The  dominance  of 
young  women,  the  milder  disease  in  late-onset 
SLE  in  postmenopausal  women,  the  intensifi- 
cation of  the  disease  by  estrogens  in  the  experi- 
mental model  of  SLE  (NZB/NZW  FI  hybrid 
mouse),  as  well  as  its  amelioration  by  maleness, 
all  support  hormonal  modulation  of  the  dis- 
ease. The  issue  of  safety  and  tolerance  of  estro- 
gen therapy  in  the  older  woman  with  SLE  has 
not  been  adequately  addressed.  Apart  from  the 
sex  hormones,  most  attention  has  been  focused 
on  the  thyroid  in  view  of  Hashimoto’s  thy- 
roiditis being  the  prototype  of  organ-specific 
autoimmune  disease.  Some  investigators,  but 
not  all,  have  found  an  increase  in  rheumatic 
disease  or  antinuclear  antibodies  in  those  with 
immune  thjrroiditis.  The  converse  is  also  true 
with  respect  to  thyroid  disease  or  anti-thyroid 
antibodies  in  SLE.  Case  reports  have  focused 
on  SLE  with  companion  thyrotoxicosis  or  hypo- 
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thyroidism,  but  large  series  of  patients  with 
SLE  have  not  demonstrated  a significant  ex- 
cess. Tsokos  et  al.®^  reported  14  patients  with 
type  B insulin-resistant  diabetes  mellitus  with 
eight  (60  percent)  fulfilling  criteria  for  SLE  and 
12  (86  percent)  with  ANA  positivity.  Further- 
more, a patient  with  SLE  and  diabetes  mellitus 
with  islet  cell  antibodies  has  been  reported,  but 
thorough  study  of  the  association,  clinically 
and  immunologically,  is  lacking. 

Final  Comment 

SLE  is  a complex  immunologic  disorder  with  an 
equally  complex  clinical  presentation  and 
course.  Any  single  feature  or  combination  may 
reflect  the  process.  With  immune-complex 
vasculitis  (a  cardinal  lesion),  tissue  involve- 
ment is  broad  and  diverse.  Earlier  recognition 
of  milder  disease  supported  by  immunologic 
markers  coupled  with  means  of  intervention 
and  suppression,  as  well  as  general  medical/ 
surgical  advances  has  effected  progressive  in- 
crease in  quality  of  life  and  survival  in  recent 
years.  With  immunomodulators  yet  to  be  deter- 
mined, further  resolution  of  the  disease  process 
becomes  feasible. 
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Guidelines  for  Preventing 
Transmission  of  HIV  and  Hepatitis  B 
from  Health  Care  Workers  to  Patients 


Introduction 

The  Division  ofPublic  Health,  Delaware  Health 
and  Social  Services,  has  issued  guidelines  that 
address  preventing  transmission  of  Human  Im- 
munodeficiency Virus  (HIV)  and  hepatitis  B 
from  health  care  workers  to  patients.  The  guide- 
lines were  developed  with  the  assistance  of 
members  of  Delaware’s  health  care  community 
and  in  the  context  of  evolving  public  policy, 
both  nationally  and  locally.  This  report  pro- 
vides the  guidelines  and  discusses  reasons  for 
their  development. 

Background 

Investigation  of  the  patients  of  a Florida  dentist 
with  acquired  immunodeficiency  syndrome 
(AIDS)  concluded  that  HIV  was  transmitted  to 
five  (0.5%)  of  approximately  1,100  patients  who 
were  evaluated.  Although  the  precise  events 
resulting  in  transmission  of  HIV  to  these 
patients  are  not  known,  the  findings  of  the 
investigation  support  direct  dentist-to-patient 
transmission,  rather  than  a patient-to-patient 
route.'  This  incident,  in  addition  to  a publicized 
account  of  a Delaware  dentist  who  died  of 
AIDS,  caused  statewide  concern  about  the  po- 
tential transmission  of  HIV  from  health  care 
workers  (HCWs)  to  patients. 
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In  July  1991,  the  Centers  for  Disease  Con- 
trol and  Prevention  (CDC)  published  recom- 
mendations for  preventing  transmission  of  HIV 
and  hepatitis  B virus  to  patients.^  The  CDC 
recommended  (1)  the  use  of  universal  precau- 
tions, (2)  that  “exposure-prone  procedures”  be 
identified  by  medical/surgical/dental  organiza- 
tions and  institutions  at  which  the  procedures 
are  performed,  (3)  that  HCWs  who  perform 
“exposure-prone  procedures”  know  their  HIV 
antibody  status,  and  (4)  that  HCWs  who  are 
infected  not  perform  “exposure-prone  proce- 
dures” unless  they  have  sought  counsel  from  an 
expert  review  panel. 

The  need  for  the  Division  ofPublic  Health 
to  articulate  policy  on  this  issue  was  furthered 
by  the  passage  of  Section  633  of  Federal  Public 
Law  102-141,  which  requires  that  the  public 
health  official  of  each  state  certify  to  the  Secre- 
tary of  Health  and  Human  Services  that  the 
CDC  recommendations,  or  state  guidelines 
equivalent  to  the  CDC  recommendations,  have 
been  instituted  in  the  state.  Failure  to  comply 
with  this  legislation  would  jeopardize  a state’s 
eligibility  for  federal  AIDS  funding. 

Despite  controversy  surrounding  identifi- 
cation of  “exposure-prone  procedures,”  the  CDC 
decided  not  to  modify  its  recommendations. 
However,  in  a June  18,  1992,  letter,  the  CDC 
indicated  that  its  review  of  state  guidelines 
with  respect  to  their  equivalency  to  the  July 
1991  recommendations,  “will  give  appropriate 
consideration  to  those  states  that  decide  that 
exposure-prone  invasive  procedures  are  best 
determined  on  a case-by-case  basis,  taking  into 
consideration  the  specific  procedure  as  well  as 
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the  skill,  technique,  and  possible  impairment  of 
the  infected  health-care  worker.” 

In  response  to  the  need  to  develop  public 
policy  on  this  issue,  the  Division  of  Public 
Health  developed  the  following  guidelines  with 
the  assistance  of  the: 

Delaware  Board  of  Dentistry 
Department  of  Dentistry,  Medical 
Center  of  Delaware 
Delaware  Medical  Society 
Delaware  Board  of  Medical  Practice 
Delaware  Board  of  Nursing 
Delaware  Board  of  Podiatry  Practice 
Association  of  Delaware  Hospitals 
Delaware  AIDS  Advisory  Task  Force 
The  guidelines  are  similar  to  those  devel- 
oped by  several  other  states.  In  addition,  they 
embody  the  principles  and  recommendations  of 
the  National  Commission  on  AIDS.®  They  were  2. 
reviewedby  CDC  and,  as  expressedinaNovem- 
ber  24, 1992,  letter,  considered  to  be  equivalent 
to  the  CDC  recommendations. 

A fundamental  principle  used  to  develop 
these  guidelines  was  that  any  efforts  to  prevent 
the  transmission  of  HIV  and  hepatitis  B from 
HCWs  to  patients  must  regard  the  patients’ 
safety  as  paramount.  However,  this  consider- 
ation must  include  the  low  risk  of  transmission 
and  the  potential  for  indirect  harm  caused  to  3. 
the  patient  by  public  policy  which  reduces  the 
accessibility  of  health  care  and  increases  cost. 

Guidelines  for  Preventing  Transmission 
of  HIV  and  Hepatitis  B from  Health  Care 
Workers  to  Patients  4. 

1.  Existing  policies  for  universal  precautions"''^ 
to  prevent  the  multidirectional  transmis- 
sion of  all  bloodborne  pathogens,  bothknown 
and  unknown,  should  continue  to  consis- 
tently be  adhered  to.  Such  precautions  in- 
clude appropriate  use  of  hand  washing, 
protective  barriers,  and  care  in  the  use  and 
disposal  of  needles  and  other  sharp  instru- 
ments. HCWs  should  comply  with  current 
guidelines  for  disinfection  and  sterilization 
of  reusable  devices  used  in  invasive  proce- 
dures.® HCWs  who  have  exudative  lesions 
or  weeping  dermatitis  of  the  hands,  fore- 
arms, or  other  locations  that  may  contact 
patients  should  refrain  from  performing  all 
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invasive  procedures  and  from  handling  pa- 
tient-care equipment  and  devices  used  in 
performing  invasive  procedures  until  the 
condition  resolves.  Separate  precautions 
for  HIV,  HBV  and  other  blood-borne  patho-  | 
gens  are  unnecessary. 

Education  and  training  with  respect  to 
universal  infection  control  precautions 
should  be  conducted  to  continually  rein- 
force proper  infection  control  practices,  and 
to  inform  practitioners  of  any  new  infection 
control  procedures  and  devices.  Education 
of  nonlicensed  health  care  workers  should 
be  the  responsibility  of  their  licensed  super- 
visor or  employer.  Universal  precautions 
should  be  a mandatory  component  of  the 
curriculum  for  any  educational  institutions 
who  train  health  care  workers. 

All  HCWs  are  encouraged  to  undergo  per- 
sonal assessments  to  determine  their  need 
for  HIV  testing.  Testing  is  voluntary.  These 
assessments  should  include  known  high- 
risk  behaviors  as  well  as  risks  associated 
with  health  care-related  occupational  expo-  j 
sure.  If  they  are  at  risk,  HCWs  should  learn 
their  HIV  status  to  protect  and  improve 
their  health  and  to  receive  appropriate  coun- 
seling. 

HCWs  who  perform  invasive  procedures 
and  who  do  not  have  serologic  evidence  of 
immunity  to  HBV  from  vaccination  or  from 
previous  infection  should  know  their  HBsAg 
status  and,  if  that  is  positive,  should  also 
know  their  HBeAg  status. 

All  HCWs  who  are  infected  with  HIV  or 
HBV  (and  are  HBeAg  positive)  are  encour- 
aged to  seek  counseling  to  better  under- 
stand the  prevention  of  HIV  or  HBV  trans- 
mission. Such  counseling  should  be  confi- 
dentially provided. 

• The  practice  of  a HCW  who  is  infected 
with  HIV  or  HBV  (and  is  positive  for 
HBeAg)  should  be  periodically  evalu- 
ated by  his  or  her  physician  or  institu- 
tion if  the  HCWs  practice  is  institution 
based.  The  practice  should  be  modified 
only  if  there  is  clear  evidence  that  the 
HCW  poses  a risk  of  transmitting  HIV 
or  HBV  through  an  inability  to  meet 
basic  infection  control  standards,  per- 
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sonal  medical  conditions,  evidence  of 
previous  transmission  of  blood-borne 
infections,  or  because  the  HCW  is  func- 
tionally unable  to  care  for  patients 
safely. 

• All  HCWs  who  are  infected  with  HIV  or 
HBV  (and  are  positive  for  HBeAg)  and 
who  perform  invasive  procedures  should 
practice  only  after  the  evaluation  and 
with  conti  nued  monitoringby  their  per- 
sonal physician  or  institution. 

• All  HCWs  who  are  infected  with  HIV  or 
HBV  (and  are  positive  for  HBeAg)  must 
inform  their  physician  and/or  institu- 
tion when  there  is  significant  risk  of 
compromised  patient  care. 

• In  addition  to  the  infected  HCW’s  phy- 
sician, counseling  at  the  request  of  the 
infected  HCW,  his  or  her  physician  or 
institution  should  be  made  available  by 
an  expert  panel  convened  by  the  Divi- 
sion of  Public  Health  or  the  HCW’s 
professional  health  committee,  if  one 
exists.  Monitoring  by  the  HCW’s  per- 
sonal physician  should  be  sufficient  for 
infected  HCWs  who  do  not  perform 
invasive  procedures.  F or  infected  HCWs 
who  do  perform  such  procedures,  con- 
sultation with  the  expert  panel  or  pro- 
fessional health  committee  should  re- 
ceive greater  consideration. 

5.  When  the  physician  of  a HCW  who  is  in- 
fected with  HIV  or  HBV  (and  is  positive  for 
HBeAg),  the  infected  HCW,  the  institution 
(if  the  HCW’s  practice  is  institution  based), 
or  the  professional  health  committee,  sus- 
pects that  efforts  to  advise  the  HCW  to 
modify  or  discontinue  the  practice  has  not 
reduced  the  risk  to  patients,  the  physician 
should  notify  the  licensing  board  promptly. 
The  licensing  board  should  request  the  Di- 
vision of  Public  Health  to  convene  the  ex- 
pert panel  which  will  investigate  the  risks 
and  issue  appropriate  recommendations  to 
the  licensing  board.  If  the  HCW  is  not 
governed  by  a licensing  board,  the  physi- 
cian should  notify  the  Board  of  Health 
promptly. 


Definitions 

Expert  panel  - A panel  convened  by  the  Divi- 
sion of  Public  Health  to  offer  consultation  to 
health  care  institutions,  HCWs  who  are  in- 
fected with  HIV  or  hepatitis  B (and  positive  for 
hepatitis  B surface  antigen),  and  their  physi- 
cians regarding  measures  that  specific  infected 
HCWs  should  take  to  reduce  the  risk  of  trans- 
mitting HIV  to  patients.  The  panel  issues  rec- 
ommendations to  the  appropriate  licensing 
board  in  the  event  that  a continuing  risk  to 
patients  is  suspected.  The  panel  will  consist  of 
members  who  represent  a balanced  perspec- 
tive. The  Director  of  the  Division  of  Public 
Health  will  chair  the  panel.  Standing  members 
will  include  an  infectious  disease  specialist  with 
expertise  in  the  epidemiology  of  HIV  and/or 
hepatitis  B transmission,  and  the  State  Epide- 
miologist. Ad  hoc  members  may  include  the 
infected  HCW’s  personal  physician,  a health 
professional  with  expertise  in  the  procedures 
performed  by  the  HCW,  a member  of  the  licens- 
ing board  and/or  professional  health  committee 
representing  the  HCW’s  profession  if  such 
boards  or  committees  exist,  and,  if  the  HCW’s 
practice  is  institutionally  based,  a member  of 
the  institution’s  infection  control  committee. 
Health  care  worker  (HCW)  - Any  person 
rendering  health  care  treatment  whose  activi- 
ties involve  contact  with  human  body  fluids 
containing  blood,  including  but  not  limited  to, 
any  nurse,  physician,  chiropractor,  podiatrist, 
laboratory  and  blood  bank  technologist  and 
technician,  phlebotomist,  dialysis  personnel, 
emergency  health  care  provider  (including  any 
paramedic,  emergency  medical  technician,  law 
enforcement  personnel  or  fire  fighter)  and  per- 
sons training  to  become  a health  care  provider. 
Hepatitis  B surface  antigen  (HBsAg)  - A 
component  of  HBV  which  is  a laboratory  marker. 
Hepatitis  B “e”  antigen  (HBeAg)  - A compo- 
nent of  HBV  which  is  a laboratory  marker.  Its 
presence  is  associated  with  higher  levels  of 
circulatingHBV  and  suggests  relatively  greater 
infectivity  of  HBsAg-positive  individuals. 
Human  immunodeficiency  virus  (HIV)  - 
The  virus  that  causes  Acquired  Immune  Defi- 
ciency Syndrome. 
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Hepatitis  B virus  (HBV)  - The  virus  that 
causes  hepatitis  B. 

Invasive  procedures  - Surgical  entry  into 
tissues,  cavities,  or  organs,  or  repair  of  major 
traumatic  injuries  which  presents  a recognized 
risk  of  percutaneous  injury  to  the  health  care 
worker,  and,  if  such  an  injury  occurs,  the  health 
care  worker’s  blood  is  likely  to  contact  the 
patient’s  body  cavity,  subcutaneous  tissue,  and/ 
or  mucous  membranes. 

Professional  Health  Committee  - A commit- 
tee formed  under  the  auspices  of  a professional 
society  or  the  licensure  board  representing  the 
professions  of  medicine,  dentistry,  nursing  or 
podiatry.  The  professional  health  committee 
for  each  of  the  above  professions  should  have,  at 
a minimum,  members  of  that  profession  with 
specific  expertise  in  infectious  disease,  neurol- 
ogy and  psychiatry.  If  a given  profession  does 
not  have  such  individuals,  then  that  committee 
should  have  physician  members  from  those 
specialties. 
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Being  a relatively  small  bank  does  have  its 
advantages.  We  offer  more  personalized 
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Consistently  and  significantly  reduces  total  C and 
atherogenic  LDL-C;  positively  affects  other  key  lipids 


^’.Each  arrow  represents  a range  of  means  derived  from  a single  placebo-controlled 
study  that  includeid  55  patients  treated  with  pravastatin. 


PRAVACHOL®  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  Ila  and  Ilb)  when 
the  response  to  diet  alone  has  not  been  adequate. 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 

. ■ 

Reference:  1.  Jones  PH,  et  al.  Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia:  a 
dose-response  study.  C//n  Card/o/.  1 991 ; 1 4: 1 46-1 51 


Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE 
REACTIONS  in  the  brief  summary  of  prescribing  information  on  the  adjacent  page. 


Bristol-Myers  Squibb  Company 


PRA\i(\CHOL'*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication. 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  functbn  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  disccntinuation  of  lipid-lowering  drugs 
during  pregnancy  should  ha\«  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia. 
Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development 
(including  synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol 
synthesis  and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may 
cause  fetal  harm  when  administered  to  pregnant  women.  Therefore.  HMG-CoA  reductase  inhibitors  are  contrain- 
dicated during  pregnancy  and  in  nursing  mothers.  Pravastatin  should  be  administered  to  women  of  child- 
bearing age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discon- 
tinued and  the  patient  apprised  of  the  potential  hazard  to  the  fetus. 

\W\RNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lowering  therapies,  have  been  assoaated 
with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT,  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been 
reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  U.S.  over  an  average  period  of  18  months.  These 
abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
those  patients  in  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued 
from  therapy,  the  transaminase  \&je\s  usually  fell  slowly  to  pretreatment  levels.  These  biochemical  findings  are 
usually  asymptomatic  although  worldwide  experience  indicates  that  anorexia,  weakness,  and/or  abdominal  pain 
may  also  be  present  in  rare  patients. 

As  with  other  lipid-lowenng  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin. 
Serum  aminotransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  during  the  remainder  of  the  first  year,  and  periodically  thereafter  (e.g., 
at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  v^  develop  increased  transaminase 
levels.  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitaed  at  more 
frequent  rtervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase  elevations  following  discon- 
tinuation of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  li\er  disease  or  unexplained  transaminase  etevatbns  are  contraindications  to  the  use  of  pravastatin  (see 
CONTRAINDICATIONS).  Caution  should  be  exerdsed  when  pravastatin  is  administered  to  patients  with  a history 
of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY:  Pharmacokinetics/Metabolism). 
Such  patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunction  with  increases  in  creatine  phosphokriase  (CPK)  values  to  greater  than  1 0 times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  coiTsidered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  F^tients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness, particularly  if  accompanied  by  malaise  or  fever.  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  during  treatment  with  lovastatin  is  increased  if  therapy  with  either  cyclosporine,  gem- 
fibrozil, erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  experience  with  the  use  of  pravastatin 
together  with  cyclosporine.  Myopathy  has  not  been  observed  in  clinical  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  niacin.  One  tnal  of  limited  size  Evolving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monother^.  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS; 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin:  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combnied 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin. 

Homozygous  Famine  Hypercholesterolemia.  Pravastatin  has  not  be^  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemta.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors. 

Ftenal  Insufficiency.  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying 
degrees  of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatin  or  its  3a-hydroxy  isomeric  metabdite  (SQ  31 .906).  A small  increase  was  seen  in  mean  AUC 
values  and  half-life  (ti/2)  for  the  inactive  enzymatic  ring  hydroxylation  metabolite  (SQ  31,945).  Given  this  small 
sample  size,  the  dosage  administered,  and  the  degree  of  individual  vanability.  patients  with  renal  impairment  who 
are  receiving  pravastatin  should  be  closely  monitored. 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever. 

Drug  Interactions:  Immmosuppressive  Drugs.  Gemfibrozil.  Niach  (Nicothic  Acid).  Erythromycin:  See  WARN- 
INGS: Skeletal  Muscle. 

Antipyrine:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e.g..  phenytoin,  quinidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur. 

Cholestyramine/Colestipol:  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatin.  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in 
bioavailabilfty  or  therapeutic  effect.  (See  DOSAGE  /VND  ADMINISTRATION:  Concomitant  Therapy.) 

V\fyrfarin:  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarin  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered.  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  warfarin.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Fbtients  receiving  warfarin-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed. 

Cimetidine:  The  AUCo.i2hr  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  ^one.  A significant  difference  was  observed  between  the  AUC’s  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid. 

Digoxin:  In  a cncssover  trial  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for  9 
days,  the  bioavailability  parameters  of  digoxin  were  not  affected.  The  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31 ,906  arxj  SQ  31 .945  was  not  altered. 

Gemfibrozil:  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  binding  of  pravastatin.  In 
addition,  there  was  a significant  increase  in  AUC,  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31.906. 
Combinaticn  therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studies  with  aspirin,  antacids  (1  hour  prior  to  PRAVACHOL),  cimetidhe,  nicotinic  acid,  or  probucd. 
no  statistically  significant  differences  in  bioavailability  were  seen  when  FRAVACHOL  (pravastatin  sodium)  was 
administered. 

Other  Drugs:  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was 
added  to:  diuretics.  antihypertensi\res.  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers,  or  nitroglycerin. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results 
of  clinical  trials  with  pravastatin  in  males  and  post-menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chorionic  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin.  However,  the  percentage  of  patients  showing  a >50%  rise  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  b^n  studied  in  adequate  numbers  of 
patients.  The  effects,  if  any,  of  pravastatn  on  the  pituitary-gonadal  axis  in  pre-menopausal  females  are  unknown. 
Patients  treated  with  pravastatin  who  display  clinical  eviderxre  of  endocrine  dysfunction  should  be  evaluated 
appropnately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g.,  ketoconazole.  spironolactone, 
cimetidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40 
mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 
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A chemically  similar  drug  in  this  class  produced  optic  nerve  degeneration  (V\fellerian  degeneration  of : 
nogeniculate  fibers)  in  clinically  norma)  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day,  a dose 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  hio  1; 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced'  | 
tibulocochlear  V\fallerian-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  wee  : 
180  mg/kg/day,  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  c ! 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  dos<,;i 
10, 30.  or  1 00  mg/kg  body  weight,  th^e  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  s \ 
highest  dose  (p<0.01).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  w» ; 
b^is,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  4C  | 
pravastatin  as  measured  by  AUC. 

The  oral  administration  of  10, 30,  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to  5.0 1 1 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increa  i 
the  incidence  of  malignant  lymplxjmas  in  treated  females  when  all  treatment  groups  were  pooled  and  comp  | 
to  controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected. 

A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25.  100,  arxl  4(X)  mi  | 
body  weight.  \^ich  resulted  in  mean  serum  drug  levels  approximately  3. 15.  and  33  times  higher  than  the  n i 
human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  ora!  dose.  Liver  carcinomas 
significantly  increased  in  high-dose  females  and  mid-  and  hi^-dose  males,  with  a maximum  incidence  c'l 
percent  in  males.  The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-c , 
females.  Drug  treatment  also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  hi^-dose  rr  , 
and  females.  Adenomas  of  the  eye  Harderian  gtarxj  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  f 
dose  mice  than  in  controls. 

No  evidence  of  mutageniaty  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the  folio  , 
studies;  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimurium  or  Escherichia  cdi:  a fon  , 
mutation  assay  in  L51 78Y  TK  -f  / - mouse  lymphoma  cells;  a chromosomal  aberration  test  in  hamster  cells;  : 
a gene  conversion  assay  using  Saccharomyces  cer&visiae.  In  addition,  there  was  no  evidence  of  mutagenio  i 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  f ; 
ity  Of  general  reproductive  performance.  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor,  t 
was  decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entire  eye  ' 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitc 
180  mg/kg/day,  seminiferous  tubule  degeneration  (necrosis  and  toss  of  spermatogenic  epithelium)  was 
served.  Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atre  , 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The  clit  ' 
significance  of  these  findings  is  unclear. 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS. 

Safety  in  pregnant  women  has  not  been  established.  FYavastatin  was  not  teratogenic  in  rats  at  doses  u|(i 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or  240x 
the  human  exposure  based  on  surface  area  (mg/meter2).  Hovvesrer,  in  studies  with  another  HMG-C^  reduc  1 1 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice.  PRAVACHOL  (pravastatin  sodium)  shouk 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive 
have  been  infoimed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  taking  H^VACHOL  (p  ■ 
astatin  sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fel 
Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  po 
tial  for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  ' : 
COhOTTAINDK^ATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established.  He  ; 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS;  Gene 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated;  adverse  reactions  have  usually  been  mild  and  transient.  In  4-month  i 
placebo-controlled  trials.  1 .7%  of  pravastatin-treated  patients  and  1 .2%  of  placebo-treated  patients  were  disc 
tinued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy:  this  difference  was  i 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptorr  i 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints.  During  clinical  trials  the  ov  I 
Incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients.  ; 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  nrore  than  I 
pravastatin-treated  patients  in  the  placebo-controlled  trials  are  identified  in  the  table  belovy  also  shown  arej  i 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  d : i 


All  Events  % 

Events  Attributed  to  Study  Dru' 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

FYavastatin 
(N  = 900) 

Placebo 
(N  = 41l 

Cardicvasojlar 

Cardiac  Chest  F^n 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

1.1 

1.3 

0.9 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdominal  F^in 

5.4 

6.9 

2.0 

3,9 

Constipation 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

2.0 

0.7 

Genera! 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Ch^t  Pain 

3.7 

1.9 

0.3 

0.2 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  F^in 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizziness 

3.3 

3.2 

1.0 

0.5 

Renal/Genitourirrary 

Urinary  Abnormality 

2,4 

2.9 

0.7 

1.2 

Respiratory 

Comrrxxi  Cold 

7.0 

6.3 

0.0 

0.0 

Rhinitis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  in  this  class; 

Skeletal:  myopathy,  rhabdomyolysis. 

Neurological:  dysfenction  of  certain  cranial  nerves  (ircluding  alteration  of  taste,  impairment  of  extra-oc  > 
nx)vement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral 
palsy. 

Hypersensitivity  Reactions:  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has! ' 
eluded  one  or  more  of  the  follcwing  features;  anaphylaxis,  angioedema,  lupus  erythematous-like  syndroji 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  A 'l 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dysprjj 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens-Johnson  syndrome. 

Gastrointestinal:  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  changi  i 
liver,  and,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma;  anorexia,  vomiting.  i 

Reproductive:  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

LatMratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT  AST)  values  and  CPK  have  b i 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eossnophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal  des  i 
continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  ha\re  been  reported  with  other  HMG-CoA  reC  i 
tase  inhibitors. 

Concomitant  Therapy:  FVavastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  ni  \ 
tinic  add,  probucd  arxj  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibroz  I 
therapy  with  lovastatin  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  1 1 
achieved  with  lovastatin  or  pravastatin  alone.  No  adverse  reactions  unique  to  the  combination  or  in  additioi  i 
those  previously  reported  for  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyolysis  (witf  i 
without  acute  renal  failure)  have  been  reported  when  another  HMG-(3oA  reductase  inhibitor  was  used  in  con  i 
nation  with  immunosuppressive  drugs,  gemfibrozil,  erythromydn,  or  lipid-lowering  doses  of  nicotinic  add.  C ■ 
comitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended.  (M 
WARNINGS;  Skeletal  Muscle  and  PRECAUTIONS;  Drug  Interactions.)  j 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin. 

Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required 
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Now  that  your  senior  partner  has 
retired  and  the  new  internist  has  bought  into  the  practice, 
your  own  retirement  plans  have  gotten  a little  firmer. 


You  finally  sold  the  rental  property  you’ve  owned  for  years. 
What  to  do  with  the  proceeds  is  another  question. 


You  have  one  partner,  two  nurses  and  one  receptionist. 
And  two  brokers  who  both  phoned  with  a unique  investment. 

And  your  office  manager  just  reminded  you 
the  premium  for  your  malpractice  insurance  is  due  next  month. 

It  s time  you  talked  with  a private  banker 
from  Wilmington  Trust. 


We  understand  the  special  financial  requirements  of  physicians  who  want  to  make  the 
most  of  their  practices  for  themselves  and  their  families. 

The  private  bankers  at  Wilmington  Trust  are  talented  professionals  who  can  coordinate 
customized  credit  and  insurance  arrangements,  provide  estate  planning,  manage  investments 
and  develop  tax-advantaged  retirement  benefit  plans. 

If  you  are  among  those  actively  building  substantial  assets,  call  David  Ernst  in  Private 
Banking  at  (302)  651-8855. 

WILMINGTON  TRUST  t=J 


MEMBER  FOIC 


DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  ten  convenient  locations  with  a complete  range  of 
diagnostic  imaging,  including: 

— High-field  MRI 

— — MR  Angiography  (Superior  1.5  Tesla  image  quality) 

— Nuclear  diagnostic  studies  and  SPECT  imaging 
— ~ CT  Scan 

— — Low-dose  mammography 
• OB  and  general  ultrasound 
~~~  Fluoroscopy 

General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  ten  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are  sched- 
uled promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 


Diagnostic  imaging  Associates 


Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 

Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 

Lindell  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 

Lindell  CT  Imaging  Suite  13  - 1601  Milltown  Road  • Wilmington  • 995-2037 

Brandywine  Imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 

Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


SPECIAL  REPORT 


A Strategic  Plan  for 
The  Medical  Society  of  Delaware 


EXECUTIVE  SUMMARY 

In  September  of  1990,  MSD  President,  William 
H.  Duncan,  M.D.,  formed  the  Ad  Hoc  Commit- 
tee on  Strategic  Planning.  The  committee’s 
charge  was  to  examine  the  Society’s  activities 
and  priorities,  assess  its  strengths  and  weak- 
nesses, and  identify  those  opportunities  that 
‘ provide  the  Medical  Society  of  Delaware  with 
' an  agenda  for  meetingthe  needsofthe  member- 
I ship  into  the  twenty-first  century.  Four  com- 
mittee meetings  were  held  over  the  period  of 
j February  to  May  1991,  to  review  the  Society’s 
basic  purposes  and  mission  and  to  culminate 
these  efforts  in  the  drafting  of  a preliminary 
strategic  plan  for  the  Medical  Society  of  Dela- 
ware. The  meetings  were  facilitated  by  Mr. 
Bruce  Balfe,  Vice  President  of  Strategic  Plan- 
ning and  Information  Resources  for  the  Ameri- 
can Medical  Association.  Members  of  the  com- 
mittee included:  William  H.  Duncan,  M.D., 
Chairman;  Ali  Z.  Hameli,  M.D.,  Co-Chairman; 
Daniel  A.  Alvarez,  M.D.;  Robert  G.  Altschuler, 
M.D. ; Rhosly  n J.  Bishoff,  M.D. ; Peter  R.  Coggins, 
M.D.;  Martin  J.  Cosgrove,  M.D.;  Stephen  S. 
Grubbs,  M.D.;  Garth  A.  Koniver,  M.D.;  James 
P.  Marvel,  Jr.,  M.D.;  E.  Wayne  Martz,  M.D.; 
Stephen  R.  Permut,  M.D. ; William  A.  Rosenfeld, 
M.D.;  Carol  A.  Tavani,  M.D.;  Roger  B.  Thomas, 
Jr.,  M.D.;  Henri  F.  Wendel,  M.D.;  and  Mark  A. 
Meister,  Executive  Director. 

The  strategic  plan  which  follows  represents 
the  committee’s  assessment  of  the  needs  of  our 
membership  along  with  the  organizational  ca- 
pabilities required  to  meet  those  needs.  Sur- 
veys were  designed  and  disseminated  to  the 
MSD  Board  of  Trustees  and  House  of  Delegates 
to  obtain  further  input  and  corroboration  of  the 
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committee’s  assessment.  The  surveys  yielded  a 
prioritization  ofthe  potential  opportunities  iden- 
tified by  the  committee  for  yielding  greater 
impact  and  effectiveness  on  behalf  of  the  mem- 
bership. These  opportunity  areas  are  summa- 
rized below  and  listed  in  order  of  greatest  prior- 
ity. 

1.  Representation/Advocacy  on  Medical 
Practice 

MSD  is  pro-active  on  a variety  of  issues 
related  to  medical  practice,  including  pay- 
ment and  insurance  issues,  professional 
liability,  PRO,  the  ‘liassle  factor”  in  medi- 
cal practice  and  has  become  more  aggres- 
sive in  its  advocacy  with  the  legislature, 
insurance  companies,  and  others  on  these 
issues. 

2.  Advocacy  on  Professional  Freedom 

As  increased  incursions  on  physician’s  clini- 
cal autonomy  through  increased  scrutiny 
by  PROs,  private  review  companies  and 
other  sources  of  ‘Tiassle”  continue,  MSD 
should  position  itselfto  bring  pressure  upon 
these  forces  of  intrusion  to  limit  their  activ- 
ity to  that  which  is  appropriate  to  its  charge. 

3.  Image/Identity  of  Physicians 

MSD  has  an  opportunity  to  address  the 
image/identity  of  physicians  by  pursuing  a 
long  term  identity  campaign  that  reflects 
the  reality  of  what  is  good  about  physicians 
and  their  organization  (i.e.  MSD).  Commu- 
nity based  programs  in  which  physicians 
play  an  active  role  and  the  extensive  use  of 
a speakers  bureau  are  two  specific  strate- 
gies to  be  pursued. 
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4.  Public  Health 

MSD  should  expand  its  involvement  in  pub- 
lic health  issues  as  a way  of  positioning  the 
organization  as  a good  public  citizen  of  the 
state,  fulfilling  its  responsibility  to  the  pub- 
lic, and  enhancing  its  credibility. 

5.  Continuing  Medical  Education 

MSD  provides  CME  opportunities  at  its 
Annual  Meeting,  through  its  lecture  series 
in  hospitals,  and  through  its  official  publi- 
cation, the  Delaware  Medical  Journal.  In 
addition,  MSD  is  an  accredited  sponsor  and 
can  accredit  CME  programs  throughout 
the  state.  MSD  has  an  opportunity  to  en- 
hance its  role  in  this  field  by  more  actively 
promoting  its  CME  offerings,  and  espe- 
cially by  promoting  and  expanding  its  ac- 
creditation role. 

0.  Psycho-Social  Support 

The  PlanningCommittee  identified  psycho- 
social support  as  an  area  for  more  intensive 
involvement  in  the  future.  The  Physicians’ 
Health  Committee  will  be  expanded  to  pro- 
vide additional  support  services  for  physi- 
cians who  are  experiencing  personal  or 
emotional  stress  related  to  problems  such 
as  professional  liability  suits,  etc. 

7.  Ethics 

As  technology  has  continued  to  grow  and 
social  patterns  have  changed,  ethical  di- 
lemmas have  become  more  and  more  a part 
of  medical  practice.  MSD  has  a presence  in 
this  field  and  will  continue  the  currentlevel 
of  involvement  in  dealing  with  specific  is- 
sues. 


8.  Practice  Management 

As  medical  practice  continues  to  become 
more  complex,  Delaware  physicians  need 
more  help  in  managing  their  practices. 

9.  Representation/Advocacy  on  Nonphy- 
sician “Practice” 

MSD  could  intensify  its  advocacy  on  this 
issue  by  becoming  much  more  active  in 
legislative  activity  and  through  public  edu- 
cation, and  also  by  working  with  physicians 
to  assure  that  access  is  maximized. 

10.  Socio-Economic  Information 

Since  advocacy  on  practice  related  issues  is 
a key  activity  of  MSD,  keeping  physicians 
informed  of  emerging  issues  and  current 
events  is  important.  MSD  will  do  some 
survey  work  to  determine  what  kind  of 
information  physicians  want  to  receive  and 
in  whatform  as  the  basis  for  intensifying  its 
efforts. 

11.  Tangible  Benefits 

MSD  currently  has  only  a modest  program 
of  tangible  benefits  primarily  related  to 
professional  liability  insurance.  The  Soci- 
ety will  expand  its  menu  of  tangible  ben- 
efits as  both  a service  to  members  and  a 
potential  revenue  source  for  the  organiza- 
tion. 

A detailed  implementation  plan  necessary 
to  begin  addressingthe  opportunity  areaslisted 
above  is  outlined  at  the  conclusion  of  the  stra- 
tegic plan. 


A STRATEGIC  PLAN  FOR  THE  MEDICAL  SOCIETY  OF  DELAWARE 


The  Medical  Society  of  Delaware  (MSD)  is  a 
successful  organization  that  has  a long  tradi- 
tion of  actively  serving  the  interests  of  the 
physicians  and  the  public  in  Delaware.  During 
1991,  MSD  engaged  in  a planning  process  to 
reexamine  its  activities  and  priorities,  assess 
its  strengths  and  weaknesses,  and  identify  those 
opportunities  that  provide  the  organization  with 
an  agenda  to  maximize  its  effectiveness. 
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As  an  organization  with  a successful  track 
record,  the  expectation  going  into  the  planning 
process  was  that  there  would  be  shifts  in  em- 
phasis, critical  course  corrections,  and  a focus- 
ing of  MSD  efforts  to  sharpen  impact.  The 
concept  of  focusing  was  a key  element  in  the 
planningprocess.  It  was  acknowledged  early  in 
the  process  that  a number  offerees  have  been  at 
work  over  the  past  decade  or  two  that  have 
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broadened  MSB’s  scope  of  activities  to  the  point 
where  there  is  very  real  danger  of  becoming 
spread  so  thin  that  effectiveness  is  jeopardized. 
The  forces  driving  this  phenomenon  relate  to 
the  increased  heterogeneity  of  the  physician 
population,  the  increased  complexity  of  medi- 
cal practice,  the  more  active  and  turbulent 
regulatory  environment,  and  a more  informed 
public  with  increased  expectations  ofthehealth 
system.  As  a member  driven  organization, 
MSB  must  guard  against  trying  to  be  so  many 
things  to  so  many  people  at  the  same  time,  that 
it  ends  Up  not  doing  justice  to  any  of  its  objec- 
tives. In  response  to  this,  a fundamental  driv- 
ing strategy  is  that  in  any  gi  uen  1 -2  year  period, 
MSD  will  focus  its  activities  on  a realistic  and 
limited  number  of  objectives  and  activities  that 
are  systematically  selected  as  high  priorities. 
The  effect  of  this  strategy  is  that  over  a multiple 
year  period  the  MSB  can  pursue  a relatively 
broad  agenda  with  a considerable  mix  of  activi- 
ties, but  at  any  particular  time  its  efforts  and 
resources  are  focused  on  a realistic  set  of  tar- 
gets in  order  to  achieve  maximum  impact. 

Needs  and  Capabilities 

The  planning  process  that  was  pursued  was 
aimed  at  exploring  how  MSB  can  actualize  the 
focusing  strategy.  As  a member  driven  organi- 
zation, member  needs  are  a critical  driver  of 
focusing  decisions.  Hence,  the  first  step  was  to 
assess  member  needs  and  prioritize  them.  Ap- 
pendix A provides  a detailed  listing  of  needs. 
Some  general  patterns  clearly  emerged: 

1.  Representation  and  advocacy  on  a variety 
of  critical  issues  is  clearly  the  arena  of  most 
importance  to  Belaware  physicians.  Issues 
of  special  importance  are  medical  practice, 
quality  related  issues,  professional  free- 
dom, professional  liability,  non-MB  “prac- 
tice,” and  public  health  related  issues. 

2.  The  image/identity  of  physicians  is  a spe- 
cial form  of  representation  that  is  impor- 
tant to  Belaware  physicians.  The  long 
standing  trend  toward  public  recognition 
and  trust  of  one’s  own  personal  physician 
but  a poor  image  of  physicians  in  general 
still  exists,  and  physicians  would  like  to  see 
some  improvement  in  this. 
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3.  Practice  management  information,  educa- 
tion, and  support  are  also  important.  As 
medical  practice  continues  to  become  more 
complex,  physicians  need  more  help  with 
the  management  of  their  practices. 

4.  As  medicine  has  become  more  technologi- 
cally sophisticated  and  society  continues  to 
change,  physicians  are  increasingly  faced 
with  ethical  dilemmas  on  which  they  need 
more  information  and  guidance. 

5.  Information  on  what  issues  are  emerging 
and  about  which  physicians  should  be  the 
most  concerned  is  another  key  need.  In  an 
age  of  information  overload,  physicians  need 
a reliable  source  of  concise  information  about 
what  is  going  on. 

6.  In  an  increasingly  complex  and  sometimes 
hostile  environment,  physicians  also  need 
opportunities  for  fellowship,  networking, 
and  expression  among  themselves  as  a 
means  ofinformation  exchange  and  mutual 
support.  They  look  to  their  medical  societ- 
ies to  provide  such  opportunities. 

7.  Increasingly,  physicians  are  lookingto  their 
medical  societies  for  assistance  and  support 
in  times  of  stress  and  special  need.  This 
could  be  related  to  the  emotional  strain 
related  to  a professional  liability  action, 
personal  problems  dealing  with  family  cri- 
ses, or  problems  related  to  substance  abuse, 
financial  difficulties,  etc.  The  Medical 
Society’s  role  is  characterized  as  providing 
psycho-social  support.  It  can  be  done  by 
referral  to  professional  help,  support  groups, 
or  through  providing  information. 

8.  In  an  increasingly  difficult  financial  envi- 
ronment, physicians  also  look  to  their  medi- 
cal societies  to  provide  tangible  benefits 
related  to  both  practice  and  personal  needs. 

A sound  plan  is  not  based  only  on  the  needs 
of  a constituency  group.  There  must  also  be  a 
“fit”  between  the  needs  of  those  being  served 
and  the  capabilities  and  resources  of  the  orga- 
nization attempting  to  respond  to  those  needs. 
This  is  particularly  true  in  circumstances  where 
an  organization  is  trying  to  focus  its  efforts  and 
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resources  on  those  activities  where  concen- 
trated impact  is  needed,  but  where  resources 
are  very  limited.  Both  of  these  criteria  apply  to 
the  Medical  Society  of  Delaware.  Hence,  the 
next  step  in  the  planning  process  was  to  assess 
the  strengths  and  weaknesses  of  the  Medical 
Society  in  order  to  start  outlining  its  organiza- 
tional “fit”  to  the  needs  of  its  constituents. 
Appendix  B is  a listing  of  the  major  strengths 
and  weaknesses  that  were  identified. 

Some  of  the  Medical  Society’s  strengths 
play  well  to  the  dominance  of  representational 
activities  among  the  higher  priority  needs  of 
Delaware  physicians.  Strong  leadership,  influ- 
ence with  legislators  and  opinion  leaders,  a 
good  group  grasp  of  the  political  situation  in  the 
state,  credibility  with  the  public,  a good  infor- 
mation base  on  key  issues,  and  good  relation- 
ships within  the  health  sector  are  all  character- 
istics that  enhance  the  Society’s  ability  to  per- 
form a strong  advocacy  role  for  Delaware  phy- 
sicians. In  addition,  a strong  membership  base 
(among  physicians  over  age  35),  a sound  repre- 
sentative structure,  and  good  organizational 
continuity  also  are  strengths  that  enhance  the 
Society’s  overall  capabilities 

However,  all  organizations  also  have  cer- 
tain limitations  and  work  under  certain  con- 
straints. It  is  important  to  recognize  them  as 
plans  are  developed.  The  key  constraint  that 
MSD  is  currently  struggling  with  is  resource 
related.  The  financial  base  of  the  Society  ap- 
pears to  be  less  stable  over  the  past  several 
years.  This  puts  the  organization  at  a consider- 
able disadvantage  in  developing  specific  plans 
for  enhancing  its  impact  on  behalf  of  members. 
The  specific  nature  of  the  resource  constraint 
relates  to  the  predictability  of  income.  One  of 
the  key  sources  of  revenue  for  the  Medical 
Society  has  been  its  insurance  subsidiary  which 
has  traditionally  accounted  for  approximately 
one-third  to  one-half  of  the  total  budget  on  a 
relatively  predictable  basis.  In  the  past  two 
years,  this  income  has  been  available  at  a re- 
duced level  and  only  late  in  the  year.  The 
consequence  has  been  that  the  budget  could  not 
have  been  built  with  the  confidence  that  this 
revenue  source  will  be  available.  The  decision 
was  made  to  build  the  budget  on  a zero  revenue 
assumption  related  to  the  insurance  subsid- 
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iary.  This  puts  the  Medical  Society  in  a difficult 
budget  position,  and  the  House  of  Delegates 
turned  down  a dues  increase  to  make  up  the 
difference. 

The  significance  of  the  financial  constraint 
is  that  the  budget  restricts  the  flexibility  of  the 
Medical  Society  to  the  point  where  none  of  the 
opportunities  identified  in  this  plan  can  be 
acted  upon  until  some  solution  to  the  resource 
problem  can  be  found. 

Other  characteristics  of  the  Medical  Soci- 
ety that  should  be  strengthened  relate  to  cred- 
ibility and  influence  with  the  public,  press,  and 
governments.  Since  advocacy  and  representa- 
tion is  an  arena  in  which  many  of  the  opportu- 
nities for  MSD  exist,  these  characteristics  are 
important. 

Two  characteristics  of  the  Medical  Society 
were  identified  as  both  a strength  and  a weak- 
ness. The  commitment/participation  of  mem- 
bers is  one  of  them.  There  is  a relatively  small 
number  of  members  who  actively  participate  in 
Medical  Society  activity  whose  commitment  is 
very  strong.  However,  the  vast  majority  of 
members  participate  primarily  by  paying  their 
dues  but  have  little  or  no  further  involvement. 
An  increased  level  of  participation  by  more 
members  would  constitute  a valuable  resource, 
especially  as  the  Medical  Society  pursues  some 
of  the  advocacy  related  opportunities  in  the 
plan. 

The  second  characteristic  that  is  both  a 
strength  and  a weakness  is  credibility  with  the 
public.  The  Medical  Society  is  credible  on 
public  health,  scientific,  and  education  related 
issues,  but  less  so  on  issues  related  to  medical 
practice  and  payment.  This  is  a natural  pattern 
because  of  the  “self-interest”  interpretation  of 
practice  and  payment  issues,  but  is  something 
that  could  be  enhanced. 

Opportunities 

Based  on  the  assessment  of  members’  needs 
and  organizational  capabilities,  it  was  possible 
to  identify  a number  of  potential  opportunities 
for  MSD  to  increase  its  impact,  and  thus  pro- 
vide its  members  with  more  service  and  in- 
creased value  for  their  dues  investment  in  the 
organization. 


Del  Med  Jrl,  March  1993,  Vol  65,  No  3 


Special  Report 


High  Priority  Opportunities 

Five  of  the  1 1 opportunities  that  were  iden- 
tified were  rated  as  having  high  potential  for 
significantly  enhancing  MSD. 

Advocacy  on  Medical  Practice 
This  was  rated  as  the  number  one  opportu- 
nity because  it  encompasses  many  of  the  issues 
that  are  of  most  concern  to  members.  Two 
strategies  were  identified  for  addressing  this 
broad  area  of  opportunity: 

1.  Identify  forces  that  impede  physicians’  eco- 
nomic freedom  and  aggressively  address 
them,  making  sure  to  involve  as  many  mem- 
bers as  possible  in  that  advocacy  and  broadly 
communicating  to  all  Delaware  physicians 
what  MSD  has  done  in  this  arena. 

2.  Identify  ways  to  address  individual 
physician’s  economic  problems. 

Specific  ideas  for  how  to  pursue  those  strat- 
egies were  discussed.  In  the  broad  advocacy 
arena,  legislative  and  political  activity  is  the 
most  direct  avenue  to  exerting  MSD  impact. 
MSD  should  intensify  its  advocacy  activity  so 
that  its  presence  becomes  a key  part  of  the  public 
policy  decision  making  process.  Too  often  in  the 
past,  MSD  was  not  considered  a major  player  or 
was  simply  not  a factor  at  all.  It  has  been  too 
easy  for  government  decision  makers  (both  leg- 
islative and  executive  branch)  to  bypass  the 
Medical  Society  and  get  any  necessary  input 
from  individual  physicians  or  make  decisions 
without  any  medical  input.  That  situation 
must  be  corrected  if  the  Medical  Society  is  going 
to  have  any  real  impact  on  behalf  of  its  mem- 
bers. 

In  addition,  advocacy  should  not  be  limited 
to  public  policy  making.  MSD  should  intensify 
its  liaison  and  pressure  with  major  insurance 
carriers  in  order  to  position  the  Society  as  a key 
player  with  the  carriers  as  they  make  decisions. 

To  assist  i n its  advocacy  efforts,  the  Medical 
Society  should  take  full  advantage  of  support 
available  from  the  AMA  (information,  materi- 
als, etc.)  and  should  network  with  other  state 
societies  with  similar  economic  issues  in  order 
to  learn  from  each  other’s  successes  and  fail- 
ures. In  addition,  Delaware  should  take  advan- 
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tage  of  its  size.  Because  it  is  small,  Delaware  is 
an  excellent  site  for  innovative  pilot  projects 
related  to  economic  issues.  The  Medical  Society 
should  exploit  that  opportunity  when  it  can 
accrue  to  the  benefit  of  its  members. 

Specific,  physician-by-physician  services  are 
also  an  important  part  of  the  Medical  Society’s 
response  to  this  issue.  It  was  suggested  that  the 
Medical  Society  take  a look  at  the  third  party 
ombudsman  programs  that  have  been  highly 
successful  in  some  states  (e.g.  Kansas  and  Michi- 
gan) to  see  if  a similar  service  is  possible  in 
Delaware.  This  program  would  help  individual 
physicians  with  specific  problems  they  are  hav- 
ing with  particular  carriers,  and  could  also  be 
extended  to  cover  some  of  the  hassle  factor 
problems  related  to  private  carriers,  the  gov- 
ernment, and  pro’s. 

Another  specific  service  that  could  be  ex- 
plored is  electronic  billing/claims  processingfor 
small  practices.  Larger  practices  can  afford  to 
develop  their  own  capabilities,  but  small  prac- 
tices cannot.  The  Medical  Society  could  explore 
the  feasibility  of  making  such  services  available 
either  directly  or  through  a sponsorship/en- 
dorsement arrangement. 

Professional  liability  was  identified  during 
the  planning  process  as  an  area  of  potential 
opportunity,  but  was  considered  to  be  part  of 
the  overall  area  of  “the  economics  of  practice.” 
The  1976  Tort  Reform  positioned  Delaware 
relatively  well  on  professional  liability  and  there 
has  not  been  a major  crisis  on  the  issue  in  recent 
years.  However,  there  is  the  potential  for  this 
to  become  more  of  an  issue.  The  Medical 
Society’s  presence  is  a key  factor  in  helping  the 
state  stay  in  a good  position  on  this  issue. 

There  are  several  things  MSD  can  do  to 
help  individual  physicians  deal  with  the  ongo- 
ing concern  about  professional  liability: 

• Be  an  active  advocate  on  behalf  of  members 
who  are  turned  down  by  a carrier  for  cover- 
age. 

• Support  the  Academy  of  Medicine’s  library 
on  the  development  of  good  professional 
liability  resource  materials  for  physicians. 

• Consider  sponsoring  psychosocial  support 
mechanisms  to  help  physicians  cope  with 
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the  personal  stress  that  is  often  related  to 
being  sued  for  malpractice. 

» Take  advantage  of  the  Society’s  CME  ac- 
creditation status  to  help  assure  good  avail- 
ability of  professional  liability  courses  for 
physicians. 

In  addition,  the  Medical  Society  should 
publicize  more  actively  its  level  of  involvement 
in  this  issue  to  raise  member’s  awareness  of 
what  the  Society  has  done  and  continues  to  do 
for  them  on  this  issue.  This  should  include 
awareness  raising  of  the  fact  that  dividends  to 
members  on  professional  liability  insurance 
purchased  through  MSDIS  are  larger  than  they 
are  for  nonmembers,  to  promote  both  MSDIS 
business  and  MSD  membership. 

Professional  Image ! Identity 
The  need  to  improve  the  professional  image 
of  physicians  was  identified  as  one  of  the  high 
priority  needs  of  physicians  and  was  rated  as 
the  second  most  significant  opportunity  area 
for  the  Medical  Society. 

The  strategy  for  pursuing  this  opportunity 
should  be  to  target  the  general  public  as  well  as 
some  specific  opinion  leaders  and  the  media, 
and  to  identify  a specific  and  realistic  identity 
to  promote.  The  concept  of  patient  advocacy 
was  identified  as  a good  theme  within  which  to 
frame  this  effort.  Within  that  theme,  specific 
public  needs  and  concerns  should  be  identified 
and  targeted  for  Medical  Society  attention. 

A key  implementation  mechanism  is  the 
establishment  of  community  based  programs 
that  involve  physician  participation.  One  of  the 
basic  characteristics  of  any  successful  image 
campaign  is  that  the  image/identity  to  be  pro- 
jected must  be  real,  and  all  successful  efforts  of 
this  type  ultimately  are  local  in  nature.  The 
auxiliary  can  be  a valuable  asset  in  pursuing 
this  kind  of  strategy,  but  physician  participa- 
tion is  critical. 

One  mechanism  that  was  recently  estab- 
lished but  has  not  yet  been  fully  developed  or 
extensively  utilized  is  the  speakers  bureau. 
This  is  a major  potential  asset  in  the  effort  to 
improve  the  image  of  physicians  across  the 
state. 
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Building  a good  working  relationship  with 
other,  high  visibility  organizations  that  have 
public  credibility  is  also  a good  strategy  to  be 
considered.  AARP  was  suggested  as  one  such 
organization  with  which  some  common  ground 
could  be  developed. 

Lastly,  any  image/identity  effort  should  have 
a dual  purpose.  The  enhancement  of  the  image/ 
identity  of  physicians  should  be  linked  to  the 
image/identity  of  the  Delaware  Medical  Soci- 
ety. One  of  the  purposes  of  the  program  should 
be  to  position  MSD  as  the  symbol  of  what  it 
means  to  be  a “good”  physician.  This  not  only 
becomes  a good  self-reinforcing  strategy,  it  also 
is  a strong  membership  incentive. 

Public  Health 

Another  of  the  high  potential  opportunities 
facing  MSD  is  a more  active  role  in  addressing 
public  health  issues  in  the  state.  This  not  only 
is  consistent  with  the  basic  mission  of  the  orga- 
nization, it  also  can  be  very  supportive  of  the 
physician  image/identity  effort. 

Taking  advantage  of  this  opportunity  will 
involve  carefully  selecting  a specific  public 
health  issue  on  which  the  Society’s  access  to 
physician  expertise  is  an  advantage,  and  pur- 
suing a very  focused  campaign  on  it.  This 
specific  issue  agenda  can  be  renewed  from  time 
to  time  as  the  public  health  concerns  in  the 
state  change.  In  preliminary  discussions,  the 
Planning  Committee  identified  “access”  as  a 
broad  public  health  issue  that  could  be  consid- 
ered for  such  an  initiative. 

This  opportunity  could  be  pursued  on  a 
budget  neutral  basis  or  it  could  require  addi- 
tional resources  depending  on  the  issue  that  is 
selected  and  the  intensity  with  which  it  is 
pursued.  This  is  also  an  activity  on  which  the 
Auxiliary  could  be  a key  asset  to  the  Society. 

Advocacy  on  Non-MD  "Practice” 

There  has  been  ongoing  pressure  by  non- 
physicians for  increased  responsibility  and,  in 
effect,  the  establishment  of  independent  prac- 
tice opportunities.  The  Medical  Society’s  activ- 
ity in  this  arena  has  generally  been  responsive 
to  others’  initiatives,  and  there  is  an  opportu- 
nity to  pursue  a more  proactive  stance.  The 
strategy  would  be  to  more  visibly  work  to  as- 
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sure  access  to  care  and  to  demonstrate  the  high 
quality  of  medical  care  in  order  to  show  that 
there  is  no  real  need  for  extending  the  scope  of 
activities  of  non-physicians.  In  addition,  MSD 
should  continue  to  strengthen  its  credibility 
base  with  opinion  leaders,  especially  legisla- 
tors, in  anticipation  of  continued  initiatives  by 
non-physician  groups.  This  is  a good  issue  for 
member  involvement  that  should  be  maximized. 
MSD  should  make  sure  that  it  aggressively 
pursues  the  appointment  of  Medical  Society 
representatives  to  appropriate  advisory  com- 
mittees, and  should  make  sure  those  appoin- 
tees attend  and  are  very  active  in  pursuing  the 
Society's  agenda.  This  is  an  issue  on  which 
information  from  the  AMA  can  help  MSD  stay 
abreast  of  trends  elsewhere  in  the  country.  The 
Society’s  efforts  on  this  issue  should  be  widely 
publicized  to  physicians  as  a specific  example  of 
how  the  organization  is  representing  them. 

Continuing  Medical  Education 

An  opportunity  that  was  rated  in  the  high 
to  moderate  range  is  continuing  medical  educa- 
tion. MSD  is  involved  in  two  ways.  First,  the 
Society  publishes  a journal,  has  scientific  ses- 
sions at  the  annual  meeting,  and  sponsors  a 
series  of  nine  lectures  each  year  in  the  following 
Delaware  hospitals:  Beebe  Medical  Center,  Kent 
General  Hospital,  Milford  Memorial  Hospital, 
Nanticoke  Memorial  Hospital  and  Riverside 
Hospital.  This  activity  maintains  the  Society  as 
a presence  in  the  CME  programming  arena.  It 
is  an  activity  that  could  expand  if  resources 
permit. 

The  second  area  of  CME  involvement  is  by 
way  of  MSD’s  role  as  a fully  accredited  sponsor 
of  AMACategory  1 CME  educational  programs. 
The  Society  is  an  accredited  sponsor  that  can 
accredit  CME  programs  throughout  the  state. 
So  far,  it  has  accredited  over  30  programs  and 
approved  the  dissemination  of  guidelines  for 
CME  programs.  The  Medical  Society  was  ac- 
tive enough  during  its  two-year  provisional 
period  to  warrant  full  accreditation  for  a four- 
year  period  beginning  July  1, 1992.  In  arelated 
area,  the  Society  is  gearing  up  to  provide  auto- 
mated CME  credit  status  to  members  as  a 
service. 


The  strategy  in  pursuing  this  activity  is 
essentially  promotional.  More  physicians  need 
to  be  aware  of  MSD’s  role  and  more  sponsors 
must  be  made  aware  of  the  accreditation  activ- 
ity. These  activities  can  be  self-sustaining,  but 
will  require  some  developmental  funding  up 
front. 


Moderate-priority  Opportunities 

At  the  next  level  of  opportunities,  there  are 
four  that  have  moderate  potential. 

Practice  Management 
This  is  an  area  that  is  closely  related  to 
concerns  about  the  economics  of  medical  prac- 
tice, but  comes  at  that  issue  with  a more  prac- 
tical “hands  on”  approach  rather  than  through 
an  advocacy  strategy.  It  relates  to  the  need  to 
help  physicians  in  private  practice  cope  with 
the  combination  of  increased  practice  overhead 
and  decreased  reimbursement  and  still  main- 
tain the  business  integrity  of  the  practice. 

Currently,  MSD  is  not  involved  directly  in 
providing  practice  management  support  or  ser- 
vices. There  are  a number  of  specific  ways  of 
pursuing  a role  in  this  area.  Some  ideas  that 
were  discussed  include: 

• establish  relationships  with  business  con- 
sultants to  do  “operational  audits”  of  prac- 
tices. 

• provide  advice/support  on  electronic  claims 
processing 

• group  purchasing  programs 

• sponsorship  of  contract  business  manage- 
ment for  small  practices 

In  addition,  the  possibility  of  a placement 
service  as  a related  activity  is  a possibility. 

Since  this  is  something  on  which  the  Soci- 
ety has  no  current  activity,  there  is  no  experi- 
ence to  base  a decision  on.  It  would  have  to  be 
pursued  on  the  basis  of  doing  some  informal 
market  research  to  assess  needs  and  financial 
viability  and  then  test  marketed  to  see  what 
works.  Any  effort  in  this  area  would  be  pursued 
on  the  basis  of  being  self-sustaining. 
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Tangible  Benefits 

The  Society  currently  offers  professional 
liability  insurance  through  its  subsidiary  and 
also  has  a group  health  insurance  plan.  How- 
ever, since  Delaware  has  a relatively  small 
population  base,  it  is  not  as  attractive  as  some 
state  societies  for  sponsorship  arrangements 
on  a wide  variety  of  tangible  benefits. 

This  is  a potential  opportunity  only  if  mar- 
ket research  shows  there  to  be  a sufficient  level 
of  need  and  a desire  on  the  part  of  members  to 
have  MSD  pursue  such  activities.  Any  activi- 
ties in  this  area  would  be  pursued  only  if  they 
are  also  revenue  producers  for  the  Society. 

Ethics 

The  Society  is  currently  active  in  the  ethics 
arena  through  its  Ethics  Committee.  It  focuses 
on  key  issues  and  does  not  encourage  involve- 
ment in  specific  cases.  The  Society  has  a gen- 
eral comfort  level  with  this  type  and  extent  of 
involvement,  and  this  arena  is  an  opportunity 
area  primarily  because  of  the  increased  num- 
ber of  ethical  issues  and  increased  public  aware- 
ness of  them. 

Advocacy  on  Professional  Freedom 

This  issue  targets  the  increased  incursions 
on  physicians’  clinical  autonomy  and  repre- 
sents an  opportunity  area  as  PRO’s  and  other 
sources  of  “hassle”  continue  to  increase.  How- 
ever, since  most  of  the  issues  in  this  area  are 
primarily  driven  by  cost  containment  pressures, 
the  real  opportunities  for  MSD  are  covered 
under  the  opportunity  on  the  economics  of  medi- 
cal practice.  If  cost  containment  ceases  to  be 
the  driver  of  this  issue  at  some  point  in  the 
future,  more  quality  related  issues  may  begin  to 
surface  and  MSD  should  maintain  a presence 
in  this  arena  in  order  to  meet  those  needs.  No 
current  increase  in  activity  was  identified. 

Socioeconomic  Information 

This  is  an  opportunity  that  relates  to  physi- 
cians’ high  priority  need  for  advocacy  and  rep- 
resentation. In  order  for  MSD  to  successfully 
pursue  a more  intensive  advocacy  role,  increased 
member  support  and  participation  will  be 
needed.  The  first  step  in  building  that  support 
is  to  keep  members  better  informed  on  the 
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issues.  The  Committee  did  not  explore  the 
many  specific  ways  of  achieving  this.  Some 
survey  work  to  determine  how  physicians  want 
to  receive  such  information  would  be  needed. 

Psychosocial  Support 

This  is  an  activity  several  state  medical 
societies  have  initiated  recently  to  help  physi- 
cians who  are  experiencing  personal  stress  re- 
lated to  divorce,  substance  abuse,  financial  prob- 
lems, professional  liability  suits,  etc.  The  Plan- 
ning Committee  included  the  potential  for  this 
kind  of  support  as  part  of  the  Society’s  response 
to  the  overall  professional  liability  issue,  but 
rated  the  overall  topic  as  a lower  priority  oppor- 
tunity. If  more  specific  evidence  of  need  is 
found  at  a future  time,  a more  intensive  activity 
can  be  considered. 


Implementation  Plan 

This  plan  provides  an  assessment  of  physi- 
cians’ needs  and  the  strengths  and  weaknesses 
of  the  Medical  Society,  leading  to  the  identifica- 
tion of  strategic  opportunities  for  MSD.  Each  of 
the  potential  opportunities  has  been  put  into  a 
prioritized  analysis  based  on  how  they  respond 
to  the  physician’s  needs  and  the  characteristics 
of  MSD. 

The  next  step  is  for  the  organization  to 
select  those  that  best  fit  the  specific  circum- 
stances of  the  organization  at  this  point  in  time. 
The  introduction  to  the  plan  presented  a gen- 
eral strategy  that  calls  for  selecting  a relatively 
small  number  of  focus  points  to  concentrate  on 
for  maximum  impact.  Decisions  must  be  made 
on  how  many  new  initiatives  can  reasonably  be 
taken  on  and  which  ones  to  select.  The  choices 
will  be  difficult.  Those  opportunities  that  do 
not  fit  current  circumstances  well  can  be  used 
as  a longer  term  agenda  for  future  reference. 

Specifically,  these  opportunities  may  be 
addressed  as  follows: 

1.  Representation/ Advocacy  on  Medical  Prac- 
tice. In  order  to  become  more  proactive  in 
representation  and  advocacy  of  MSD  mem- 
bers on  the  variety  of  issues  relating  to 
medical  practice,  it  is  recommended  an 
ombudsman  program  be  established.  The 
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ombudsman  program  will  be  staffed  by  an 
individual  with  extensive  experience  in 
medical  office  management  and  background 
dealing  with  payment/managed  care  re- 
quirements of  third  party  payers.  The 
ombudsman  would  assist  individual  mem- 
bers with  specific  problems  encountered 
with  third  party  payers,  state  or  federal 
agencies  or  the  PRO.  The  line  item  in  the 
budget  reflects  personnel  costs  only.  It  is 
anticipated  the  ombudsman  program  would 
be  based  in  the  Society’s  Dover  office.  This 
would  allow  the  ombudsman  to  also  provide 
legislative  support  when  the  General  As- 
sembly is  in  session  and  also  serve  as  a 
liaison  between  the  Society  and  various 
state  agencies  located  in  Dover. 

2.  Image/Identity  of  Physicians.  It  is  recom- 
mended the  Society  make  a long-term  com- 
mitment to  a campaign  to  portray  a positive 
public  image/identity  of  physicians.  Ac- 
cordingly, the  Society  will  expand  its  role  in 
providing  a speakers  bureau  to  speak  to 
various  schools  and  community  service  or- 
ganizations and  will  develop  a media-rela- 
tions program  to  furnish  press  releases  and 
useful  medical  information  to  the  local  me- 
dia on  an  ongoing  basis.  To  accomplish  this 
it  will  be  necessary  to  increase  the  time 
allocation  of  the  Director  of  Professional 
Education  and  Community  Affairs  to  the 
operating  budget  and  decrease  her  time  to 
the  Journal.  The  net  effect  will  be  an 
increase  in  the  Editorial  Assistant  position 
in  the  Journal  office  from  .75  FTE  to  1.0 
FTE. 

3.  Public  Health.  It  is  recommended  the  En- 
vironmental and  Public  Health  Committee 
become  a standing  committee  and  redi- 
rected to  focus  its  attention  on  one  or  two 
key  public  health  issues.  In  so  doing  the 
Society  can  take  a strong  leadership  role 
and  establish  a highly  visible  campaign 
that  directly  involves  physicians  in  these 
key  public  health  issues.  There  is  no  fiscal 
impact  to  this  recommendation. 

4.  Representation/ Advocacy  on  Non-physician 
‘Tractice.”  This  recommendation  would  be 
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pursued  through  the  ombudsman  program 
referenced  in  Item  1 above. 

5.  Continuing  Medical  Education.  In  recogni- 
tion of  the  Medical  Society’s  expanding  role 
as  a fully  accredited  sponsor  of  AMA  Cat- 
egory 1 CME  credit,  the  Board  of  Trustees 
authorized  an  expansion  in  the  staffing 
allocation  to  the  CME  program  in  March  of 
1992.  The  increased  staffing  has  been  ac- 
commodated and  the  Society  is  actively 
promoting  an  expansion  of  its  CME  offer- 
ings throughout  the  state.  There  is  no  fiscal 
impact  to  this  recommendation. 

6.  Practice  Management.  It  is  recommended 
the  Society  provide  assistance  to  physician 
offices  through  sponsoring  practice  man- 
agement workshops  geared  toward  physi- 
cians and  their  office  staffs  on  a wide  range 
ofpractice  management  related  issues.  This 
activity  will  be  inco7*porated  in  the  Con- 
tinuing Medical  Education  program  and 
administered  by  the  existing  CME  staff.  It 
is  proposed  the  practice  management  work- 
shops be  self-supporting  through  registra- 
tion fees  and,  as  such,  there  is  no  fiscal 
requirement  associated  with  this  recom- 
mendation. 

7.  Tangible  Benefits.  Currently  the  Medical 
Society  provides  a malpractice  insurance 
brokerage  service  through  MSDIS.  In  ad- 
dition a Society  sponsored  group  health 
insurance  plan  through  Principal  Health 
Care  is  offered  to  its  members.  A discount 
arrangement  with  Bell  Atlantic  Mobile  Sys- 
tems for  mobile  telephones  was  established 
this  past  year.  The  Board  Advisory  Com- 
mittee has  also  considered  sponsoring  a 
Gold  MasterCard  program  along  with  en- 
dorsement of  an  office  automation  consult- 
ant for  the  purchase  of  computer  hardware 
and  software,  maintenance  and  support.  It 
is  recommended  the  Board  Advisory  Com- 
mittee continue  to  critically  evaluate  po- 
tential member  services  in  order  to  expand 
the  menu  of  tangible  benefits  available  to 
members  of  the  Medical  Society.  There  is 
no  fiscal  impact  associated  with  this  recom- 
mendation. 
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8.  Ethics.  It  is  recommended  the  Committee 
on  Ethics  be  encouraged  to  consider  specific 
ethical  issues  confronting  the  practice  of 
medicine  and  society  at  large  and  formulate 
recommendations  to  the  Board  of  Trustees 
for  official  Society  position.  There  is  no 
fiscal  impact  associated  with  this  recom- 
mendation. 

9.  Advocacy  on  Professional  Freedom.  This 
recommendation  is  related  to  Items  1 and  4 
above  and  will  be  addressed  through  estab- 
lishment of  an  ombudsman  program. 

10.  Socio-Economic  Information.  It  is  recom- 
mended the  membership  be  surveyed  with 
an  emphasis  placed  on  publishing  this  in- 
formation in  the  MSDNews  and  Delaware 
Medical  Journal,  as  appropriate.  The  om- 
budsman program  represents  a source  for 
much  of  the  socio-economic  information  of 
interest  to  physicians.  There  is  no  fiscal 
impact  associated  with  this  recommenda- 
tion. 

11.  Psycho-Social  Support.  The  Physicians’ 
Health  Committee  has  provided  psycho- 
social support  to  members  on  a limited,  as 
needed  basis  in  conjunction  with  its  reha- 
bilitative activities.  The  Society  has  relied 
on  the  Chairman  of  the  Physicians’  Health 
Committee  to  provide  the  professional  staff 
support  to  the  Physicians’  Health  Program 
on  a pro-bono  basis.  As  the  number  of  cases 
and  responsibilities  of  the  committee  in- 
crease, it  is  no  longer  possible  to  rely  on 
such  voluntary  professional  staff  support. 
It  is  therefore  recommended  the  position  of 
Medical  Director  of  the  Physicians’  Health 
Program  be  established.  The  budgetary 
line  item  reflects  compensation  for  a part- 
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time  (.25  FTE)  Medical  Director  along  with  i AI 
an  allowance  for  direct  administrative  ex-  j 
penses,  such  as  long  distance  telephone,  | 
office  supplies  and  postage.  i 

I 

However,  there  is  one  priority  that  must  be  j 
addressed  prior  to  the  selection  of  any  of  the 
opportunity  areas  for  follow-up.  Before  the 
Medical  Society  can  even  consider  pursuing  B 
any  new  activities,  it  must  forge  a viable  finan- 
cial strategy.  As  documented  earlier,  the  Soci-  • 
ety  should  consider  changes  in  its  revenue  • 
profile.  In  discussing  how  to  correct  this  prob-  • 
lem,  the  Planning  Committee  identified  several  • 

possible  approaches:  i 

I 

• Increase  membership  by  enhancing  value  ( 
through  more  programs,  services,  or  ben- 
efits 

1 

• Find/develop  new  non-dues  sources  of  rev- 
enue I 

• Pursue  only  activities  that  attract  their 
own  sources  of  funding  (e.g.  grants). 

• Restabilize  the  insurance  subsidiary’s  in- 
come stream  to  the  Medical  Society  I 

• Increase  dues. 

The  appropriate  components  of  this  plan 
have  been  shared  with  the  Board  of  Trustees 
and  the  various  committees  of  the  Medical 
Society  referrenced  in  the  plan  for  study  and 
recommendation  to  the  House  of  Delegates. 
These  recommendations  are  embodied  in  the 
various  committee  reports  contained  in  the 
House  of  Delegates  handbook.  ' 

William  H.  Duncan,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Co-Chairman 
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APPENDIX  A 


PRIORITIZATION  OF  NEEDS  OF  DELAWARE  PHYSICIANS 


High  Priority  Needs  of  Delaware  Physicians 

• Representation  and  Advocacy  on  Medical  Practice 

• Representation  and  Advocacy  on  Quality  Related  Issues 

• Representation  and  Advocacy  on  Professional  Freedom 

• Representation  and  Advocacy  on  Professional  Liability 

• Information,  Support,  and  Guidance  Related  to  Professional  Ethics 

• Professional  Image/Identity 

• An  Avenue  for  Expression,  Fellowship,  and  Networking 


Moderate  Priority  Needs  of  Delaware  Physicians 

• Representation  and  Advocacy  on  Public  Health  Issues 

• Representation  and  Advocacy  on  Independent  Non-MD  Practice 

• Practice  Management  Skills  and  Information 

• Socioeconomic/Current  Events  Information 

• Psycho-Social  Support 

• Tangible  Benefits 


Lower  Priority  Needs  of  Delaware  Physicians* 

• Representation  and  Advocacy  on  Scientific  Issues 

• Representation  and  Advocacy  on  Medical  Education  Issues 

• Scientific  Information 

• Information  and  Support  on  Bioethical  Issues 

• Leadership  Skills  and  Training 

• A Referral  Source 

• It  should  be  noted  that  “lower”  priority  does  not  mean  that  these  are  unimportant  or  should  be 
ignored,  only  that  others  are  judged  to  be  of  greater  importance. 

The  information  presented  in  this  appendix  represents  summary  data  only.  The  full  content  of 
the  deliberations  of  the  Ad  Hoc  Committee  on  Strategic  Planning  is  on  file  at  the  Medical  Society 
office. 
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APPENDIX  B 

ORGANIZATIONAL  CHARACTERISTICS  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE 


MAJOR  STRENGTHS 

• Commitment/Participation  of  Members 

• Leaders/Leadership  Skills 

• Influence  with  Legislators/Opinion  Leaders 

• Information  on  Issues 

• Information  on  Political  Events/Processes 

• A Sound  Representative  Structure 

• Continuity 

• Relationships  within  the  health  sector 

• Membership  over  age  35 

• Credibility  with  the  Public 


WEAKNESSES/CONSTRAINTS 


• The  Financial  Base 

• The  Physical  Plant 

• Membership  under  Age  35 

• Information  on  Member  Characteristics/Needs 

• Commitment/Participation  of  Members 

• Good  Decision  making  Processes 

• Relationships  outside  the  Health  Sector 

• Credibility  with  the  Public 

• Credibility  with  Government 

• Credibility  with  the  Press 

• Influence  with  the  Press/Media 

• Influence  with  the  Public 


The  information  presented  in  this  appendix  represents  summary  data  only.  The  full  content  of 
the  deliberations  of  the  Ad  Hoc  Committee  on  Strategic  Planning  is  on  file  at  the  Medical  Society 
office. 


Doctor's  Office  A^ssistant  Soft 


ware 


A fully  installed  real  time  practice  management  system  with 
ELECTRONIC  BILLING 
on  a DECpc  computer  and  an  ink-jet  printer 
for  a cost  that  could  be  less  than  one  week  of  your  practice  revenue. 
DECpc  computers  are  from  DIGITAL  Equipment  Corporation. 
Up  to  five  year  lease  from  DIGITAL  with  NO  down  payment. 
Not  only  do  we  give  you  a demonstration, 
we  even  give  you  a trial  period. 

Fully  developed  and  supported  from  right  here  in  Delaware. 


Quality 

TM  Urgency 

Economy 
Support 
Thinking 

InfoQuest  Systems,  Inc. 

3 14  East  Main  Street,  Suite  1 
Kelway  Plaza,  Newark  DE  19711 
Phone  : (302)  456-3392 
Fax  ; (302)731-0298 
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1992  Interim  Report  of  the 
AMA  House  of  Delegates 


The  Interim  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Nashville,  Tennessee, 
from  December  6 through  9,  1992.  The  Medical 
Society  of  Delaware  was  represented  by  Del- 
egate Daniel  Alvarez,  M.D.;  Alternate  Delegate 
Alfonso  Ciarlo,  M.D.,  and  President  Stephen 
Permut,  M.D.  At  the  request  of  Dr.  Permut, 
Carol  Tavani,  M.D.,  who  was  in  Nashville  for 
the  meeting  of  the  Hospital  Medical  Staff  Sec- 
tion, was  seated  as  an  alternate  delegate.  Ex- 
ecutive Director  Mark  Meister  also  attended 
the  meeting. 

The  1992  Interim  Meeting  of  the  AMAHouse 
of  Delegates  was  comprised  of  436  delegates, 
343  representing  state  medical  societies,  83 
representing  national  medical  specialty  societ- 
ies, and  10  representing  medical  students,  resi- 
dents, hospital  medical  staffs,  medical  schools, 
young  physicians,  military  physicians,  the  Pub- 
lic Health  Service,  and  the  Veterans  Adminis- 
tration. 

The  House  considered  231  resolutions  and 
90  Board  and  Council  reports  dealing  with 
various  issues  of  public  health,  science,  and 
socioeconomics.  The  Medical  Society  of  Dela- 
ware had  submitted  two  resolutions  to  the  AMA 
for  consideration  by  the  House  of  Delegates. 
The  first,  submitted  by  Dr.  Jeffrey  Komins, 
addressed  problems  created  by  misclassification 
of  testing  by  current  CLIA  regulations  and 
urged  the  AMA  to  study  the  impact  of  these 
problems  on  cost  and  quality  of  care.  The  sec- 
ond, submitted  by  Dr.  Daniel  Alvarez,  took 
issue  with  HCFA’s  policy  that  prohibits  pri- 
mary care  physicians  from  charging  a consulta- 
tion fee  when  asked  to  do  medical  clearance  for 


surgery  on  an  established  patient,  and  it  asked 
the  AMA  to  declare  this  policy  discriminatory 
and  to  take  measures  to  have  the  policy  changed. 

There  were  multiple  resolutions  regarding 
the  inequities  in  the  current  CLIA  regulations, 
which  ranged  from  those  whose  goal  was  to 
have  the  AMA  work  for  changes  in  specific 
regulations  to  the  Texas  delegation’s  resolution 
calling  for  the  repeal  of  CLIA  88.  The  House 
adopted  a substitute  resolution  which  encom- 
passed the  goals  of  many  of  the  resolutions.  It 
calls  for  the  AMA  to  study  the  impact  on  cost 
and  quality  of  care  of  test  misclassification,  to 
work  toward  reclassifying  those  tests  that  are 
felt  to  be  misclassified,  and  to  work  toward 
changes  that  would  eliminate  the  obstacles  and 
hassles  physicians  are  experiencing  under 
CLIA.  Furthermore,  the  House  directed  the 
AMA  to  seek  legislation  to  repeal  CLIA  if  satis- 
factory changes  cannot  be  made  in  the  current 
regulations. 

Delaware’s  resolution  regarding  the  HCFA 
regulation  on  cons^//^a^^o?^/ces  for  primary  phy- 
sicians doing  clearance  for  surgery  was  also  not 
the  only  one  introduced.  New  Jersey  had  one 
that  was  almost  identical.  The  AMA  is  already 
at  work  to  attempt  to  change  this  regulation, 
and  the  House  of  Delegates  gave  support  to  this 
issue. 

Regarding  health  care  reform,  the  House 
adopted  a long  list  of  policy  positions  designed 
to  guide  the  AMA  in  the  coming  months  under 
the  new  Clinton  administration.  The  House 
recommended  that  the  AMA  support  the  cre- 
ation of  a national  health  advisory  or  task  force 
that  would  form  a public/private  partnership 
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with  the  AMA  to  formulate  policy  and  imple- 
ment activities.  The  House  also  empowered  the 
Board  of  Trustees  to  act  for  the  association  to 
promote  and  negotiate  elements  of  health  re- 
form that  would  be  in  the  best  interest  of  pa- 
tients as  well  as  the  profession.  The  AMA  was 
advised  to  continue  its  aggressive  campaign  for 
antitrust  relief  and  the  right  of  physicians  to 
negotiate. 

The  House  also  considered  a major  report 
on  managed  care.  Contracts  which  include  “hold 
harmless”  clauses  should  be  carefully  consid- 
ered by  physicians,  and  legislation  should  be 
pursued  which  would  limit  the  physician’s  li- 
ability. Antitrust  laws  should  be  refined  so  that 
physicianshave  rights  in  negotiating  with  man- 
aged care.  The  AMA  should  support  the  devel- 
opment of  national  managed  care  utilization 
review  standards,  and  they  should  have  guide- 
lines for  the  backgrounds  of  reviewers,  appeal 
processes,  and  certifying  of  credentials.  The 
AMA  should  reaffirm  its  policy  that  payers  be 
liable  for  any  harm  resulting  from  their  review 
decisions. 

The  Board  of  Trustees  submitted  a forceful 
report  with  strong  opposition  to  any  national 
ceiling  of  health  care  spending,  also  known  as 
“global  budgeting.”  The  House  supported  this 
report  and  reaffirmed  policy  opposing  global 
budgeting,  expenditure  targets,  price  controls, 
and  other  methods  of  limiting  spending,  while 
at  the  same  time,  supported  a commitment  to 
bring  health  care  costs  under  control  in  any 
way  possible  that  does  not  imperil  the  health  of 
the  American  people. 

The  AMA  House  of  Delegates  reaffirmed 
and  refined  Health  Access  America  as  its  an- 
swer to  health  care  reform.  Included  in  refine- 
ments were  the  suggestions  that  all  third-party 
payers  use  a uniform  administrative  system, 
one  that  is  evaluated  regularly  for  cost  to  pa- 
tients and  physicians;  that  states  should  pro- 
hibit all  insurers  and  self-insurers  from  biased 
risk  selection;  and  that  AMA  negotiation  with 
the  federal  government  regarding  the  Medi- 
care program  should  be  extended  to  include 
federally  funded  Medicaid. 

The  House  received  multiple  resolutions 
regarding  the  need  for  more  primary  care  phy- 
sicians. The  House  opposed  quotas  or  targets 
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that  would  restrict  individual  choice,  but  sug- 
gested incentives  to  encourage  physicians  to 
choose  primary  care,  including  financial  aid 
options  and  curricular  modifications.  The  AMA 
is  expected  to  submit  a full  report  on  this 
subject  along  with  specific  recommendations  at 
its  June  meeting. 

The  issue  which  seemed  most  controversial 
at  this  Interim  Meeting  of  the  House  of  Del- 
egates was  the  self -referral.  Policy  adopted  at 
the  last  AMA  meeting.  This  policy  states  that 
physicians  should  not  refer  patients  to  a health 
care  facility  where  the  physicians  have  an  in- 
vestment interest.  Exceptions  include  a facility 
where  the  physician  provides  care  and  areas 
where  no  other  quality  facility  exists.  This 
policy  has  caused  a furor  among  some  physi- 
cians. There  was  a divisive  debate  over  resolu- 
tions to  change  this  policy  in  both  the  Reference 
Committee  where  the  resolutions  were  dis- 
cussed and  in  the  House  of  Delegates.  Several 
past  AMA  presidents  spoke  in  support  of  the 
policy,  stating  that  the  physicians  should  not  be 
seen  as  favoring  profit  over  professionalism. 
Others  said  the  AMA  was  adopting  a “holier 
than  thou”  stand  and  that  too  many  rank  and 
file  physicians  thought  the  AMA  was  ‘Tiigh- 
handed.”  In  the  end,  those  delegates  who  sup- 
ported the  recent  AMA  policy  prevailed,  and 
the  policy  was  reaffirmed. 

Several  health  issues  received  attention  at 
this  House  of  Delegates  meeting.  The  delegates 
urged  the  Consumer  Product  Safety  Commis- 
sion to  ban  infant  walkers  as  a mechanical 
hazard.  They  implored  state  societies  to  see 
that  commercial  enterprises  such  as  beauty 
salons,  barbers,  etc.,  were  properly  regulated 
regarding  the  adequacy  of  sterilization  of  in- 
struments. They  supported  the  use  of  autolo- 
gous blood  from  candidates  for  elective  surgery, 
and  condemned  barriers  that  make  this  prac- 
tice more  difficult  or  costly  for  the  patient. 

The  1993  AMA  budget  was  presented  to  the 
House.  AMA  revenues  are  projected  to  be  $209.3 
million  and  expenses  budgeted  at  $209.1  mil- 
lion. The  AMA  has  had  no  dues  increase  since 
1989. 

The  delegates  of  the  Medical  Society  of 
Delaware  were  proud  to  represent  the  organi- 
zation at  the  1992  Interim  Meeting  of  the  AMA 
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House  of  Delegates.  This  report  is  only  a sum- 
mary of  the  more  important  business  conducted 
at  the  meeting  as  well  as  a report  of  those  issues 
felt  to  be  of  special  interest  to  the  members  of 
the  Medical  Society  of  Delaware . More  detailed 
reports  may  be  read  in  theAMANews,  particu- 
larly the  December  21st  issue.  All  AMA  mem- 
bers are  welcome  at  the  meetings,  and  they  may 
be  heard  at  Reference  Committee  meetings,  as 
well  as  in  corridor  discussions.  The  debate 
which  raged  over  self-referral  duringthis  meet- 
ing is  a perfect  example  of  the  democratic  pro- 
cess that  is  so  much  a part  of  these  meetings. 
The  delegates  invite  all  members  to  attend  the 
next  meeting,  to  be  held  in  Chicago  in  June. 
Delegates  are  also  available  to  answer  ques- 
tions and  to  take  resolutions  and  concerns  to 
the  AMA  meetings. 

Daniel  A.  Alvarez,  M.D. 

Chairman,  AMA  Delegation 

Medical  Society  of  Delaware 
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LETTERS  TO  THE  EDITOR 


A More  Complete  View  of  Physical  Therapy 


I recently  read  an  unsigned  letter  to  the  editor 

I in  your  Nov.  92  journal  concerning  physical 
therapy  in  Delaware.  The  author  seems  rather 
;;  misinformed  about  many  issues  concerning 
physical  therapy  and  state  law,  legislation, 
modalities,  and  athletic  trainers.  As  president 
of  the  Delaware  Physical  Therapy  Association 
(DPTA),  I would  like  to  address  your  readers 
and  provide  a more  complete  view  of  our  prac- 
tices. 

Physical  therapists  were  initially  licenced 
in  Delaware  through  legislation  in  the  mid- 
1950s.  This  legislation  defined  our  practice 
capabilities  and  created  our  own  Board  of  Physi- 
cal Therapy  Examiners.  This  board  is  similar  to 
other  state  boards  in  its  makeup  of  citizens  and 
professionals  (therapists,  assistants  and,  now, 
athletic  trainers).  This  board  created  and  con- 
tinues to  refine  the  definition  and  rules  of 
physical  therapy  practice  in  the  state.  In  1983 
the  Delaware  General  Assembly  easily  passed 
legislation  with  the  blessing  of  the  board  and 
the  DPTA  that  halted  the  practice  of  physical 
therapists  treating  patients  when  the  referring 
practitioner  (MD,  DO,  DDS,  DPM,  DC)  re- 
ceived a financial  reward  for  that  referral.  Our 
state  was  the  first  in  the  nation  with  such  a law 
eliminating  referral  for  profit.  Subsequently 
HCFA,  the  state  of  Florida,  and  a most  recent 
study  published  in  the Nea;  England  Journal  of 
Medicine  concluded  that  referral  for  profit  was 
a key  factor  in  over-utilization,  cost  escalation, 
and  inferior  quality  of  care  in  physical  therapy 
services.  The  state  of  Delaware  set  the  standard 
for  other  states  to  follow. 
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No  legislation  has  ever  been  introduced 
that  would  limit  the  practices  of  medicine,  sur- 
gery, dentistry,  osteopathy,  podiatry,  chiro- 
practic, or  nursing  as  the  author  would  have  us 
think.  The  quoted  definition  of  physical  therapy 
is  accurate  in  our  law  and  in  laws  in  50  states, 
multiple  U.S.  territories,  and  all  the  armed 
services  of  our  country.  Practice  section  1205b 
of  our  law  states  that, "This  (therapy)  act  shall 
not  prohibit  any  person  registered  or  licensed  to 
practice  in  this  state  under  any  other  law,  from 
engaging  in  that  practice  for  which  such  person 
is  registered  or  licensed."  This  means  that  each 
previously  listed  professional  is  able  to  practice 
under  their  respective  law/practice  act.  If  they 
are  educated  and  trained  in  their  use,  indica- 
tions, and  contraindications,  use  of  modalities 
is  certainly  within  their  scope.  Modalities  are 
not  exclusive  to  physical  therapy.  However,  a 
modality  is  not  physical  therapy  and  may  not  be 
referred  to  or  billed  to  patients  or  third-party 
payers  as  such.  Therapists  do  not  practice  or 
charge  for  functions  called  medical,  dental, 
osteopathy,  podiatry,  chiropractic,  or  nursing. 
Our  state  law  expects  reciprocal  respect. 

Physical  therapy  has  evolved  since  its  in- 
ception in  the  early  1900s.  It  has  never  been  a 
generic  term.  We  have  become  experts  in  our 
field  of  rehabilitating  individuals  through  the 
process  of  guiding  them  towards  recovery  and 
stabilization  from  injury  or  disease.  Our  cur- 
rent educational  requirements  include  entry- 
level  master's  degree  education  and  includes 
five  to  six  months  of  residency.  Coursework 
includes  our  staple  therapeutic  exercises,  along 
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with  human  cadaver  anatomy,  physiology,  pa- 
thology, modalities,  gait  analysis  and  training, 
strength  and  flexibility  analysis  and  training, 
cardiac  and  pulmonary  rehabilitation,  and  ex- 
tensive study  on  associated  medical  aspects 
inpatient  care  as  taught  by  physicians. 

Athletic  trainers  are  experts  in  their  field  of 
managing  athletes  with  injuries.  In  1987,  the 
Delaware  Athletic  Trainers  Association 
(DATA),in  conjunction  with  the  DPTA,  whole- 
heartedly agreed  with  the  Delaware  General 
Assembly  to  develop  legislation  that  would  al- 
low trainers  to  be  included  in  the  Board  of 
Physical  Therapy  Examiners  and  added  into 
the  therapy  state  law.  For  the  first  time,  train- 
ers had  a board  to  manage  their  licensure  needs 
and  delineate  their  roles.  To  this  date,  the 
DATA  gladly  stands  behind  that  choice.  As  with 
therapists,  a trainer  may  not  work  as  a trainer 
and  receive  referrals  to  treat  patients  when  the 
referring  physician  receives  a profit  from  that 
referral. 

The  current  legislative  effort  concerning 
physical  therapy  is  in  the  area  of  allowing 
consumers  direct  access  to  physical  therapy 
services  (referred  to  as  House  Bill  93).  This  bill 
would  permit  the  consumer  direct  access  to 
therapy  services  without  the  prior  requirement 
of  a physicians  referral.  This  law  does  not 
mandate  this  activity  and  it  does  not  require  the 
therapists  to  accept  patients  if  they  do  not  have 
a referral.  It  creates  options  to  this  overburdened 
system  and  increases  patient  access  to  qualified 
professionals.  Therapists  currently  are  fully 
liable  and  accountable  for  treatments  and  ser- 
vices and  would  continue  to  be  under  any  legis- 
lation. This  type  of  legislation  is  law  in  30  states 
in  the  nation  and  in  all  armed  services. 

Physical  therapists  enjoy  the  close  working 
relationships  they  have  with  referring  practi- 
tioners and  expect  not  to  work  in  isolation. 
Teamwork  has  always  been  the  mainstay  of 
success  in  rehabilitation,  and  we  sincerely  hope 
that  this  continues  to  be  the  norm. 

John  C.  Gose,  PT 
President 

Delaware  Physical  Therapy  Association 


Health  Effects  of  Nonionizing 
electromagnetic  radiation 

Our  research  group  is  in  the  process  of  accumu- 
lating data  on  the  human  health  effects  of 
nonionizing  electromagnetic  radiation.  Specifi- 
cally, we  are  interested  in  nonionizing  electro- 
magnetic frequencies  in  the  range  between 
electric  power  transmission  frequencies  and 
microwave  frequencies.  Although  there  has  been 
a great  deal  of  interest  and  research  on  this 
subject,  the  information  available  on  the  hu- 
man health  effects  of  this  radiation  does  not 
permit  us  to  conclude  that  there  are  serious 
health  effects. 

We  believe  there  is  an  increase  in  aware- 
ness of  both  physicians  and  patients  that  nonion- 
izing electromagnetic  radiation  may  have  some 
human  health  effects,  with  the  most  prominent 
being  links  to  neoplastic  disease.  Of  specific 
interest  to  us  is  the  potential  for  collecting  cases 
or  clusters  of  cases  recognized  by  practicing 
physicians  in  the  United  States,  which  may  be 
related  to  exposure  to  nonionizing  electromag- 
netic radiation. 

We  would  be  interested  in  hearing  from  any 
physicians  or  physician  groups  that  may  have 
experience  with  this  problem.  Please  send  to 
The  National  Registry  for  the  Health  Effects  of 
Nonionizing  Radiation,  300  Tollgate  Rd., 
Warwick,  RI  02886  or  (401)  732-4900. 

Joseph  R.  Salvatore,  M.D. 

Director 

The  National  Registry  for  the 
Health  Effects  of  Nonionizing  Radiation 

Deaths  or  Near  Deaths  from 
Anaphylaxis  due  to  allergy 

I would  like  any  report  of  deaths  or  near  deaths 
from  anaphylaxis  due  to  food  or  insect  allergy. 
I would  also  like  reports  of  deaths  that  were 
prevented  by  the  use  of  epinephrine  kits. 

Information  may  be  sent  to:  Claude  A. 
Frazier,  M.D.,  4C  Doctors  Park,  Asheville,  NC 
28801. 


Claude  A.  Frazier,  M.D. 
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PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- ; 
boxyiic  acid  methyi  ester.  The  alkaioid  is  found  in  Rubaceae  and  related  trees. 

Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine , 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder,  i 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  In  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both,  ' 1 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  Its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  It,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon»  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  Impotence. ' 4.4  i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon'^  1/12  gr.  5,4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Address  of  the  President  of  the  AMA 


I 


' Since  June,  I have  attended  the  national  con- 
ventions of  our  two  major  political  parties.  I 
|l  have  crisscrossed  the  nation  for  the  meetings  of 
many  of  the  medical  societies  you  represent.  I 
i have  met  many  physicians  around  the  country, 

I and  listened  to  what  is  on  their  minds. 

I And  let  me  tell  you,  after  several  decades  of 
observing  and  battling  physician  apathy  to  the 
! great  issues  that  confront  medicine,  I have  been 
I absolutely  amazed  this  year,  this  surprising 
I year,  to  see  physician  apathy  replaced  by  inter- 
est, energy  and  action. 

I For  example,  not  long  before  Thanksgiving, 
j I spoke  to  a dinner  meeting  of  the  Orange 
I County  Medical  Society  in  California.  The  turn- 
I out  was  so  much  bigger  than  they’d  expected 
that  they  had  to  open  a second  dining  room  and 
do  a TV  hookup  to  televise  my  remarks  to  the 
overflow. 

I Now,  believe  me,  I know  the  crowd  wasn’t 
i there  on  my  account.  They  were  there  on  their 
own  account  and  their  patients’. 

I In  fact,  wherever  I have  gone  this  year,  the 
! meeting  sponsors  have  told  me  that  physicians 
j who  have  never  before  attended  their  medical 
’ society  are  attending  now.  And  many  of  these 
i are  young  physicians,  the  ones  who  used  to 
i think  they  were  too  busy  to  bother  with  orga- 
nized medicine. 

Suddenly,  they  realize  how  important  we 
are.  Because  suddenly,  they  realize  the  future  of 
their  professional  lives  is  at  stake.  They  have  to 
know  what’s  going  on.  They  have  to  give  input 
to  what  happens  to  medicine.  They  have  to  get 
involved. 

There  is  another  reason  apathy  has  turned 
to  action.  It  is  that  medicine’s  effort  at  outreach 


John  L.  Clowe,  M.D. 


and  inclusion  are  paying  off.  The  work  of  the 
Council  on  Long  Range  Planning  is  bearing 
fruit. 

There  is  a new  Advisory  Committee  on  Mi- 
nority Physicians.  The  AMA  is  sending  out 
weekly  Spanish-language  news  releases  spot- 
lighting articles  from  JAMA  and  the  Specialty 
Journals.  And  many  of  you,  in  your  societies, 
have  similar  outreach  efforts  that  are  working 
well. 

That  is  the  good  news.  So  many  more  physi- 
cians getting  involved  in  organized  medicine. . . 
and  I’m  pleased.  So  many  young  physicians 
among  them.  And  so  much  more  outreach.  The 
bad  news  is,  well,  the  best  way  to  explain  the  bad 
news  is  to  repeat  some  of  the  questions  that 
newly-involved  physicians  ask  me  everywhere  I 
go. 

They  ask:  “What’s  going  to  happen  to  our 
clinical  and  economic  autonomy  if  we  have  to 
negotiate  contracts  with  managed  care  plans?” 

They  ask:  ‘Why  can’t  all  of  medicine  get 
together  so  we  can  be  effective  in  Congress?” 
And,  they  ask:  “Why  isn’t  there  a unified  voice 
in  American  medicine?” 

These  are  straightforward  questions.  And 
they  deserve  straightforward  answers  from  this 
House. 

Now,  those  of  you  who  have  been  around  as 
long  as  I have  know  that  we  have  been  stmg- 
gling  with  these  questions  for  years.  Well,  that’s 
got  to  change. 

In  this  surprising  year  of  change,  we  must 
come  to  resolution.  We  must  present  a unified 
front. 

Time  is  running  out,  and  we  can’t  put  this 
off  any  longer.  We  must  do  it  now’ 
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Special  Article 


My  friends,  medicine  must  have  a single 
voice. 

The  Congress,  Mister  Clinton  and  his  emerg- 
ing administration,  are  interested  in  medicine’s 
position  on  health  care  reform. 

No  matter  how  much  one  specialty  may 
believe  it  has  come  up  with  an  innovative  an- 
swer, a unique  answer,  a new  answer,  the  truth 
is,  time  has  run  out  for  innovative,  unique,  or 
new. 

This  nation  has  already  considered  a lot  of 
interesting  and  innovative  policy  ideas.  It  has 
already  moved  close  to  consensus  on  the  major 
health  care  issues.  Now  all  that  remains  is  the 
process  of  compromise,  legislation  and  law.  And 
in  that  process,  medicine  must  have  one  voice,  a 
voice  of  authority,  a voice  of  concern  for  the 
public  and  our  patients. 

The  debate  for  health  care  reform  has  been 
going  on  a long,  long  time.  And  the  AMA  has 
been  a thoughtful  advocate  of  much-needed 
change  for  many  years.  Remember,  we  intro- 
duced Health  Access  America  nearly  three  years 
ago.  And  it  has  set  the  pace  for  candidates, 
congressional  representatives  and  think  tanks 
alike. 

For  example,  elements  of  Health  Access 
America  are  evident  in  state  health  reform 
plans  from  Hawaii  to  Vermont.  They  appeared 
in  both  parties’  national  presidential  platforms. 
And  they  are  included  in  virtually  every  major 
plan  that  is  now  on  the  congressional  negotiat- 
ing table,  or  that  is  likely  to  end  up  on  that  table 
in  the  much-mentioned  “First  Hundred  Days.” 
Right  now,  the  AMA  is  being  sought  out  by 
every  major  player  in  the  health  care  debate. 
Most  realize  they  can’t  achieve  reform  without 
the  participation  of  you,  the  medical  profession. 
And  most  look  to  the  AMA  as  the  medical 
profession’s  voice  in  the  process  of  change. 

Now,  here  at  this  opening  Interim  session  of 
the  House  of  Medicine,  we  all  understand  that 
each  individual  specialty,  each  individual  state, 
each  individual  section,  each  has  its  own  agenda 
to  push. 

But  that’s  what  the  House  of  Medicine  is  all 
about,  giving  a hearing  to  every  point  of  view. 
But  once  that  hearing  is  complete,  once  the 
debate  is  closed,  once  the  vote  is  taken,  we  must 
all  support  the  policy  of  the  whole  House  of 
Medicine. 

We  must  have  a single  voice. 

Now,  more  than  ever,  this  is  an  imperative 
we  cannot  ignore.  If  we  don’t  unify  behind  a 


basic  policy,  it  will  confuse  the  public.  It  will  put 
the  whole  profession  in  a difficult  position  with 
the  new  Administration.  It  will  give  legislators 
the  impression  that  medicine  is  divided.  And 
there’s  no  sport  that  legislators  enjoy  more  than 
“divide  and  conquer” 

Please  understand,  we  don’t  have  to  agree 
totally  in  order  to  work  together  for  a common 
cause.  But  somehow  we  have  to  agree  to  agree. 
We  must  share  a common  cause;  the  cause  of 
patient  care.  That  makes  the  whole  profession 
of  medicine  far  greater  than  any  of  its  parts.  It’s 
really  that  simple.  It’s  that  noble.  It’s  that  im- 
portant. 

So,  here  at  this  meeting,  let’s  hash  out  our 
differences.  Let’s  argue  the  issue  one  last  time. 
Debate  for  hours,  if  need  be.  We’ve  done  it 
before,  when  issues  warranted. 

Here  in  Nashville,  when  we  conclude  our 
deliberations,  we  must  leave  our  private  dis- 
agreements in  these  chambers.  We  must  emerge 
with  a unified  plan  to  approach  the  government 
and  the  legislators.  We  must  appear  in  public  as 
a single,  unified  profession.  But  if  we  do,  the 
harmony  will  be  heard  throughout  the  land.  If 
we  do  not,  believe  me,  the  discord  will  reverber- 
ate all  the  way  to  Washington,  D.C.  and  our 
profession,  and  our  patients,  will  be  the  ones 
who  will  be  hurt  the  most. 

As  we  begin  this  House  of  Delegates  at  the 
end  of  this  surprising  year,  it’s  not  surprising  at 
all,  but  somehow  very,  very  appropriate,  to  be 
here  at  Opryland.  This  is,  after  all,  the  perfect 
place  to  find  professional  harmony.  And  this  is 
the  perfect  time. 

In  this  Holy  Season  that  is  supposed  to  be  a 
time  of  harmony  and  hope  and  joy  for  so  many 
different  peoples  throughout  the  world,  just 
think  of  the  tragic  divisions  we  witness  on  the 
television  news  every  night.  Somalia.  Sarajevo. 
Even  the  supposedly  unified  nation  of  Ger- 
many, where  we  see  how  fragile  unity  can  be. 

In  my  inaugural  address  last  summer,  I 
quoted  a favorite  sayng:  “Some  people  make 
things  happen.  Some  people  watch  things  hap- 
pen. And  some  people  wonder  what  happened” 

Please,  let’s  make  things  happen  here  in 
Nashville.  Let’s  find  one  single  voice  for  medi- 
cine. Let’s  leave  Opryland  singing  with  that 
voice  - singing  loud  and  clear,  in  harmony,  and 
at  peace.  Thank  you  very  much. 
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Excellent  Position 

Available  for  a BC/BE  family 
practice  physician  in  a new 
community  health  center  in 
Sioux  City,  Iowa. 

The  Center  offers: 

O competitive  compensation 
O benefit  package 
I O paid  m^practice 


Sioux  City  is  a great  place  to  raise  a family 
with  excellent  public  and  parochial  schools, 
a community  college,  two  liberal  arts  col- 
leges, graduate  center,  two  medical  cen- 
ters, a Residency  Training  Program. 


For  more  information,  write  to: 

Jeff  Hackett,  Executive  Director 
Siouxland  Community  Health  Center, 
1709  Pierce  Street,  Sioux  City,  LA  5 1 1 05 
or  call  (712)  252-2477. 


SiQft  Swwldng.® 

A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 


A DIVISION  OF 

^ PULMONARY  ASSOCIATES,  PjV. 

Medical  Specialists  in  Lung  Health 

cSitinC)H 

SnioMuu/ 

Physician  Directed 
P Multi-Interventional 

Emphasis  on  Relapse 
Prevention 

Nicotine  Patch  Therapy 

Albert  A.  Rizzo,  M.D.,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 


Group  and  Employer-Sponsored  Program 
Discounts  Available 


220-LUNG 


Electronic 

Claims 

Submission 

Practice 

Management 

Time 

Share 

Capabilities 

DECREASE  YOUR  COST  - INCREASE  YOUR  CONTROL 

HEALTH  CARE  PRACTICE  MANAGEMENT 

We'll  Computerize  Your  Practice  at  a Fraction  of  the  Cost 
^ Maintain  FULL  CONTROL  of  your  practice 
'k  Electronically  increase  payments  to  14  days 
k Reduce  your  staff  overhead 

•k  Billtng/Reporting  that  improves  your  financial  health 
■k  CPT  and  Diagnostic  Coding  reimbursement  evaluation 
★ Computerized  RECALL  system 

2126  W.  Newport  Pike,  Suite  201 
Wilmington,  DE  19804 
(302)  633-5840 

Call  For  Your  Free  Consultation  And  Improve  Your  Profitability  Today 
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“ Being  a patient  advocate  is  what  being  a physician  is  all  about.” 

Dr.  Kevin  Fullin,  Cardiologist,  Kenosha,  Wisconsin,  Member,  American  Medical  Association 


Why  would  a cardiologist  get  involved  in  the  issue 
of  family  violence?  Perhaps,  because  what  he  saw 
simply  cried  out  for  action. 

“Fully  a third  of  all  women’s  injuries  coming  into 
our  emergency  rooms  are  no  accident,”  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue 
of  family  violence.  Dr.  Fullin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domestic 
Violence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate 
for  patients,”  stressed  Dr.  Fullin. 

The  American  Medical  Association  (AMA)  couldn’t 


agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

You  are  invited  to  join  Dr.  Fullin  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  those  in 
need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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William  T.  Reardon,  M.D. 


William  T.  Reardon,  M.D.,  a board  certified 
specialist  in  otolaryngology  and  a practitioner 
of  hypnotherapy,  died  on  January  13,  1993, 
from  complications  following  a stroke.  Dr. 
Reardon,  who  was  born  in  Wilmington  on  July 
10,  1906,  was  86. 

Dr.  Reardon  lived  and  practiced  in 
Wilmington  all  his  professional  life.  He  gradu- 
ated from  Salesianum  High  School  in  1925  and 
from  the  University  of  Delaware  in  1929.  His 
M.D.  degree  was  earned  at  the  University  of 
Maryland  in  1934.  This  was  followed  by  two 
years  of  internship:  one  at  the  Delaware  Hospi- 
I tal  (now  Wilmington  Hospital)  and  a second 
year  at  the  Roxborough  Memorial  Hospital  in 
Philadelphia.  In  1936  he  was  licensed  to  prac- 
tice in  Delaware. 

He  practiced  general  medicine  for  the  next 
four  years,  but  1941  made  a significant  change. 
He  enrolled  in  l^he  Graduate  School  of  Medicine 
of  the  University  of  Pennsylvania  for  the  course 
in  the  specialty  of  EENT.  In  1942,  when  Dr. 
Reardon  had  completed  this  course  and  would 
have  ordinarily  begun  a two-year  hospital  resi- 
dency in  this  field,  WWII  began  and  he  was 
called  into  the  army.  He  spent  four  years  in  the 
military,  was  discharged  with  the  rank  of  Major 
and  returned  to  Wilmington  in  1946.  He  re- 
opened his  office  but  this  time  limited  his  prac- 
tice to  his  chosen  specialty  of  EENT. 

He  then  began  the  arduous  task  of  obtain- 
ing the  experience  and  the  case  records  to 
submit  to  the  specialty  board.  In  1951  success 
was  achieved  and  he  was  certified  by  the  Board 
of  Otolaryngology,  including  Ophthalmology. 

Board  certification  brought  him  appoint- 
ment to  the  rank  of  chief  of  an  EENT  Service  at 
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St.  Francis  Hospital  in  1952,  and  in  1955  he  was 
promoted  to  senior  attending  in  EENT  at  the 
Wilmington  General  Hospital.  Duringthis  time 
he  became  a member  of  the  American  Medical 
Association,  the  Medical  Society  of  Delaware, 
the  New  Castle  County  Medical  Society,  the 
Delaware  Academy  of  Medicine,  and  the  Ameri- 
can Academy  of  EENT. 

In  his  1960  application  for  renewal  of  his 
hospital  appointments  Dr.  Reardon  stated  his 
specialty  and  board  certification  as  an 
Otolaryngologist. 

After  working  for  10  years  to  establish 
himself  as  a specialist  in  ENT  and  another  10 
practicing  that  specialty.  Dr.  Reardon  looked 
for  a new  direction  to  which  he  could  apply  his 
knowledge  of  people  and  their  problems.  Hyp- 
nosis and  group  psychotherapy  is  the  direction 
he  took.  He  joined  the  Philadelphia  Society  of 
Clinical  Hypnosis  and  began  to  take  courses  in 
hypnotherapy  at  many  universities  around  the 
country. 

Patients  needed  methods  of  relaxation,  ways 
to  stop  smoking,  lose  weight,  release  apprehen- 
sions before  going  to  the  hospital,  having  a baby 
or  undergoing  anesthesia,  and  Dr.  Reardon  had 
to  learn  the  skills  and  take  the  time  to  provide 
these  patients  with  a way  of  overcoming  these 
difficulties.  He  wrote  about  it,  lectured  about  it 
and  developed  audio  recordings  which,  as  a 
form  of  suggestion  or  post-hypnotic  suggestion, 
were  capable  of  helping  patients  cope  with 
problems.  He  wrote  on  his  hospital  application 
in  1972  that  80  percent  of  his  practice  was  office 
hypnotherapy.  As  Dr.  Reardon’s  emphasis  on 
group  therapy  increased,  his  hospital  appoint- 
ment changed,  and  he  requested  an  appoint- 
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merit  to  the  honorary  staff  since  his  office  prac- 
tice was  his  main  occupation. 

His  other  activities  included  the  breeding, 
training  and  showing  of  labrador  retrievers. 
There  must  be  some  similar  qualities  which 
also  helped  in  this  effort,  because  he  won  vari- 
ous trophies  with  his  dogs  at  shows  in  Mary- 
land, Delaware  and  nationally. 

His  wife,  Louise  DeLuca  Reardon,  died  in 
1977.  I remember  her  for  her  skill  in  growing 
figs  on  a tree  in  their  back  yard,  something  few 
in  this  climate  would  have  tried.  They  were 
delicious. 

His  patients,  his  colleagues  and  his  friends 
remember  Bill  as  a caring,  dedicated,  patient 
and  intense  physician  whose  efforts  to  help 
people  as  best  he  could  by  a method  which  was 
sometimes  queried  by  other  doctors  yet  violated 
no  ethical  lines,  was  a unique  and  positive 
contribution  to  medical  practice  in  Wilmington. 

He  is  survived  by  two  sons,  Dennis  T.  and 
Dr.  Louis  W.,  both  of  Wilmington;  two  daugh- 


ters, Mary  Louise  Walsh  Walter  of  Wilmington, 
and  Toni  Reardon  of  Boston;  a brother,  Francis; 
and  three  sisters,  Mary  Griesmeyer,  Alice 
Geiszler,  and  Evelyn  Grady,  all  of  Wilmington; 
11  grandchildren;  and  five  great-grandchildren. 

Dr.  Reardon  would  now  be  described  in 
medical  circles  as  a practitioner  of  “unconven- 
tional therapy.”  Perhaps  we  will  learn  from 
good  studies  how  to  quantify  some  of  the  at- 
tempts at  unconventional  and  alternative 
therapy  in  tefms  of  whom  they  help,  how  they 
work,  what  it  costs.  Dr.  Reardon  realized  that 
all  medical  problems  were  not  solvable  by  his 
official  specialty  and  found,  as  many  patients 
have  done,  that  unconventional  methods  can 
work  when  intelligently  applied. 

A mass  of  Christian  burial  was  held  at  St. 
Ann’s  Catholic  Church  on  January  16,  1993, 
and  he  was  buried  at  Cathedral  Cemetery  on 
Lancaster  Avenue  in  Wilmington. 

Norman  L.  Cannon,  M.D. 


Physician  Practice  Management 

As  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 

individunh  and  firms  who  specialire  in  the  "Business  of  Medicine".  Physician  Practice  Management  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today’s  evolving  healthcare  environment.  Some  of  the  many  professional 
services  that  we  provide  to  our  local  clients  are  — 

Personnel 

Practice  Management 

Policies  & Procedures 

Statistical  Management  Reports 

Benefit  Plan  Development 

Practice  Evaluations 

Personnel  Evaluation  Criteria 

Billing/Collection  Services 
Accounts  Receivable  Management 

Insurance  Review  & Selection 

Operations  Procedural  Reviews 
Budgeting  4 Financial  Planning 

New  Practices 

Patient  Scheduling 

Practice  Formation 

Cost  Reduction  Studies 

Financial  Projections 

Reimbursement  & Coding  Reviews 

Fee  Schedules 

Medical  Record  & Form  Systems 

Personnel  Requirements 

Income  Distributions 

Contract  Review 
Location  Services 

To  speak  to  our  consultants  directly,  please  contact  Michael  J.  Bradley  or  David  J.  Krigstein  at  — 

Physician  Practice  Management 
Christiana  Executive  Campus 
220  Continental  Drive,  Suite  112 

Newark,  DE  19714 

Telephone:  (302)  737-6200 
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Women  and  Doctors,  John  M.  Smith,  M.D., 
The  Atlantic  Monthly  Press,  NY,  1992,  241  pp, 
$20.95. 

In  this  day  and  age  of  increasing  consumer 
awareness,  it  is  not  surprising  to  find  a book 
targeting  the  inadequacies,  whether  perceived 
or  real,  of  women’s  health  care.  That  the  author 
is  an  obstetrician-gynecologist  gives  him,  in  his 
view,  unique  license  to  criticize  obstetrics  and 
gynecology  as  it  is  practiced  today.  John  M. 
Smith,  a fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists  (ACOG),  le- 
gitimizes his  opinions  by  virtue  of  the  fact  that 
he  has  had  24  years  of  experience  in  medicine, 
10  of  those  in  private  practice.  Subsequent  to 
the  latter,  he  has  been  a co-founder  of  health 
maintenance  organizations  in  the  Rocky  Moun- 
tain area.  Attempts  on  my  part  to  identify  what 
Smith  is  currently  doing  were  unsuccessful.  He 
is  not  listed  as  a practicing  physician  by  the 
telephone  company  in  his  home  area  of  Colo- 
rado Springs.  When  last  seen,  he  was  on  the 
Oprah  Winfrey  Show,  apparently  promoting 
his  book. 

The  book  begins  with  Smith’s  berating  the 
medical  profession  in  general  and  gynecolo- 
gists in  particular.  Since  the  majority  of  gyne- 
cologists (79  percent  of  ACOG  members)  are 
male  and  the  clientele  is  exclusively  female,  the 
author  states  that  abuse  occurs  more  frequently 
to  women.  ‘Whether  you  are  talking  about 
unnecessary  surgery,  inappropriate  treatment 
or  testing,  lack  of  preventive  care,  lack  of  con- 
sideration in  research,  allocation  of  dollars,  or 
simply  being  milked  for  dollars  by  physicians. 
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women  are  mistreated  on  a major  scale.”  Fur- 
thermore, he  writes  that  these  types  of  mis- 
treatment occur  far  more  frequently  to  women 
than  to  men:  “Gender  alone  is  the  determi- 
nant.” Smith  continues  in  this  vein,  asserting 
that  going  to  a gynecologist  is  humiliating  for 
women  and  seldom  are  the  patient’s  needs  met. 
He  concludes  that  the  shabby  treatment  he 
describes  occurs  with  these  patients  “simply 
because  they  are  women.”  It  would  seem  that 
gender  bias  such  as  this  is  certain  to  raise  the 
hackles  of  feminists  in  response  to  these,  in  my 
opinion,  grossly  exaggerated  statements.  If  it  is 
any  consolation,  the  author  does  admit  that 
most  doctors  are  not  consciously  mercenary, 
dishonest,  or  hurtful,  but  that  they  abuse  women 
“because  of  underlying  prejudice  and  self-de- 
ception.” Furthermore,  he  writes  that  males 
are  miscast  as  gynecologists  on  the  basis  of 
their  alleged  lack  of  empathy,  compassion  and 
sensitivity;  their  inadequacies  result  in  a need 
to  dominate.  At  one  point  he  says  ‘Tor  many 
[gynecologists],  the  subconscious  motivation  (in 
becoming  a gynecologist)  may  involve  the  need 
to  be  in  a powerful  and  controlling  relationship 
with  women.”  Ergo;  Males  should  not  be  gyne- 
cologists. (Perhaps  that  is  why  I was  unable  to 
locate  Dr.  Smith  recently...) 

The  book  continues  with  discussions  of  ac- 
tual cases,  most  of  which  patients  the  author 
saw  for  second  opinions  or  postoperatively.  The 
discourse  would  seem  to  be  something  of  a 
paean  to  John  M.  Smith  since,  to  hear  him  tell 
it  he  solved  most  problems  and  allayed  many 
fears  after  indicting  the  former  physicians  for 
unnecessary  surgery,  misdiagnoses  and  im- 
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properly  performed  operations.  In  almost  all  of 
these  cases,  Dr.  Smith  managed  to  salvage  the 
situation  (with  some  of  these  cases,  perhaps  not 
surprisingly,  ending  up  in  litigation). 

In  discussing  the  empowering  of  women. 
Smith  first  describes  pitfalls  to  avoid  in  choos- 
ing a physician  or  other  health-care  provider; 
but  he  leans  more  toward  actual  alternatives  to 
physicians,  stating  at  one  point,  “In  the  overall 
scheme  of  medical  care,  I believe  that  nurses 
are  the  professionals  to  be  most  respected.”  In 
essence  Smith  says  that  a woman  would  best  be 
served  by  avoiding  gynecologists  and  utilizing 
nonphysician  providers  instead,  such  as 
physician’s  assistants  and  nurse  practitioners, 
with  perhaps  relying  on  some  input  from  the 
primary  care  physician. 

There  follows  an  entire  chapter  devoted  to 
midwives,  whom  he  would  like  to  see  “assume 
the  major  role  in  the  system  of  uncomplicated 
prenatal  care,  labor  and  delivery,  and  postpar- 
tum care”  with  obstetricians  available  to  con- 
sult on  and  to  manage  high-risk  situations.  I 
would  contend  that  this  is,  in  fact  ideal,  with 
the  condition  that  standards  are  maintained; 
Dr.  Smith,  however,  proceeds  to  criticize  hospi- 
tals for  allowing  only  certified  nurse-midwives 
(CNMs)  and  excluding  nonnurse  (lay)  midwives. 
He  fails  to  recognize  that  the  CNM  is  a highly 
trained  nurse  with  postgraduate  training  and 
extensive  experience  in  dealing  with  low-risk 
pregnancies  and  in  recognizing  problems  in 
order  to  consult  appropriately  with  her  physi- 
cian backup.  The  non-nurse  (or  direct-entry) 
midwife,  on  the  other  hand,  has  not  had  such 
standard  education  and  preparation  and  is  in 
general  hardly  qualified  to  assume  this  man- 
agement role.  It  is  dangerous  on  the  part  of  this 
author  not  to  recognize  this  critical  distinction. 

The  ideal  patient-gynecologist  relationship 
is  explored  - which  the  author  describes  as  one 
of  “intimate  friends”!!)  - one  in  which  an  indi- 
vidual exposes  one’s  self  completely : physically, 
intellectually  and  emotionally.  Individuals  are 
encouraged  to  seek  the  intimacy  of  a real 
friend, which  should  “involve  the  same  kind  of 
trust  and  acceptance”  that  one  would  share 
with  a spouse.  Smith  writes:  “You  want  to  have 
a doctor  who  is  familiar  with  your  body  in  the 
same  way  that  you  are.”  Dr.  Smith  states  that 
unfortunately  many  of  his  patients  did  not 


respond  to  the  opportunity  to  be  an  “intimate 
friend”  of  his.  He  asserts  that  there  are  no 
sexual  overtones  to  this,  but  one  cannot  help 
but  wonder  in  what  adverse  ways  clinical  judg- 
ment and  professional  demeanor  might  be  af- 
fected by  this  at  best  questionable  philosophy. 
Smith  describes  the  importance  of  the  various 
qualities  and  qualifications  to  consider  when 
selecting  “Doctor  Right  because  as  he  again 
intones  “...  you’re  trying  to  find  someone  with 
whom  you  caift  build  a truly  intimate  relation- 
ship.” 

The  final  section  of  the  book  is  a layperson’s 
guide  to  various  and  sundry  gynecologic  mala- 
dies with  an  emphasis  on  complications  of  sur- 
gical procedures.  Dr.  Smith’s  attitude  and  ap- 
proach are  typified  in  the  following  suggestion: 
As  a safeguard  against  unnecessary  and  inap- 
propriate surgery  the  patient  should  have  the 
operating  surgeon  agree  ahead  of  time  to  pro- 
vide the  patient  with  a copy  of  the  operative 
note  and  pathology  report  and  let  him  or  her 
know  that  she  plans  to  take  it  to  another  physi- 
cian after  the  surgery  in  order  to  determine 
whether  the  surgery  was  necessary  and  if  the 
appropriate  procedure  was  performed  and  per- 
formed correctly!!). 

Also  considered  are  what  the  author  terms 
physicians’  ulterior  mercenary  motives.  One 
example  will  suffice  to  illustrate  this:  When 
considering  endometrial  ablation  as  treatment 
for  intractable  bleeding  which  involves  very 
little  hospital  time  as  opposed  to  hysterectomy 
he  maintains:  ‘When  doctors  find  themselves 
with  alternatives  to  the  procedures  from  which 
they  derive  much  of  their  income,  they  gener- 
ally find  ways  to  use  the  alternatives  to  make 
up  the  loss.  They  do  this  either  by  doing  the 
alternative  procedure  too  often  or  by  charging 
too  much.”  However  except  for  some  important 
omissions  (e.g.,  loop  electrosurgical  excision 
procedure  for  cervical  dysplasia  or  hysteroscopy 
along  with  D & C for  diagnostic  purposes)  this 
section  is  accurate  and  informative.  Smith  con- 
cludes his  dissertation  by  discussing  the  Ameri- 
can health  care  system  with  suggestions  on 
making  this  care  accessible  to  all. 

I might  suggest  that  if  John  Smith  sincerely 
desired  to  make  a contribution  to  improving  the 
health  care  of  women  in  the  United  States  he 
would  have  directed  this  book  at  least  as  much 
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1 to  the  practitioner  with  the  conscientious,  intel- 
ligent physician  in  mind  as  well  as  to  the 
, consumer  seeking  to  be  better  informed  and 
^ healthier.  He  would  have  addressed  the  prob- 
I lems  inherent  in  the  system  as  he  views  it  with 
scrupulous  documentation  as  opposed  to  using 
mechanisms  of  emotional  appeal  and  innuendo 
.guaranteed  primarily  only  to  disgruntle  the 
I ] population  that  he  claims  to  be  so  deeply  inter- 
■ ested  in  educating.  This  is  not  to  argue  that 
ji  there  is  not  plenty  in  gynecologic  and  obstetric 
i health  care  that  does  not  deserve  scrutiny  and 
I improvement!  But  in  propounding  his  views  to 
;the  lay  public  in  such  a manner,  Smith  is  in 
effect  criticizing  the  provision  of  care  without 
corresponding  concern  for  upholding  and  en- 
iihancing  what  is  currently  valuable,  and  while 
, advancing  some  questionable  notions  on  the 
doctor-patient  relationship  in  the  process.  My 
contention  is  that  this  all  may  make  excellent 
I fodder  for  the  talk  show  circuit,  but  contributes 
' very  little  to  genuine  improvement  of  the  health 
I care  of  women,  to  which  the  author  would 
I propose  to  be  so  devoted. 

Carl  T.  Opderbeck,  M.D. 


DELAWARE 

HELPLINE 


A Service  of  United  Way  & The  State  of  Deiaware 


1 -800-464-HELP 


VOICE/TDD  (4357) 


MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1 .5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  p.a. 

Omega  Magnetic  Resonance  Imaging  Center,  lp. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 
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DBA  COLLECTION 

AND  ADMINISTRATIVE  SERVICES,  INC 


The  Medical  Collection  Specialists 

I 


Featuring: 

<*  Completely  Automated  Systems 
*>  Hard  Copy  or  Tape  Transfer  of  Accounts 
*>  Custom-Tailored  Programs  for  Each  Client 

❖ Precollect  Sendees 
Complete  Monthly  Reports 

❖ Credit  Reporting 

❖ Free  Accounts  Receivable  Consultations 

❖ On-Site  Systems  Programming 

❖ Billing  of  All  Third-Party  Payers 


Providing  Services  for: 

❖ Ambulance  Sendees 

❖ Anesthesiology 

❖ Dentists 
Demiatology 

❖ Emergency  Room  Physicians 

❖ Endocrinology' 

❖ Family  Practices 

❖ Gynecology^ 


❖ Hospitals 

❖ MRl  and  CAT  Scan  Facilities 

❖ Nuclear  Medicine 

❖ Oncology 

❖ Ophthalmology 

❖ Pathology 

❖ Radiology' 

❖ Surgery 


Members  of: 

❖ American  Collectors  Association  (ACA) 

❖ ACA  Healthcare  Clients'  Sen'ices  Program 

❖ Eastern  Seabord  Collectors  Association,  Inc. 


For  more  information,  please  contact  Karen  A.  Carello  at 

(302)  479-5282 


We  are  just  the  kind  of  medicine 
that  your  delinquent  collections  need! 


IN  BRIEF 


I 


i 


If  you  have  an  event  you  would  like  considered 
for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  MedicalJour- 
nal,  1925  Lovering  Avenue,  Wilmington,  DE 
19806-2166.  Information  must  be  received  by 
\ the  15th  of  the  month,  three  months  before  the 
issue,  to  ensure  timely  publication. 

Physicians’  Health  Committee 

Do  you  know  an  impaired  physician  or  a physi- 
cian in  trouble?  The  Physicians’  Health  Com- 
mittee wishes  to  help.  Please  call  302/654-1001. 
All  actions  of  the  Physicians’  Health  Committee 
are  confidential,  and  the  identity  of  the  re- 
porter will  not  be  disclosed. 

First  Delaware  Conference 
on  Lead  Poisoning  Prevention 

Delaware  Health  and  Social  Services,  Division 
of  Public  Health,  is  sponsoring  a conference  on 
Childhood  Lead  Poisoning  Prevention  at  Arsht 
Hall,  University  of  Delaware,  Goodstay/ 
Wilcastle  Center,  in  Wilmington  on  Tuesday, 
March  30,  1993,  from  8 a.m.  to  4:30  p.m.  A $15 
registration  fee  will  include  lunch,  snacks  and 
conference  materials.  If  you  would  like  to  at- 
tend the  conference  and  have  not  received  a 
registration  form  in  the  mail,  please  call  the 
Division  of  Public  Health  at  995-8693  or  995- 
8594. 

The  conference  will  cover  the  medical  as- 
pects of  lead  poisoning  (to  be  discussed  in  the 
morning  session)  and  community  action  and 
hazard  reduction  (to  be  discussed  in  the  after- 
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noon  session).  The  seminar  will  be  the  first  step 
in  developing  a community  coalition  to  address 
the  multidimensional  problem  of  childhood  lead 
poisoning.  Volunteers  will  be  solicited  to  serve 
on  one  of  10  committees  to  develop  the  infra- 
structure necessary  to  address  this  issue. 

Pulmonary  Care  Symposium 

Perspectives  in  Pulmonary  Care  - 1993  will  be 
held  April  27  from  7:45  a.m.  to  4:15  p.m.  at  the 
Delaware  Academy  of  Medicine,  1925  Lovering 
Ave.,  Wilmington.  A fee  of  $25  includes  conti- 
nental breakfast,  lunch  and  refreshments. 

This  symposium  offers  health  professionals 
the  opportunity  to  update  their  knowledge  of 
current  pulmonary  issues.  Advances  in  the 
diagnosis  and  treatment  of  respiratory  disor- 
ders will  be  addressed.  Continuing  education 
credits  will  be  available. 

For  more  information  call  655-7258  or  (800) 
355-LUNG. 


Two-day  Symposium  on  Infectious  Dis- 
eases 

The  third  annual  “Infectious  Diseases  in  Every- 
day Medicine”  will  be  held  April  19  and  20  at  the 
Baltimore  Convention  Center,  Baltimore  Md. 

For  additional  information  or  to  receive  a 
brochure,  please  contact  Eunice  Katz,  Division 
of  Infectious  Diseases,  University  of  Maryland 
School  of  Medicine,  10  S.  Pine  Street,  Balti- 
more, MD  21201;  (410)  706-7560. 
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Marquis  Who’s  Who  and  American  Board 
of  Medical  Specialties  Join  Forces 
to  Publish  Official  ABMS  Directory 
of  Board  Certified  Medical  Specialists 

Marquis  Who’s  Who  and  the  American  Board  of 
Medical  Specialties  (ABMS)  have  signed  an 
agreement  to  combine  their  individual  directo- 
ries of  board  certified  physicians  and  publish  a 
single,  annual  edition  under  the  name  of  “The 
Official  American  Board  of  Medical  Specialties 
(ABMS)  Directory  of  Board  Certified  Medical 
Specialists.” 

The  first  combined  edition  of  the  "Official 
ABMS  Directory  of  Board  Certified  Medical 
Specialists,"  to  be  published  by  Marquis  in  the 
fall  of  1993,”  will  present  biographical  in- 
formation on  more  than  400,000  board  cer- 
tified physicians.  The  directory  will  be  pub- 
lished annually  in  four  volumes.  Marquis  will 
also  publish  individual  directories  for  each  of 
the  25  board  specialties. 


June  12,  1993 
13th  ANNUAL 

ADVANCES  IN 
GASTROENTEROLOGY 


Bally’s  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Sponsored  by  the 
Presbyterian/Medical  Center 
Gastrointestinal  Section 
and  the  Underwood  Memorial  Hospital 
Woodbury,  New  Jersey 

Accreditation;  Category  1 credit  offered 

Information:  Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086-9447 
(609)  848-1000 


Ron's  Rule  — I give 
mysell  one  week  to 
meet  new  people  and 
start  having  Fun  on  a 
locum  tenens 
assignment.  It  hasn’t 
Failed  me  yet.  ” 

Ron  Richmond,  MD, 
joined  the 
CompHealth  locum 
tenens  medical  staFF 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 

A little  time  oFF  sounded 
really  good.  And  he  thinks  being  e.xposed  to  difFerent  types 
oF  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  A soft- 
spoken  New  Yorker.  Ron  Richmond  knows... 

It's  a great  way  to 
practice  medicine 

CompHealth  . 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  Ciw  ■ Atlanta  ■ Grand  Rapids,  Mich,  |4 


What  Kills  More 
Americans  Each  Year 
Than  Cocaine, 
Heroin,  Suicide, 
Alcohol  Abuse, 
Auto  Accidents 
And  Homicide 
Combined? 

Lung  Disease. 
Including  Lung  Cancer. 


Ifs  a matter  of  life  and  breath® 

AMERICAN  ± LUNG  ASSOCIATION  ’ 

I The  Cnnsimas  Seal  People* 

Space  contributed  by  the  publisher  as  a public  service. 
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STOCKDALE 


Great  opportunity  for  in-home  doctor's  prac- 
tice. Well  maintained  3-story  home  plus  office 
area  has  5 bedrooms,  2 1/2  baths,  garage, 
enclosed  front  porch  and  spacious  rooms  in 
mainhouse  and  6 additional  areasfor  doctor's 
offices,  waitingroom  and  3 patient  examining 
rooms.  $129,900. 

Call  Bill  Donovan  at  475-2240.  #512133. 


The  Prudential 


Preferred  Properties 


The  Prudential  and  m 


are  sen/ce  rnarks  Ol  The  Prudertiiai  insura'K*  Company  of  Amenta 


An  Independently  Owned  and  Operated  Member  of  The  Prudential  Real  Estate  Atliiiates  Inc 


FOR  SALE 

ABBOTT  VISION 
ANALYZER  SYSTEM 

Wide  variety  of  chemistry 

AND  HEMATOLOGY 

(including  glugose  lipid 

PANEL,  THYROID,  PROTIME). 

XExCELLENT  CONDITION. 
XUSED  LESS  THAN  TWO  YEARS. 

XWiLL  SELL  FOR  HALF  OF  THE 
LIST  PRICE. 

Call  (302)  629-9099. 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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BRANDYWINE  IMAGING  CENTER,  L.P. 

A Diagnostic  Imaging 
Center  for  Women 

A vvcMiien's  Jiaf^nostic  imaging  center, 
ciMTihining  state'of'the'art  technology  with 
personalized  attenti(,)n  and  instruction. 

Our  protessitMYal  stall  includes  a specialist  in 
diagnostic  services  lor  high  risk  obstetrical 
management  patients. 

LoW'dase  state 'of- the ^art  film  screen  Mammography 
OB/gyn  Ultrasonrvi 
Osteoporosis  screenirig 

Breast  aspiration  of  solid  arid  cysuc  masses  under 
ultrasonic  guidance 

Educatiomd  videotapes  and  models 

Instruction  in  breast  self'examination 

Separate  and  (mvate  suites  for  testing 

Rr.indvwinc  Onter  also  pn)\n.les  General  RaJiolos^y 

and  Ultra.sound  ser\  ices  in  an  adjacent  suite. 

RADIOLOGY  CONSULTANTS: 

Rita  Gottesman,  M.D.  - Medical  liirector 
Christine  Dietrich,  M.D. 


BRANDYWINE 


IMAGING 


CENTER,  L.P, 


HOURS: 

Mon.  to  Thurs.  — Ham  - 6pm 
Friday  - Ham  - 5pm 
Saturday  - By  appointment 

701  Foiilk  Rtiad,  Suite  El 
Foulk  Plaza 

Wilminpton,  DE  19H03 

(302)  654A300 


.Accredited  h\  the  Americ.m  (. ' 
-’I  Ividudoey 


Abbott  Vision  Analyzer  System 237 
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Artisan^’  Savings  Bank 200 
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Visiting  Nurse  Association 174 

Wilmington  Trust 203 
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Lyme  Disease 
Patients  Wanted  ” 
for  Research  Study 


The  Divisions  of  Rheumatology  of  the 
University  of  Pennsylvania  Medical  Center  and 
The  Children's  Hospital  of  Philadelphia  are 
participating  in  an  ongoing  NIH-sponsored 
research  project  for  the  study  of  children  and 
adults  with  classic  Lyme  Disease.  The  patients 
must  have  Erythema  Chronicum  Migrans, 

Bell's  Palsy,  or  arthritis  with  a positive  ELISA. 
Please  contact  us  for  the  research  study 
protocol.  CaU  PENNLine  at  1-800-635-7780; 
pediatricians  please  call  215-895-3811. 


UNIVERSITY  OF 
PENNSYLVANIA 
MEDICAL  CENTER 


Univereity  of  Pennsylvioia  Schod  of  Mcdkine 
HospiUl  of  the  Uoiveruty  c€  Peimsylvaiua 


The  Children's  Hospital 
of  Philadelphia 


WHEN  THEY  ARE 
READY 
TO  LEAVE 
THE  HOSPITAL... 


HAPPY  HAnnV  S 


W 


For  All  Your  Patient’s  Home  Health  Care  Needs 

Home  Medical  Equipment  • Products  • Services 


Three  Convenient  Locations 

Baycourt  Plaza  16-A  Trolley  Sq.  311RutharDr. 

Dover,  DE  19901  Wilmington,  DE  19806  Newark,  DE  19711 
(302)  678-0504  (302)  654-8181  (302)  454-4941 


VASCULAR  LABORATORIES  OF  DELAWARE 

NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  2 1 3 

Newark  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  I 1 2 

4745  Stanton-Ogletown  Road 
Newark  DE  19713 

(302)  368-1130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D. 
Director 


Billie  Gray,  R.N.,  R.V.T. 
Doreen  Mahoney,  L.P.N. 


250 


Del  Med  Jrl,  April  1993,  Vol  65,  No  4 


ow 


YOU 


AJLAIOST 

CAN! 


NOW,  ONLY  FROM  MEDIAE 
CLINICAL  TESTING  INC, 
ROUTINE  4-HOUR  TURN- 
AROUND TIME  ON  OVER 
IQO  LABORATORY  TESTS: 

• Reports  in  "Hard  Copy" 

• No  Extra  Charge 

• Monday  Through  Friday 

• For  Specimens  Drawn  or  Picked  Up 
Before  11:00  AM  in  Most  Areas 

• For  Medlab’s  Full-Service  Clients 

• Call  (302)  655-LABS  or 
1 (800)  MEDLAB-1 
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CLINICAL  TESTING  INC. 


...BECAUSE  QUALITY  IS  ESSENTIAL® 


Christiana  Imaging  Center 
offers  a comprehensive  array  of  imaging  services.  I 

• MRI  • MRA  • CT  • ULTRASOUND  • MAMMOGRAPHY  • X-RAY  • 


Our  state-of-the-art  imaging  equipment  ensures  superior  quality.  Radiologists  and  neuroradiologists 
(all  board  certified)  provide  expert  interpretations  and  prompt  reports.  Fax  reports,  courier  service  for  film 

delivery  and  high  resolution  image  copies  are  available. 


Our  courteous  and  professional  staff  is  dedicated  to  your  patients’  comfort  and  privacy.  MRI  services  are  available 
evenings  and  Saturdays. 


Medical  directors:  To  schedule  an  appointment  call: 

Zelimir  Kozic,  M.D.  MRI  or  MRA 731-9860 

Leonard  Rosenbaum,  M.D,  CT 731-9890 

John  Wills,  M.D.  X-ray,  ultrasound  & mammography 731-9558 


Conveniently  located  in  the  Medical  Arts  Pavilion,  adjacent  to  Christiana  Hospital; 
4751  Stanton- Ogle  town  Road,  Newark,  Delaware  19713 


Christiana  Imaging  Cent 

A Division  ol  MCD  Holding  Company 
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A New  Theory  of  Relativity? 


There  is  panic  in  the  streets!  The  atmosphere 
created  within  the  medical  community  by  the 
' Clinton  Health  Care  Reform  Initiatives  has 
literally  created  panic  among  the  health  care 
! provider  community,  includingphysicians.  The 
I energy  levels  during  panic  and  chaos  are  very 
similar  and  are  generally  randomly  directed 
I and,  thus,  progress  and  purposeful  movement 
I become  impossible. 

I would  suggest  that  the  medical  commu- 
nity needs  to  develop  a new  “theory  of  relativ- 
ity.” The  old  theory  of  relativity  is  E = mc^.  I 
would  propose  that  the  new  theory  of  relativity 
I should  be  E = mv^  (E  = m x v,  x Vg).  That  is,  the 
I energy  the  medical  community  should  put  forth 
i in  helping  to  shape  and  in  responding  to  health 
I care  reform  should  equal  a product  of  m (the 
I mission  that  brought  us  to  careers  in  medicine), 

' Vj  (our  values  in  providing  health  care),  and  Vg 
' (our  vision  for  an  improved  health  care  system). 
If  one  looks  at  medicine  and  compares  us  to 
other  professions,  I believe  that  the  energy  that 
we  generate  toward  caringfor  patients  really  is 
directed  by  those  three  elements:  mission,  val- 
ues and  vision. 

It  is  clear  from  the  proclamations  of  the 
Clinton  administration  and  the  “Hillary  Task 
Force”  for  Health  Care  Reform  that  the  pro- 
vider community  and  physicians,  in  particular, 
are  going  to  have  very  little  input  into  the 
Health  Care  Reform  plan  that  the  administra- 
tion will  propose  to  Congress. 

However,  I believe  that  if  we  can  look  to  our 
mission,  values  and  vision,  we  can  establish 
appropriate  standards  by  which  health  care 
reform  must  be  directed.  With  these  standards 
in  hand,  I believe  we  will  be  successful  in 


informing  Congress  of  our  dedication  to  these 
goals  and  our  willingness  to  help  improve  the 
American  health  care  system. 

Even  though  the  medical  profession  has 
been  painted  by  the  administration  and  other 
government  leaders  as  inefficient  and  inter- 
ested solely  in  our  own  bottom  lines,  the  fact  is, 
the  vast  majority  of  physicians  and  other  health 
care  providers  are  driven  by  our  mission  to 
improve  the  health  and  well-being  of  our  pa- 
tients. I further  believe  that  if  we  can  ignore 
current  events  to  some  extent,  we  can  see  that, 
in  fact,  our  mission  is  intact  and  is  really  what 
drives  our  daily  activities  and  our  careers. 

Furthermore,  I believe  that  our  value  sys- 
tem in  providing  care  to  our  patients  is  simi- 
larly directed.  Our  values  lie  in  the  desire  to 
provide  the  highest  quality  of  care  in  the  most 
appropriate  fashion  for  our  patients.  Unfortu- 
nately, the  overregulation  of  medicine  and 
health  care  frequently  makes  it  difficult  to 
accomplish  these  goals.  We  are  diverted  by  the 
micromanagement  of  health  care  and  by  a need 
to  practice  defensively  based  upon  the  current 
medical  liability  (tort)  system  in  the  United 
States. 

Finally,  I believe  that  if  we  were  to  seek  a 
consensus  among  physicians,  we  would  find 
there  exists  a shared  vision  of  the  future  of 
medicine  and  health  care  for  this  country.  I 
further  believe  that  this  vision  would  speak  to 
a streamlined  administrative  system  for  medi- 
cine, efficient  health  care  delivery  systems  with 
an  elimination  of  duplication  of  services  and 
waste  with  care  delivered  in  the  most  appropri- 
ate and  least  costly  setting,  and  with  attention 
to  patients'  comfort  and  needs  at  the  forefront. 
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In  summary,  I believe  that  our  challenge 
for  the  coming  year(s)  is  to  avoid  panic  and 
rather  to  channel  our  energies  toward  our  tra- 
ditional mission,  values  and  vision.  If  we  do  so, 
we  will  be  able  to  remain  calm  through  the 
health  care  reform  crisis  and  will  be  able  to 
emerge  with  a better  health  care  system  that 
serves  not  only  the  needs  of  providers,  but  most 
importantly,  the  needs  of  patients  and  the 
American  public. 


Stephen  R.  Permut,  M.D. 
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' Some  health  insurers  seem  to  drag  their  feet  when  it  comes  to  serxdce.  They  don’t  listen 
as  well  as  they  should,  and  they’re  stubbornly  set  in  their  ways.  At  Blue  Cross  Blue  Shield  of 
Delaware,  our  ser\dce  representatives  stand  ready  to  help.  Wlien  you  have  a question  or  problem, 
we  listen  carefully  so  we  can  take  good  care  of  you.  We’ll  do  our  best  to  see  your  point  of  vic\\' 

t 

and  to  resolve  tlie  situation  properly. 

If  your  company’s  health  insurer  is  holding  back  on  sendee,  call  one  of  our  marketing 
representatives  at  1-800-572-4400.  You’ll  see  how  we  get  a jump  on  sendee. 
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of  Delaware 


After  surgei}^  well  return  you  to  * 
a room  youTl  really  like.  1| 

an  atmosphere  inside  that’s  intimate  and  ' “ 

comfortable.  There  are  spacious  rooms,  big 
windows,  even  a family  room  for  the  kids. 

Best  of  all,  you’ll  rest  easy  knowing  that  the 
latest  medical  equipment  and  most  dedi- 
cated nurses  and  technicians  are  close  at 
hand  to  make  your  operation  run  smoothly 
and  efficiently. 

For  more  information,  call  our  friendly 
physician  referral  service  at  (302)  4284100. 

The  Surgicenter  at  Christiana  Hospital.  It’s 
one  more  thing  to  make  your  life  easier. 


Your  own.  That’s  because,  when  you 
have  surgery  at  Christiana  Hospital’s  new 
Surgicenter,  you’ll  return  home  the  same  day. 

For  breast  biopsies  or  treatment  of  a 
hernia,  knee  injury  or  other  types  of  same- 
day  surgery,  the  Surgicenter  at  Christiana 
Hospital  is  the  place  to  schedule  surgery 
without  significant  interruption  to  your 
schedule. 

It’s  Delaware’s  newest,  most  sophisti- 
cated center  specializing  in  same  day 
surgery.  With  its  own  private  entrance  and 
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Outpatient  Colchicine  Poisoning 


Robert  S.  Hoffman,  M.D. 
Richard  D.  Shih,  M.D. 
Jay  M.  Baruch,  M.D. 


Abstract 

The  clinical  effectiveness  of  colchicine  for  acute 
gouty  attacks  is  well  documented.  Its  toxicity 
and  low  therapeutic  index  have  also  been  previ- 
ously described.^ 

The  following  case  report,  although  nonfa- 
tal,  illustrates  the  toxicity  of  colchicine  and  the 
dangers  of  inadequate  doctor-patient  communi- 
cation involving  highly  toxic  medications. 

Case  Report 

BT,  a 45-year-old  black  female  presented  to  the 
Emergency  Department  with  persistent  pain  in 
the  right  great  toe,  abdominal  pain,  malaise, 
nausea,  severe  vomiting  and  diarrhea  (25  epi- 
sodes in  24  hours).  Over  the  60  hours  prior  to 
presentation,  she  self-medicated  with  two  tab- 
lets of  colchicine  (0.6  mg  each)  every  one  to  two 
hours  for  a total  dose  of  50  to  60  mg  for  a 
presumed  episode  ofgoutinhertoe.  Eighthours 
prior  to  presentation  her  abdominal  symptoms 
had  progressed  to  where  she  was  unable  to 
continue  her  colchicine,  and  she  was  prompted 
to  seek  medical  attention. 


Dr.  Hoffman  is  associate  medical  director/director  of  the 
fellowship  program  in  medical  toxicology  at  the  New  York 
City  Poison  Control  Center. 

Dr.  Shih  is  a fellow  in  medical  toxicology  at  the  New  York 
City  Poison  Control  Center. 

Dr.  Baruch  is  an  emergency  medicine  III  resident  at  the 
Medical  Center  of  Delaware. 


The  original  diagnosis  of  gout  was  estab- 
lished two  years  previously  when  she  had  in- 
volvement of  the  same  joint.  At  that  time  she 
was  instructed  to  take  two  tablets  of  colchicine 
(0.6  mg  each)  every  one  to  two  hours  until  her 
symptoms  resolved,  and  she  was  given  a pre- 
scription for  100  tablets. 

Her  clinical  response  during  her  first  attack 
of  gout  was  almost  immediate,  with  her  symp- 
toms resolving  completely  after  four  to  five 
doses.  No  other  attacks  occurred  until  this  pre- 
sentation. 

Her  past  medical  history  also  included 
chronic  renal  insufficiency  (baseline  BUN  and 
creatinine  of  46  mg/dl  and  4.8  mg/dl  respec- 
tively), asthma,  and  hypertension. 

On  initial  examination  she  was  resting  com- 
fortably in  her  stretcher.  She  was  not  orthostatic, 
and  the  following  vital  signs  were  recorded:  tem- 
perature, 38.0  C.;  blood  pressure,  170/80  mm 
Hg;  heart  rate,  87  beats/minute;  respiratory 
rate,  12  breaths/minute.  Physical  examination 
was  unremarkable.  Chest  x-ray,  electrocardio- 
gram, complete  blood  count,  serum  electrolytes 
and  glucose  were  normal  except  for  an  elevated 
BUN  and  creatinine  of  65  and  8.0  mg/dl  respec- 
tively and  a 12-hour  post-ingestion  colchicine 
level  of  95  mgm/dl  (peak  levels  30  minutes  post- 
therapeutic  doses  are  1 to  3 mgm/dP). 

During  the  next  24  hours  her  gastrointesti- 
nal symptoms  quickly  resolved,  and  the  remain- 
der of  her  hospitalization  was  unremarkable 
except  for  diminishing  renal  function.  Her  BUN 
and  creatinine  ultimately  reached  a plateau  of 
60  and  5.5  mg/dl  respectively.  She  was  dis- 
charged uneventfully  on  day  13  of  her  hospital- 
ization. 
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Discussion 

Colchicine  is  an  alkaloidal  extract  from  two 
members  of  the  lily  family:  Colchicum 
autumnale,  commonly  known  as  the  autumn 
crocus,  and  Gloriosa  superba,  the  glory  lily. 
When  given  orally,  colchicine  is  rapidly  ab- 
sorbed from  the  gastrointestinal  tract,  most 
likely  in  the  jejunum  and  ileum.  There  is  a wide 
variability  in  time  to  peak  plasma  concentra- 
tion of  colchicine  after  oral  administration,  rang- 
ing from  30  to  120  minutes, and  an  estimated 
50  percent  of  colchicine  is  bound  to  protein. 
Colchicine  distributes  extensively  in  body  tis- 
sues with  a volume  of  distribution  of  2.2  1/kg.® 
This  limits  the  usefulness  of  hemodialysis  for 
intoxication.  Without  hemodialysis  or  an  effec- 
tive antidote,  treatment  for  intoxication  has 
been  mostly  supportive.  However,  recent  devel- 
opments in  immunotoxicotherapy  may  provide 
a future  treatment  alternative.®"®  This  modality 
will  be  discussed  further  below. 

The  clinical  utility  of  colchicine  for  the 
treatment  and  prophylaxis  of  acute  gouty  ar- 
thritis has  been  well  studied.  In  addition,  a 
broadening  number  of  diseases  like  familial 
Mediterranean  fever,  primary  biliary  cirrhosis 
and  sarcoidos  is  now  have  indications  for  colch- 
icine use.®""  The  literature  is  replete  with  reports 
attributing  serious  morbidity  and  mortality  to 
acute  colchicine  intoxication.  These  typically 
result  from  overdose  situations  with  suicidal 
intent,  or  from  errors  in  dosing.®"®’^^-'®  In  the 
case  of  the  acute  ingestion,  the  patient’s  history 
and  clinical  presentation  usually  makes  the 
diagnosis  relatively  obvious.  However,  chronic 
toxicity  may  present  over  months,  with  symp- 
toms that  may  be  superimposed  upon  an  al- 
ready complicated  medical  history.  Missing  the 
diagnosis  can  be  a fatal  mistake.  Most  concern- 
ing are  reports  of  toxicity  and  fatality  from 
colchicine  at  apparent  therapeutic  doses. 

Colchicine  is  eliminated  predominantly  by 
the  liver,  involving  acetylation  and  then  biliary 
excretion. Approximately  20  percent  of  plasma 
colchicine  is  eliminated  unchanged  in  the  urine. 
There  is  evidence  to  suggest  that  colchicine 
undergoes  enterohepatic  circulation,  with  high 
concentrations  of  both  colchicine  and  its  me- 
tabolites found  in  bile  and  intestinal  secre- 


tions." It  has  also  been  shown  that  significant 
concentrations  of  colchicine  can  be  detected  in 
white  blood  cells  up  to  10  days  after  ingestion.^® 
This  finding,  along  with  the  rapid  absorption 
and  wide  peripheral  tissue  distribution,  re- 
quires the  clinician  to  dose  this  drug  with  i 
scrutiny. 

Although  the  syndrome  of  colchicine  intoxi- 
cation has  been  well  described,  there  is  not  an 
absolute  correlation  between  dosage  and  the 
degree  of  morbidity  and  mortality.  An  acute 
ingestion  of  7 mg  and  8 mg  proved  fatal,  and  yet 
a man  who  “snorted”  approximately  200  mg  of 
colchicine  powder  that  was  mistaken  for  meth- 
amphetamine  survived  and  was  discharged 
eight  days  later.  His  girlfriend  who  also  “snorted” 
colchicine  mistakenly,  died  six  days  post-inges- 
tion  from  thrombocytopenia  and  hemorrhagic 
complications.^'® 

In  1969,  Gaultier  et  al,^°  published  a report 
of  23  cases  of  acute  colchicine  intoxication  which 
concluded  that  acute  ingestions  of  less  than  0.5 
mg/kghad  favorable  outcomes,  while  ingestions 
of  greater  than  0.8  mg/kg  were  uniformly  fatal 
within  72  hours.  In  1977,  the  same  group  con- 
firmed its  earlier  data  in  a prospective  series  of 
38  patients.^' 

Our  patient  did  not  take  an  acute  ingestion, 
but  rather  a protracted  oral  ingestion  of  ap- 
proximately 50  mg  over  60  hours.  Anticipated 
symptoms  from  this  ingestion  can  be  predicted 
by  the  drug’s  mechanism  of  action.  Colchicine  is 
a cellular  poison,  binding  to  intracellular  tubulin. 
This  prevents  spindle  formation  and  inhibits  mi- 
tosis.^ By  inhibiting  separation  of  chromosomes 
during  metaphase,  it  produces  abnormal  and 
often  bizarre  nuclear  configurations,  leading  to 
cell  death."  Because  of  this  effect  on  mitosis, 
cells  with  the  highest  turnover  (i.e.,  intestinal 
epithelium  and  bone  marrow)  are  the  most 
rapidly  affected.  Accordingly,  sympto-matology 
is  reflected  in  these  sites  of  toxicity.  Initially 
during  the  first  24  hours,  as  seen  in  our  patient, 
there  is  a predominance  of  gastrointestinal 
symptoms:  nausea,  vomiting,  diarrhea  and  ab- 
dominal pain.  The  vomiting  and  diarrhea  may 
produce  significant  fluid  loss,  volume  deple- 
tion, and  hypovolemic  shock.  Gastrointestinal 
effects  may  occur  in  80  percent  of  those  patients 
being  treated  with  therapeutic  oral  doses^. 
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These  gastrointestinal  symptoms  are  often  used 
as  a means  of  regulating  oral  dosing  regimens. 
However,  gastrointestinal  side  effects  are  less 
frequent  with  intravenous  colchicine,  making 
it  more  difficult  to  monitor  potential  early  tox- 
icity. This  initial  stage  also  includes  abnormali- 
ties on  the  peripheral  blood  smear:  leukocytes 
with  many  immature  myeloid  cells,  Pelger-Huet 
forms,  and  large  intracytoplasmic  inclusions  that 
represent  interruption  of  phagosomal  diges- 
tion.^®'^'* 

During  the  next  five  to  seven  days,  patients 
are  at  risk  for  multisystem  complications;  ARDS, 
mental  status  change,  oliguric  renal  failure, 
thrombocytopenia,  granulocytopenia,  consump- 
tive coagulopathy,  metabolic  acidosis,  shock 
and  death.  The  most  dreaded  complication  dur- 
ing this  period  is  sudden  cardiac  asystole  and 
arrest.  Although  this  is  infrequent  and  the 
mechanism  is  unclear,  it  has  been  reported  to 
occur  36  to  54  hours  post-ingestion  in  patients 
who  have  been  clinically  stable  for  12  or  more 
hours. 

Treatment  for  colchicine  toxicity  remains 
supportive  with  no  available  effective  antidotes. 
Research  efforts  in  immunotherapy,  however, 
are  very  encouraging.  Urtizberea  et  al.®’’  re- 
ported that  colchicine-specific  IgG  (analogous 
to  digoxin-specific  Fab  fragments)  prepared 
from  goat  antisera  was  effective  in  reducing 
lethality  in  mice.  His  work  as  well  as  other 
laboratory  work  show  convincingly  the  effec- 
tiveness of  colchicine-specific  IgG.  Experience 
in  humans,  however,  is  quite  limited  but  very 
encouraging  as  well.  Scherrmann  et  aP  reported 
the  first  and  only  use  in  a human  patient.  In  this 
case  a 25-year-old  female  ingested  60  mg  of  oral 
colchicine  36  hours  prior  to  admission.  She  pre- 
sented in  cardiogenic  shock  refractory  to  pressors. 
After  480  mgs  of  colchicine-specific  Fab  frag- 
ments were  infused,  the  patient  responded  dra- 
matically, with  her  hemodynamic  parameters 
improving,  and  ultimately  she  survived.® 

Our  patient  highlights  several  important 
considerations  of  colchicine  use.  First,  this 
patient’s  overall  dose  of  colchicine  during  the 
60-hour  period  was  well  beyond  a safe  range. 
The  reason  for  her  dosing  mistake  was  either  a 
misunderstanding  of  when  to  use  the  drug  or 
what  the  drug’s  maximum  safe  dose  is.  This 
represents  a breakdown  in  doctor/patient  com- 


munication, written  or  verbal.  To  reiterate  this 
point,  in  reported  cases  of  toxicity  from  colch- 
icine, the  vast  majority  represent  inappropri- 
ate dosing  of  the  drug.’’^'*'^®  To  avoid  this  poten- 
tial problem,  only  a limited  number  of  total 
tablets  should  be  prescribed  at  one  time  (i.e., 
two-  to  three-day  supply).  Furthermore,  in- 
structions to  call  the  physician  if  symptoms 
continue  or  all  the  pills  have  been  ingested 
should  also  be  given. 

Second,  because  of  liver  and  renal  metabo- 
lism, patients  with  renal  dysfunction,  older 
age,  or  hepatic  disease  should  use  reduced 
dosages. Colchicine’s  toxic-therapeutic  in- 
dex is  very  small,  and  much  lower  than  all  other 
treatment  alternatives  for  acute  gouty  epi- 
sodes.^'* In  our  patient  with  chronic  renal  insuf- 
ficiency, this  toxic-therapeutic  index  is  further 
compromised.  Consideration  for  an  alternative 
treatment  for  gouty  attacks  or  very  restrictive 
dosing  in  an  inpatient  setting  should  have  been 
considered. 

Finally,  when  using  outpatient  colchicine, 
patients  must  be  told  of  its  potential  serious 
side  effects  and  the  need  for  close  physician 
supervision.  If  an  acute  gouty  attack  occurs,  it 
is  reasonable  for  a patient  to  administer  initial 
doses  of  colchicine,  but  contact  with  their  pri- 
mary physician  must  occur  within  24  hours  to 
ensure  correct  usage  and  appropriate  clinical 
response. 

Conclusion 

Colchicine  has  a limited  toxic-therapeutic  in- 
dex, especially  when  compared  to  other  drugs 
used  to  treat  acute  gouty  attacks.  If  other  treat- 
ment alternatives  cannot  be  substituted,  colch- 
icine use  must  be  accomplished  under  close 
physician  supervision.  If  used  for  outpatients, 
rigorous  instructions  must  be  given  and  a lim- 
ited number  of  total  pills  prescribed. 
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PRAWkCHOL®  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication. 

Active  li\«r  disease  or  unexplained,  persistent  elevations  in  liver  function  tests  {see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lowering  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia. 
Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development 
(including  synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol 
synthesis  and  possibly  the  synthesis  of  other  bblogically  active  substances  derived  from  cholesterol,  they  may 
cause  fetal  harm  when  administered  to  pregnant  women.  Therefore.  HMG-CoA  reductase  inhibitors  are  contrain- 
dicated during  pregnancy  and  in  nursing  mothers.  Pravastatin  should  be  administered  to  women  of  child- 
bearing age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discon- 
tinued arb  the  patient  apprised  of  the  potential  hazard  to  the  fetus. 

\WRNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  sonne  other  lipid-lowering  therapies,  have  been  assoaated 
with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT,  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been 
reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  US.  over  an  average  period  of  18  months.  These 
abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
those  patients  in  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued 
from  therapy,  the  transaminase  le^ls  usually  fell  slowly  to  pretreatment  levels.  These  bbchemical  findings  are 
usually  asymptomatic  although  worldwide  experience  indicates  that  anorexia,  weakness,  arb/or  abdominal  pain 
may  also  be  present  in  rare  patients. 

As  with  other  lipid-lowering  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin. 
Serum  aminotransferases,  including  ALT  (SGPT).  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  during  the  remainder  of  the  first  year,  and  periodically  thereafter  (e.g., 
at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels.  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  intervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase  elevations  follcrwing  discon- 
tinuation of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  liver  disease  or  unexplained  transaminase  elevatbns  are  contraindications  to  the  use  of  pravastatin  (see 
CONTRAINDICATIONS).  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history 
of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY:  Pharmacokinetics/Metabolism). 
Such  patients  should  be  closety  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunction  with  increases  in  creatine  phosphokhase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness, particularly  if  accompanied  by  malaise  or  fever.  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopadiy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  during  treatment  with  lovastatin  is  increased  if  therapy  with  either  cyclosporine,  gem- 
fibrozil, erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  experience  with  the  use  of  pravastatin 
together  with  cyclosporine.  Myopathy  has  not  been  observed  in  clinical  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  niacin.  One  trial  of  limited  size  involving  combined  therapy  with 
pravastatin  and  gemfibrozil  ^owed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS: 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin;  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  consider^  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin. 

Homozygous  Familial  Hyperchdesterolemia.  Pravastatin  has  not  be^  evaluated  in  patients  with  rare  homo- 
zygous familial  hyperchol^terolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors. 

Renal  Insufficiency.  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying 
degrees  of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatin  or  its  3a-hydroxy  isomeric  metabolite  (SQ  31 .906).  A small  increase  was  seen  in  mean  AUC 
values  and  half-life  (ti/2)  for  the  inactive  enzymatic  ring  hydroxylation  metabolite  (SQ  31 ,945).  Given  this  small 
sample  size,  the  dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who 
are  receiving  pravastatin  should  be  closely  monitored. 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever. 

Drug  Interactions:  Immunosuppressive  Drugs,  Gemfibrozil.  Niach  (Nicotinic  Acid).  Erythromycin:  See  WARN- 
INGS; Skeletal  Muscle. 

Antipyrine:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e.g..  phenytoin.  quinidine)  metabolized  the  cyto- 
chrome P450  system  will  occur. 

Chd^tyramine/Colestipol  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatin.  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in 
bioavailability  or  therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION;  Concomitant  Therapy.) 

V^rfarin.  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarin  concomitantly  for  6 days, 
bioavailabilfty  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered.  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  warfarin.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e..  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapiy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  F^tients  receiving  warfarin-typie  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  vAien  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed. 

Cimetidine:  The  AUCo-ighr  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  gi\^n  ailone.  A significant  difference  was  obsen/ed  between  the  AUC’s  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid. 

Digoxin-  In  a crossover  trial  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for  9 
days,  the  bioavailability  p)arameters  of  digoxin  were  not  affected.  Tbe  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered. 

Gemfibrozil:  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  binding  of  pravastatin.  In 
addition,  there  was  a significant  increase  in  AUC,  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906. 
Combination  therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studies  wrth  aspirin,  antacids  (1  hour  prior  to  PRAVACHOL).  cimetidhe.  nicotmic  acid,  or probucol, 
no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL  (pravastatin  sodium)  was 
administered. 

Other  Drugs:  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers,  or  nitroglycerin. 

Endocrine  Rjnction:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  arculating 
chotesterd  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results 
of  clinical  trials  with  pravastatin  in  males  and  post-menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chorionic  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin.  However,  the  percentage  of  patients  showing  a ^50%  rise  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients.  The  effects,  if  any,  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre-menopausal  females  are  unknown. 
Patients  treated  with  pravastatin  v4io  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropnalely.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g.,  ketoconazole,  spirondactone, 
cimetidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrha^  and  edema  and  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40 
mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 


A chemically  similar  drug  in  this  class  produced  optic  nerve  degeneration  (V\^llerian  degeneration  o1 . 
nogeniculate  fibers)  in  clinically  normal  dogs  in  a dose-dependent  f^ion  starting  at  60  mg/kg/day,  a do«  it 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  hk  i 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced  - 
tibulocochlear  V\^llerian-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  wee  ,t 
180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  c i. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  dos  ‘)f 
10, 30,  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  maleseij 
highest  dose  (p<0.01).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  w i,t 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  4(;3 
pravastatin  as  measured  by  AUC.  j 

The  oral  administration  of  10,  30.  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to  5.0  U31 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increa  iv 
the  incidence  of  malignant  lymplximas  in  treated  females  when  all  treatment  groups  were  pooled  and  comf  j 
to  controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected. 

A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25, 100,  and  400  m g 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3. 15.  and  33  times  higher  than  the  r|H' 
human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose.  Liver  carcinomas  Is 
significantly  increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence  c-D 
percent  in  males.  The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-  9 
females.  Drug  treatment  also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high-dose  n s 
and  females.  Adenomas  of  the  eye  Harderian  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  I - 
dose  mice  than  in  controls. 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the  folic  g, 
studies:  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimurium  or  Escherichia  coli:  a for.ji 
mutation  assay  in  L51 7SY  TK  -1-  / - mouse  lymphoma  cells;  a chromosomal  aberration  test  in  hamster  cells  j 
a gene  conversion  assay  using  Saccharomyces  cer&visiae.  In  addition,  there  was  no  evidence  of  mutagenic  n 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  i-. 
rty  or  general  reproductive  performance.  However,  in  a stucfy  with  another  HMG-CoA  reductase  inhibitor,  e 
was  decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  wa  it: 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entire  cyrirfi 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibit  it 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium)  waSh 
served.  Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  claused  drug-related  testicular  atn  ^,1 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The  cl 
significance  of  these  findings  is  unclear. 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDCATIONS.  , 

Safety  in  pregnant  women  has  not  been  established.  Pravastatin  was  not  teratogenic  in  rats  at  doses  1 p; 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or  240:'ft 
the  human  exposure  based  on  surface  area  (mg/meter2).  However,  in  studies  with  another  HMG-CoA  redix  B 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice,  PRAVACHOL  (pravastatin  scdium)  shou  0 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive  [j 
have  been  infcxmed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL  (|k 
astatin  sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fe! 
Nursing  Motiiers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  pin 
tial  for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  ig 
CONTRAINDICATONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established.  H<  y 
treatment  in  patients  less  than  18  years  old  is  not  rebommended  at  this  time.  (See  also  PRECAUTIONS:  Gen<-J 

ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated;  adverse  reactions  have  usually  been  mild  and  transient.  In  4-month| 
placebo-controlled  trials.  1 .7%  of  pravastatin-treated  patients  and  1 .2%  of  placebo-treated  patients  were  dis  'M 
tinued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy;  this  difference  wal 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptoii 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints.  During  clinical  trials  the  ojl 
incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients.  1 ■ 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  2ijl 
pravastatin-treatecLpatients  in  the  placebo-controlled  tnals  are  identified  in  the  table  betow;  also  shown  ar  e 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the 


All  Events  % 

E\«nts  Attributed  to  Study  Dri 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

Pravastatin 
(N  = 900) 

Placeb 

(N=41 

Cardiovascular 

Cardiac  Chest  F^in 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

1.1 

1.3 

0.9  ’ 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdominal  F^in 

5.4 

6.9 

2.0 

3.9 

Constipatbn 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

2.0 

0,7 

General 

Fatigue 

3.8 

3.4 

1.9 

1,0 

Chest  F^n 

3,7 

1.9 

0.3 

0.2 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  F^in 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizziness 

3.3 

3.2 

1.0 

0.5 

Renal/Genitourinary 

Urinary  Abnormality 

2.4 

2.9 

0.7 

1.2 

Respiratory 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhinitis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

’Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  in  this  class:  ! 

Skeletal:  myopathy,  rhabdomyolysis. 

Neurological:  dys^nction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-cl 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  i|!j 
palsy.  ; 

Hypersensitivity  Reactions:  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  he|rl 
eluded  one  or  mae  of  the  following  features:  anaphylaxis,  angioedema.  lupus  erythematous-like  syndnij 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombo^openia,  leukopenia,  hemolytic  anemia,  positi\e/  ki 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dys|;!is( 
toxic  epidermal  necrolysis,  erythema  multifonme,  including  St^ens-Johnson  syndrome.  i 

Gastrointestinal,  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  chan 
liver,  and,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma;  anorexia,  vomiting. 

Reproductive:  gynecomastia,  loss  of  libido,  erectile  dysfunction.  I 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia.  ! 

Lak^ratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  |i 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eosinophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal  de  1 
continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  re  :| 
tase  inhibitors. 

Concomitant  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  1 ' 
tinic  add,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibre  I 
therapy  with  lovastatin  or  pravastatin  is  not  assodated  with  greater  reduction  in  LDL-cholesterol  than  I 
achiev^  with  lovastatin  or  pravastatin  alone.  No  adverse  reactions  unique  to  the  combination  or  in  additk  l 
those  previously  reported  for  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyolysis  (wi  t 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  in  aH 
nation  with  immunosuppressive  drugs,  gemfibrozil,  erythromyan,  or  lipid-lowering  doses  of  nicotinic  acid. 
comitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended,  fr 
WARNINGS:  Skeletal  Muscle  and  PRECAUTIONS:  Drug  Interactions.)  I ! 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin. 

Should  an  acadental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  require  ^ 
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ELECTRONIC  INSURANCE  CLAIM  SUBMISSION  FOR  PHYSICIANS 


Electronic  insurance  claims  are  prepared  by  FIRST  STATE  MEDICAL  CLAIMS 
PROCESSING  CO.,  a professional  MED-NET  Billing  Center.  The  result  is  99% 
payment  to  the  physician  in  10  to  15  days  for  private  or  commercial  insurance  and 
22  days  for  all  federal  or  state  insurance  claims. 

Please  contact  us  to  see  when  we  can  set  up  your  FREE  15  DAY  TRIAL  PERIOD. 
You  have  nothing  to  lose  and  much  to  gain!  Why  wait?  Call  today! 


FIRST  STATE  MEDICAL  CLAIMS  PROCESSING  CO. 
P.O.  BOX  9230 
WILMINGTON,  DE  19809 
(302)-292-2206 

Vicki  L.  Taub  - President 


Ricky  Bell 

Malcolm  Emmons/ 
NFL  Photos 


Big,  strong,  seemingly  indestructible.  Then 
neuromuscular  disease  sapped  their  strength  and 
stole  their  lives.  Tough  isn't  enough  to  \A/in  this  fight. 

MDA  is  working  to  find  treatments  and  cures  for  the  40 
neuromuscular  diseases  covered  by  its  programs  and 
services.  Be  part  of  our  team. 


Muscular  Dystrophy  Association 
National  Headquarters 
3561  East  Sunrise  Drive 
Tucson,  AZ  8571 8 / (602)  529-2000 
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SPECIAL  REPORT 


Advising  and  Stimulating 
Health  Education  in  Schools,  1965-1993 

Robert  W.Frelick  M.D. 


The  Medical  Society  of  Delaware  has  been  try- 
ing for  at  least  37  years  to  stimulate  better 
teaching  of  healthy  lifestyles  in  the  schools  and 
a better  understanding  of  health  problems  by 
students. 

Through  the  Society’s  School  Health  Com- 
mittee, a State  School  Health  Advisory  Council 
was  established  in  the  midsixties  to  advise  the 
State  Board  of  Health  on  health  concerns  of  the 
schools.  That  Council  had  representatives  from 
school  administrators,  school  nurses,  public 
health  agencies,  each  county  medical  society, 
the  University  of  Delaware,  the  Nemours  Insti- 
tute and  other  interested  groups.  Through  this 
Advisory  Council,  the  Department  of  Public 
Instruction  was  “pressured,”  by  recommending 
that  the  school  nurses  who  were  then  profes- 
sionally under  the  supervision  of  the  State 
Department  of  Health,  recruit  a supervisor  of 
school  nurses  within  the  Department  of  Public 
Instruction.  Mrs.  Edith  Vincent,  who  became 
that  first  supervisor  of  school  nurses,  has  pro- 
vided excellent  leadership  recognized  by  both 
the  schools  and  the  Medical  Society.  The  Advi- 
sory Council,  like  Mrs.  Vincent,  has  had  a 
continuing  impact  on  the  health  of  students  in 
Delaware  through  the  present  time. 

In  November  1965,  the  Society  urged, 
through  resolutions  passed  at  its  annual  meet- 
ing, that  “the  schools  accept  appropriate  re- 
sponsibility for  reinforcing  the  efforts  of  par- 
ents to  transmit  knowledge  about  the  values 
inherent  in  our  family  system,  and  about  the 

Dr.  Frelick  is  a member  of  the  Medical  Society  of  Delaware's 
School  Health  Committee. 


psychic,  moral,  and  physical  consequences  of 
sexual  behavior;”  that  “this  be  done  by  includ- 
ing in  the  general  and  health  education  cur- 
ricula the  physiology  and  biology  of  human 
reproduction  beginning  at  the  elementary  level 
and  continuing  throughout  the  school  years  at 
increasing  levels  of  comprehension,  and  that 
the  study  of  venereal  diseases  continue  to  be 
part  of  communicable  disease  education  during 
early  adolescence;”  and  that  “the  concept  of 
family  as  a unit  of  society  based  on  mature 
responsible  love  be  a continuing  and  pervasive 
educational  goal.” 

After  recognizing  that  educated  teachers 
were  needed  in  addition  to  a curriculum  to 
effectively  orient  students  to  adopt  healthy 
lifestyles,  the  Society  passed  the  following  reso- 
lutions in  1968. 

“That  the  State  Board  of  Education  require 
a course  in  health  education  as  a prerequisite 
for  teacher  certification  and  that  a course  in 
health  education  of  adequate  substance  be  re- 
quired of  those  students  who  are  preparing  for 
the  teaching  profession,  and  be  it  further  re- 
solved that  these  same  institutions  be  urged  to 
institute  graduate  and  extension  courses  so 
that  those  already  graduated  may  obtain  ad- 
equate preparation  to  prepare  them  in  the  area 
of  health  instruction.” 

In  1970,  in  order  to  stimulate  more  activity 
in  health  education  in  Delaware  schools,  an- 
other Medical  Society  resolution  urged  “the 
Delaware  State  Board  of  Education  to  establish 
a position  of  Coordinator  of  Health  Education.” 

This  led  to  Edith  Vincent  being  asked  to 
assume  the  responsibility  for  leadership  in 
health  education  as  well  as  the  supervision  of 
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school  nurses.  Subsequently,  Edith  Vincent 
stimulated  the  development  of  a health  curricu- 
lum, and  a number  of  school  districts  acquired 
health  educators,  chiefly  for  the  upper  grades. 

The  Delaware  State  College  instituted  courses 
in  health  education,  which  were  available  for 
students  trainingto  be  elementary  school  teach- 
ers during  the  late  seventies  and  eighties,  but 
the  University  of  Delaware  has  yet  to  respond 
to  that  challenge.  The  lack  of  qualified  teachers 
may  be  related  to  the  increasing  number  of 
teenage  pregnancies  with  their  increased  rate 
of  infant  mortality.  Therefore,  in  1986,  the 
Society  passed  a resolution  which  strongly  urged 
“the  Delaware  State  Board  of  Education  to 
make  mandatory  at  the  elementary  school  level 
the  Health  Education  Content  Standards  al- 
ready approved  by  that  Board.” 

In  1986,  at  the  urging  of  the  State  Division 
of  Public  Health,  and  with  the  support  of  the 
medical  profession,  the  Middletown  school- 
based  health  clinic  was  instituted.  Now  there 
are  four  throughout  the  state,  with  a fifth 
projected  for  fiscal  1993.  Last  year  the  school- 
based  clinics  served  schools  with  a student 
population  of  4,298  and  had  a total  of  8,204 
visits.  In  1991-92,  the  four  most  frequent  rea- 
sons for  center  visits  were  physical  assessment, 
treatment  of  minor  illnesses,  counseling  for 
personal  problems,  and  immunization  update. 
It  is  reported  in  Delaware  that  28.4  percent  of 
uninsured  Delawareans  are  under  the  age  of 
18.  In  the  teen  population  accessing  the  school- 
based  health  centers,  30  to  52  percent  are 
without  health  insurance.  This  is  well  above 
the  national  average  of  17.1  percent.  Of  all  the 
3,354  students  enrolled  in  the  health  centers, 
between  20  to  30  percent  report  no  other  regu- 
lar source  of  care. 

In  1987,  the  Society  again  pointed  out  the 
need  for  preparation  of  teachers  to  teach  health 
promotion  with  another  resolution  urging  “Dr. 
Russel  Jones,  Dr.  William  Delauder,  and  Dr. 
Reed  Stewart  and  their  boards  of  trustees  to 
stress  health  education  as  an  integral  part  of 
the  preparation  of  our  elementary  and  early 
childhood  teachers  and  that  the  State  Board  of 
Education  initiate  proceedings  to  make  health 
education  courses  a requirement  for  certifica- 
tion of  early  childhood  and  elementary  school 
teachers.” 


In  1989,  in  view  of  the  publicity  surround- 
ing Delaware’s  poor  health  record,  the  Society 
went  on  record  recommending  that  “all  Dela- 
wareans support  improved  school  health  edu- 
cation through  a broadly  based  educational 
program  with  academically  trained  health  edu- 
cators to  teach  and/or  supervise  the  teaching  of 
positive  health  behavior,  including  efforts  to 
develop/  self  esteem.  It  should  be  associated 
with  totally  smoke-free  schools,  so  that  employ- 
ees as  well  as  students  practice  what  is  taught.” 

About  that  same  time  Dr.  David  Platt,  who 
had  retired  from  active  practice,  offered  to 
speak  to  students  at  both  the  classroom  and 
individual  level  about  health  problems.  With 
the  support  of  the  Division  of  Public  Health  and 
the  Department  of  Public  Instruction,  he  was 
able  personally  to  provide  over  230  talks  to 
schools  in  New  Castle  County  by  the  1990-91 
school  year.  Subsequently,  the  Medical  Society 
took  over  the  administration  of  Dr.  Platt’s  talks 
and  recruited  other  physicians  to  participate. 
In  the  1991-92  school  year,  the  program  under 
new-management  provided  179talkscoveringa 
range  of  23  topics.  This  program  is  still  expand- 
ing and  needs  physician  volunteers  in  South- 
ern Delaware. 

The  Board  of  Education  subsequently  re- 
quired specific  hours  for  health  education  for 
all  grades  in  all  of  the  schools  of  the  state  to 
provide  a framework  for  K-12  comprehensive 
health  education  andfamily  life  education.  Each 
school  district  was  required  to  have  such  a 
program  in  place  by  September  1,  1990.  This 
required  30  hours  for  K-4,  35  hours  for  grades 
5 and  6,  60  hours  for  grades  7 and  8,  and  one- 
half  credit  in  grades  9-12.  It  is  not  clear  to  what 
degree  those  requirements  have  been  carried 
out,  especially  since  having  a health  program 
coordinator  in  each  buildingand  a district  health 
advisory  committee,  nor  whether  the  drug,  al- 
cohol and  sexual  education  programs  have  ef- 
fectively incorporated  the  Health  Educational 
Standards  for  grades  K-12  previously  adopted 
by  the  Board.  Those  standards  included  sex 
education  and  an  HIV  prevention  program  that 
promotes  abstinence. 

About  the  same  time  the  board  ruled  that 
there  would  be  no  student  smoking  in  the 
schools,  but  that  did  not  apply  to  the  school  staff 
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except  for  two  school  districts  which  chose  to 
become  totally  smoke-free, 
ll'  How  long  will  our  students  have  to  wait  for 

all  of  the  above  recommendations,  especially 
for  those  qualified  teachers  for  health  behavior 
li  who  can  effectively  promote  healthy  lifestyles 
through  a well-balanced  curriculum?  The  rec- 
ommendations are  notunreasonable  and  would 
I serve  to  promote  healthy  lives  for  Delaware 
|;  students  which  should  carry  over  into  adult 
life.  Good  health  habits  learned  in  school  have 
great  promise  to  reduce  the  costs  for  medical 
I care.  A student  educated  in  how  to  use  the 
health  care  system  becomes  a knowledgeable 
“consumer”  who  is  more  likely  to  understand 
and  accept  suggestions  for  management  and 
treatments  with  improved  therapeutic  results 
at  less  cost.  The  experience  of  the  school-based 
clinics  has  demonstrated  an  associated  need  for 
I health  services. The  school  nurses  are  concerned 
that  the  school-based  clinics  do  not  reach  the 
lower  grades  as  well  as  more  schools.  None  of 
the  recommendations  for  better  health  services 
and  education/promotion  interfere  with  basic 
educational  goals.  In  fact,  health  behavior  edu- 
cation and  quality  health  services  for  students 
would  supplement  and  make  more  likely  the 
realization  of  optimum  goals  for  quality  basic 
i education.  An  additional  reason  to  promote 
health  behavior  education  that  stimulates  the 
j development  of  healthy  lifestyles  is  that  it  is  the 

I most  cost-effective  way  to  not  only  improve  the 
health  of  Delawareans  but  to  reduce  the  cost  of 
I health  care. 

i Thanks  to  Beverly  Dieffenbach  of  the  Medi- 

I cal  Society,  who  searched  the  files  for  the  ac- 
, tions  ofMSD,  and  to  Edith  Vincent,  R.N.,  M.S. 

I and  Dr.  David  Platt,  who  reviewed  the  manu- 
script. 


C O N F E R E N C K FACILITIES 


The  Educated  Choice 
In  Coneerence  Centers 

'i'oi  ■ CAN  Cl  lOOSH  AM'  CONFERI-INCE  CENTER.  Or  'i'OI  ' 
CAN  CHOO.SE  THE  CONFERENCE  CENTERS  THAT  .ARE  THE 
STANDARD  IH'  WHICH  Ol  llERS  ARE  jl  DGED,  ‘W  Ol  'R 
CENTERS  I LAVE  Tf  IE  ENAlRONMENnN  IlLAT  ONI.'i' AN’  AEEILl 
.ATION  W ITH  A .\UJOR  I 'NINTRSHT  CAN  FROX'IDE,  UnIQI  'E, 
TOc:i,  ARE  OCR  FACIUTIES,  AMENITIES,  SrPPORT  .STAFF 
AjND  CENTER  SITE.S:  NX'e  OFFER  THREE  DIATRSE  CENTERS 
W HICH  CAN  MEET  THE  NEEDS  OF  X'lRIT'A.l.A'  AT  ITTES 
AND  SIZES  OF  CONFERENCES,  .MEETINGS,  PROFE.SSIONAl, 
DE\'EI,(3PMENT  PROGRyVMS,  BANQl'ETS  AND  SPECIAL 

E\TNTs  W Oi  R Newark  Center  ffathres  Ciaaton 
Ha.L,  F1  IE  MO.ST  TECHNOLOG1CA.LA'  ADVANCED  CONFER 
ENCE  FACliriY  IN  THE  .STATE,  WITH  ON  CAMPI  'S  I lOl'SING 
AVAIIATE  Jl'NE  THROL’GH  Al'Gl'.ST  ThE  FACILITIES  AT 

OCR  Wilmington  Center  are  more  intimate, 

RANGING  from  THE  .STATELY  GocTD.STAV  MANSION  TO 
THE  NEWLY  OPENED  ArsI  TT  I IaI  1.  ThE  ATMOSPHERE  AT 
OCR  ViRDEN  Center  in  Lewes  is  retreat  like;  the 

SFASIDE  SI  RROl 'NTINGS  ARE  BEAL  '•TIFl  I,  ANI ) I 'NSPOIITI ). 

W Call  for  .more  infor.aation.  Now  .\akjng  an 

EDI 'GATED  CHOICE  IN  CONFERENCES  IS  ACADEMIC,  W 


N E \n  A R K Wilmington  L e \h  e s 
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The  Philadelphia 
Board  Review  Course  in  \ 

i 

Cardiovascular  Diseases 


Presented  by 

PHILADELPHIA  HEART  INSTITUTE 

Presbyterian  Medical  Center 
and 

THE  GRADUATE  HOSPITAL 

Co-sponsored  by  the  Council 
on  Clinical  Cardiology  of  the 

V American  Heart  Association 

September  27  - October  1,  1993 

Wyndham  Franklin  Plaza  Hotel 
Philadelphia,  Pennsylvania 


Program  Committee 

Bruce  C.  Berger,  M.D.,  Michael  S.  Feldman,  M.D.,  Ronald  S.  Gottlieb,  M.D., 
Ami  S.  Iskandrian,  M.D.,  Thomas  H.  Kreulen,  M.D.,  Francis  E.  Marchlinski,  M.D., 
Joel  Morganroth,  M.D.,  Bernard  L.  Segal,  M.D.,  William  ].  Untereker,  M.D. 

This  program  is  designed  to  provide  the  physician  with  an  intensive  survey  of 
of  our  current  understanding  of  the  clinical  manilestations,  pathophysiology  and 
treatment  of  cardiovasculat  disease.  The  course  will  also  prepare  the  physician 
for  the  Board  Examination  in  Cardiovascular  Disease. 

For  registration  information  contact: 

Ms.  Raced  Payton 

Philadelphia  ITeart  Institute 

Presbyterian  Medical  Center 

39th  & Market  Streets,  Philadelphia,  PA  19104 

■(215)  662-5341 


Presbyterian  Medical  Center  designates  this  Continuing  Medical  Education  activity  for  .39  credit  hours  in 
Category  1 of  the  Physicians’  Recognition  Award  of  the  American  Medical  Association  and  Phe  Pennsylvania 
Medical  Society  membership  requirement. 


HEALTH  LAW 


Tricky  Business: 

Discharging  a Physician-Employee 


The  decision  by  an  employer  to  discharge  an 
employee  is  often  complex  and  traumatic,  per- 
haps outweighed  only  by  the  emotion  experi- 
enced by  the  discharged  employee.  When  the 
employer  is  a small  medical  group  and  the 
employee  is  a physician-member  of  the  group, 
the  difficulties  and  emotions  increase  exponen- 
tially, either  because  of  the  reluctance  to  termi- 
nate a peer  or  the  tension  and  acrimony  that 
have  precipitated  the  decision  to  terminate.  In 
order  to  minimize  the  disruption  and  negative 
feelings  caused  by  the  discharge  of  a physician- 
employee,  medical  groups  are  well-advised  to 
adhere  to  a fundamental  prescription  of  pre- 
vention, objectivity,  and  compromise. 

The  adage  “an  ounce  of  prevention  is  worth 
a pound  of  cure”  appropriately  governs  em- 
ployee relations,  as  it  does  doctor/patient  rela- 
tions. In  this  context,  prevention  begins  with  a 
well-drafted  employment  agreement  of  reason- 
able duration  (usually  no  more  than  two  to 
three  years)  which  specifically  provides  for  pe- 
riodic performance  evaluation  and  renewal. 
For  example,  physicians’  employment  agree- 
ments may  extend  for  periods  of  one  year,  with 
termination  allowable  by  either  party,  with 
appropriate  notice,  at  the  end  of  the  one-year 
period.  Before  the  date  for  giving  notice  at  the 
end  of  each  contract  period,  both  the  employer 

Mr.  Bender  heads  the  Employment  Group  of  Saul,  Ewing, 
Remick  & Saul,  a law  firm  with  offices  in  Delaware,  Penn- 
sylvania, New  Jersey  and  Washington. 

Ms.  Derewicz  is  a member  of  the  Employment  Group. 

Both  attorneys  work  extensively  with  Saul,  Ewing’s  Health 
Law  Department. 


Thomas  J.  Bender,  Jr.,  Esq. 

Kristine  Grady  Derewicz,  Esq. 

medical  group  and  the  employee-physician 
should  evaluate  their  satisfaction  with  the 
employment  arrangement.  If  either  party  is 
unhappy,  this  “window  of  notice”  provides  the 
best  opportunity  to  terminate  the  relationship. 
No  breach  of  the  agreement  will  occur;  rather, 
the  unhappy  party  will  simply  terminate  the 
agreement  in  accordance  with  the  contract 
terms. 

The  medical  group  should  take  full  advan- 
tage of  this  window  of  notice  opportunity.  All 
too  often,  medical  groups  allow  the  notice  pe- 
riod to  pass,  leaving  them  with  the  rather 
difficult  choice  of  living  with  a sub-par  or  dis- 
gruntled physician  for  another  year  (or  more) 
or  attempting  to  argue  that  “cause”  for  termina- 
tion of  the  agreement  exists. 

Thoughtful  evaluation  of  the  employee- 
physician’s  skills,  performance,  business  acu- 
men, personality  and  other  relevant  factors 
should  take  place  well  in  advance  of  the  termi- 
nation date.  Required  annual  written  evalua- 
tions often  ensure  that  the  medical  group  will 
take  advantage  of  the  opportunity  presented  by 
the  contract’s  renewal  provision,  as  well  as 
encourage  thoughtful,  critical  analysis  of  the 
employee’s  performance  and  future  with  the 
group.  An  objective  analysis  of  any  employee’s 
performance  is  often  difficult  for  a supervisor. 
That  difficulty  is  compounded  when  the  em- 
ployee is  a fellow  physician. 

If  the  evaluation  process  leads  to  the  deci- 
sion to  terminate  the  employee-physician,  the 


This  article  first  appeared  in  Physician’s  News  Digest, 
December  1992,  and  is  reprinted  with  permission. 
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medical  group  should  be  certain  to  follow  the 
termination  procedures  set  forth  in  the  employ- 
ment agreement.  Timely,  written  notice  should 
be  given.  Further,  steps  regarding  informing 
patients  of  the  termination  of  the  doctor’s  affili- 
ation with  the  medical  group  and  turning  over 
patients’  files  - which  steps  should  always  be 
explicitly  and  specifically  delineated  in  the 
agreement  — must  be  followed  to  the  letter. 
Finally,  the  terminated  physician’s  severance 
package  should  be  fulfilled  as  spelled  out  in  the 
employment  agreement. 

Often,  medical  practice  groups  must  termi- 
nate physician  employees  for  performance  rea- 
sons outside  the  contract  renewal  period.  All 
employment  agreements  with  physicians  should 
allow  for  termination  of  the  agreement  for 
“cause,”  i.e.,  when  the  physician’s  skills,  perfor- 
mance, or  behavior  requires  discharge.  Obvi- 
ous examples  of  discharge  for  “cause”  include 
deficient  professional  licensure,  conviction  of  a 
felony,  or  negligent  medical  performance.  Other, 
less  obvious  examples  include  insubordination, 
failure  to  follow  specific  work  rules,  or  inappro- 
priate treatment  of  office  staff.  It  is  best  to 
follow  some  form  of  progressive  discipline  prior 
to  termination  for  cause.  Professional  exigen- 
cies or  offensive  conduct,  however,  often  man- 
date immediate  dismissal. 

Although  decisions  to  terminate  for  cause 
should  be  made  only  after  objective  review  of 
the  facts  of  the  case,  employer  medical  groups 
should  not  hesitate  to  fire  a physician  when 
necessary.  Often,  the  interests  of  patients  or 
office  staff  will  be  best  protected  by  the  dis- 
charge of  a physician-employee.  Although  these 
decisions  are  difficult,  they  are  often  crucial  to 
the  well-being  of  the  practice. 

When  termination  for  “cause”  is  necessary, 
appropriate  documentation  of  the  supporting 
facts  is  important.  The  discharged  physician 
should  not  be  given  the  opportunity  to  take 
patient  files,  or  any  other  property  of  the  prac- 
tice with  him  or  her.  Patient  files  should  be  sent 
to  the  departing  physician  only  upon  the  re- 
quest of  the  patient,  and  the  practice  should 
keep  a copy  of  all  patient  files.  The  physician 
should  be  denied  access  to  any  computerized 
files  so  as  to  minimize  the  potential  for  tamper- 
ing or  disruption  of  the  files.  All  contract  terms 


governing  a “cause”  termination  should  be  re- 
viewed prior  to  the  discharge  so  that  they  may 
be  strictly  followed.  Finally,  no  statement  which 
would  defame  the  discharged  physician  should 
be  made  to  anyone.  Along  these  lines,  physi- 
cians in  the  practice  group  and  office  employees 
who  are  privy  to  the  facts  or  events  leading  up 
to  the  discharge  should  be  cautioned  not  to 
discuss  ^ose  facts  or  events  with  other  staff, 
patients  or  referring  physicians  without  prior 
approval. 

When  an  employee  is  terminated,  employ- 
ers are  always  concerned  about  the  possibility 
of  a lawsuit.  If,  as  an  employer,  you  have 
complied  with  the  termination  procedures  of 
the  employment  contract  and  in  all  other  re- 
spects, breach  of  contract  allegations  should 
not  lie  against  you.  (Be  aware  that  if  you  do 
breach  the  terms  of  the  agreement,  you  will  not 
be  protected  by  its  terms.)  In  addition  to  breach 
of  contract,  a discharged  employee  may  argue 
that  his  or  her  former  employer  defamed  him  or 
her;  interfered  with  prospective  business  rela- 
tions with,  perhaps,  other  medical  groups;  or 
interfered  with  relationships  with  patients. 
Each  of  these  allegations  can  be  avoided,  first, 
by  meticulously  complying  with  the  terms  of 
the  employment  agreement  and,  second,  by 
refusing  to  engage  in  activity  intended  to  harm 
the  terminated  physician’s  livelihood  and/or 
reputation.  Obviously,  your  attorney  will  coun- 
sel you  to  avoid  all  liability  arising  out  of  the 
termination  of  an  employee-physician,  but  you 
should  be  aware  of  the  potential  problems  to 
avoid  inadvertently  negative  actions. 

If  the  termination  of  an  employee-physi- 
cian does  give  rise  to  a dispute,  there  are  a 
number  of  paths  to  take.  First,  early  settlement 
accompanied  by  a mutual  release  of  all  claims 
provides  the  most  efficient  and  least  disruptive 
solution.  Litigation  can  be  entirely  avoided, 
expenses  will  be  low  and  the  spirit  of  compro- 
mise underlying  the  settlement  will  bode  well 
for  future  professional  dealings  between  the 
parties.  Unfortunately,  however,  the  acrimony 
and  negativity  often  present  in  cases  of  dis- 
charge may  preclude  a mutually  acceptable 
settlement. 

A second  alternative  is  arbitration  of  the 
dispute.  In  fact,  it  is  often  advisable  to  include 
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in  the  employment  agreement  a provision  re- 
quiring that  any  dispute  regarding  the  terms  of 
the  agreement  be  presented  to  an  arbitrator,  or 
a panel  of  three  arbitrators,  rather  than  to  a 
court.  Arbitration  has  many  attractive  quali- 
ties: the  dispute  remains  private  and  resolution 
may  be  quicker  and  less  expensive  than  litiga- 
tion. Arbitration  is  also  more  likely  to  keep 
emotions  and  contention  in  check,  thereby  en- 
suring a more  amicable  resolution  of  the  dis- 
pute. 

The  third  alternative  is  litigation  - a final 
resort  in  the  eyes  of  many.  Litigation  is  very 
expensive  and  inevitably  very  disruptive,  both 
professionally  and  personally.  Once  a lawsuit  is 
filed,  the  dispute  becomes  public  and  the  poten- 
tial for  lasting  damage  to  the  reputations  of 
both  the  medical  group  and  the  discharged 
physician  increases  drastically.  There  are  some 
disputes  which  cannot  be  resolved  short  of 
litigation,  but  this  method  of  dispute  resolution 
is  usually  not  well-suited  for  an  essentially 
private  dispute  between  professionals. 

The  foregoing  discussion  presupposes  a 
written  employment  agreement  between  the 
medical  group  and  the  physician.  Terms  re- 
garding discharge  of  an  employee-physician 
which  should  be  included  in  every  employment 
agreement  include: 

• Periodic,  e.g.,  annual,  option  to  renew 
the  agreement. 

• “For  cause”  termination  of  the  agree- 
ment. 


• Specific  procedures  to  inform  patients 
of  a doctor’s  termination  of  affiliation 
with  the  medical  group,  including,  e.g., 
a mailing  to  patients  of  the  physician, 
defining  “patient”  and  allocating  the 
cost;  a script  to  be  used  in  responding  to 
patient  inquiries  regarding  the  termi- 
nated physician;  and  an  allocation  of 
cost  and  a timetable  for  advertising  the 
transformed  medical  group. 

• Specific  procedure  for  the  transfer  of 
patientfiles  to  the  physician’s  new  prac- 
tice. 

• Specific  procedure  for  the  payment  of 
severance  and  the  transfer  of  shares,  if 
any. 

• Procedures  to  be  followed  in  the  case  of 
the  entire  practice’s  dissolution,  as  op- 
posed to  the  discharge  of  a single  physi- 
cian. 

Objective,  reasonable  treatment  of  discharged 
physicians,  along  with  careful  compliance  with 
the  terms  of  the  employment  agreement,  should 
obviate  the  possibility  of  a protracted  dispute. 
When  the  parties  are  able  to  negotiate  in  a spirit 
of  compromise  and  professionalism,  the  profes- 
sional reputations  and  relationships  of  the  par- 
ties are  most  protected. 

Health  Law  is  a feature  of  the  Delaware  Medi- 
cal Journal  which  presents  practical  informa- 
tion for  the  practicing  physicians  about  current 
trends  in  health  law. 


r 


Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  FT 


PHYSICAL  THERAPY 


I at  Hockessin 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  ten  convenient  locations  with  a complete  range  of 
diagnostic  imaging,  including: 


High-field  MRI 

MR  Angiography  (Superior  1 .5  Tesla  image  quality) 
Nuclear  diagnostic  studies  and  SPECT  imaging 
CT  Scan 

Low-dose  mammography 
OB  and  general  ultrasound 
Fluoroscopy 
General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  ten  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are  sched- 
uled promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 


Diagnostic  Imaging  Associates 

Omega  imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 

Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 

Lindell  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 

Lindell  CT  Imaging  Suite  13  - 1601  Milltown  Road  • Wilmington  • 995-2037 

Brandywine  Imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 

Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


EDITORIAL 


Screening  for  Lung  Cancer: 
It’s  Stm  Not  Worthwhile 


In  the  United  States,  smoking  is  the  leading 
preventable  cause  of  death.  Smoking-related 
diseases  kill  430,000  Americans  annually;  of 
these,  136,000  are  attributable  to  lung  carci- 
noma. At  a staggering  yearly  cost  of  $52  billion, 
its  effects  have  a major  impact  on  the  economy 
of  a health  care  system  that  is  presently  under 
siege  and  poised  to  undergo  major  reform. 

Given  the  pessimistic  survival  rates  for 
bronchogenic  carcinoma,  it  would  seem  reason- 
able to  implement  a screening  protocol  for  the 
early  detection  of  lung  tumors.  In  contrast  to 
breast  carcinoma,  where  many  of  the  patients 
at  high  risk  are  not  known,  the  population  at 
risk  for  lung  carcinoma  is  well  defined  and  well 
known.  There  is  still  considerable  controversy, 
though,  as  to  the  value  of  screening  for  lung 
carcinoma. 

Many  of  the  major  health  care  organiza- 
tions of  North  America  — The  American  Cancer 
Society,  the  American  College  of  Radiology,  the 
National  Cancer  Institute,  the  U.S.  Preventive 
Services  Task  Force  and  the  Canadian  Task 
Force  on  Health  Examination  — do  not  recom- 
mend periodic  screening  for  lung  cancer.  In 
recent  years,  these  organizations  have  not 
backed  away  from  that  position.  Since  the  natu- 
ral sentiment  is  to  do  something,  anything,  to 
improve  the  survival  statistics  in  lung  carci- 
noma, let’s  review  why  there  has  not  been  a 
renewed  call  for  further  screening  studies  from 
the  major  cancer  organizations. 

In  a pioneering  screening  study,  the  Phila- 
delphia Pulmonary  Neoplasm  Research  Project, 
Boucot  and  colleagues  evaluated  6,136  men 
with  chest  radiographs  every  six  months  from 
1951  to  1955.  Those  enrolled  in  the  study  were 
followed  for  10  years.  Two  percent  of  those  in 


James  Lally,  M.D. 

the  study  developed  bronchogenic  carcinoma. 
The  five-year  cure  rate  was  a dismal  8 percent. 
Some  noteworthy  data  emerged  from  this  land- 
mark study.  The  project  showed  a high  correla- 
tion between  bronchogenic  carcinoma  and  the 
number  of  cigarettes  smoked  per  day  times  the 
number  of  years  (pack/years).  Also,  of  the  830 
nonsmokers  in  the  study,  none  developed  lung 
cancer.  The  research  also  showed  that  many 
cancers  under  2 cm.  in  diameter  were  missed  on 
the  initial  chest  radiograph  and  seen  only  in 
retrospect.  Boucot  believed  that  two  important 
parameters  define  the  biologic  nature  of 
bronchogenic  carcinoma:  growth  rate  and  the 
potential  for  metastatic  spread.  Since  these 
characteristics  may  not  be  known  in  the  indi- 
vidual case,  the  value  of  screening  must  be 
questioned. 

An  ambitious  lung  cancer  screening  project 
was  initiated  by  the  United  States  National 
Cancer  Institute  in  1971.  The  cooperative  en- 
deavor involved  three  institutions:  Johns 
Hopkins  Medical  Center,  Memorial  Sloan- 
Kettering  Medical  Center  and  the  Mayo  Clinic. 
In  these  randomized  controlled  trials,  enroll- 
ment was  limited  to  men  over  45  years  of  age 
who  smoked  at  least  one  pack  of  cigarettes  per 
day.  Approximately  10,000  men  were  part  of 
each  study.  The  data  was  analyzed  initially  and 
after  five  years.  The  objective  of  the  trials  was 
to  determine  whether  the  addition  of  a sputum 
cytology  examination  to  periodic  chest  radiog- 
raphy could  improve  early  detection  and  ulti- 
mately reduce  the  mortality  from  lung  carci- 
noma. 

The  initial  or  prevalence  data  from  the  NCI 
study  was  encouraging  as  there  was  a rela- 
tively high  rate  of  detection  of  lung  cancer  and 
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a high  resectability  rate.  Many  of  these  cancers 
were  detected  cytologically.  Enthusiasm  for 
these  early  results  was  dampened  when  statis- 
ticians and  screening  experts  attributed  most 
of  the  increased  survival  to  lead-time  and  length- 
time bias  sampling  artifacts.  Lead-time  bias 
allows  an  earlier  diagnosis  without  delaying 
the  eventual  time  of  death.  Length  bias  sam- 
pling artifact  detects  a larger  fraction  of  less 
aggressive,  slow-growing  tumors. 

It  was  the  larger  pool  of  carcinomas  de- 
tected between  screening  (incidence  cases)  that 
diluted  the  initial  favorable  data.  The  incidence 
cases  were  the  biologically  less  favorable  tu- 
mors that  were  not  often  resectable  and  were 
frequently  seen  in  symptomatic  patients.  The 
resectability  rate  was  only  11  percent. 

Screening  for  any  disease  is  a risk-benefit 
situation.  In  the  Sloan-Kettering  part  of  the 
NCI  study,  approximately  10  percent  of  those 
who  were  enrolled  had  an  abnormal  chest  ra- 
diograph. Half  of  these  patients  had  later 
invasive  studies  to  establish  a diagnosis,  in- 
cluding bronchoscopy,  percutaneous  biopsy,  or 
thoracotomy.  For  every  cancer  that  eventually 
was  found,  100  patients  were  evaluated.  The 
NCI  study,  as  is  true  of  many  screening  studies, 
was  not  innocuous.  There  were  eight  post-op- 
erative deaths,  two  without  cancer  and  six  with 
the  diagnosis  of  cancer. 

To  the  chagrin  of  many  radiologists,  ap- 
proximately 30  percent  of  tumors  were  missed 
on  the  initial  chest  radiograph  reading.  This 
highlights  the  subtle  nature  of  early  lung  can- 
cer and  the  vigilance  needed  to  detect  these 
small,  low-contrast  lesions. 

The  NCI  screening  trial  concluded  that 
there  was  no  difference  between  the  mortality 
of  the  screened  and  control  patients.  With  the 
data  from  the  NCI  study  to  support  their  posi- 
tion, virtually  all  of  the  major  organizations 
that  deal  with  health  care  issues  do  not  recom- 
mend screening  for  lung  carcinoma. 

The  epidemic  of  lung  cancer  continues 
unabated  as  we  near  the  end  of  what  has  been 
called  the  “century  of  the  cigarette.”  Despite 
being  in  the  midst  of  the  full  fury  of  that 
epidemic,  the  data  do  not  support  renewed  calls 
for  national  or  local  screening  programs;  nor 


should  the  individual  physician  think  that  pe- 
riodic chest  radiography  in  high-risk  patients  is 
of  value. 

Although  a significant  portion  of  the  health 
care  dollar  is  absorbed  in  treating  patients  with 
tobacco-related  diseases,  we  should  not  be  forced 
into  aposition  of  further  squanderingour  shrink- 
ing resources  on  fruitless  pursuits.  Boucot  and 
colleagq,es  believe  that  we  are  ‘left  with  the 
only  current  method  for  fighting  the  epidemic 
of  bronchogenic  carcinoma:  prevention.” 
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LETTER  TO  THE  EDITOR 


A Physical  Therapist  Responds 


This  letter  is  in  reference  to  the  “Letter  To  The 
Editor”  which  appeared  in  the  Delaware  Medi- 
cal Journal  November  1992,  Vol.  64,  No.  11,  p. 
713-714. 

I am  surprised  that  a professional  journal 
such  as  yours  would  choose  to  publish  an  article 
without  the  name  of  the  writer  instead  of  sign- 
ing it  “name  withheld  by  request.”  I read  many 
professional  journals  each  month  and  know 
that  the  policy  for  such  letters  is  to  disclose  the 
identity  of  the  writer.  I am  also  surprised  you 
would  publish  a letter  which  lacks  research  and 
true  facts  regarding  the  profession  of  physical 
therapy. 

The  writer  states  that  “Physical  Therapy 
has  always  been  a generic  term  used  by  health 
care  practitioners  for  the  treatment  of  pain, 
disease  or  injury  by  physical  means.”  It  is  this 
kind  of  statement  which  clearly  points  out  the 
lack  of  current  knowledge  regarding  the  physi- 
cal therapy  curriculum  and  the  role  of  the 
physical  therapist  in  the  health  care  family.  In 
part,  the  lack  of  knowledge  re:  physical  therapy 
can  be  understood  since  there  is  no  indication  of 
any  medical  school  curriculum  of  courses  for- 
mally addressingphysical  therapy.  Most  physi- 
cians admit  to  not  having  a clue  as  to  what 
physical  therapy  is  beyond  modalities.  Hence, 
the  majority  of  prescriptions  written  by  physi- 
cians for  physical  therapy  designate  the  old 
standby  “hot  packs  and  ultrasound,”  when  in 
fact  modalities  play  a smaller  role  in  the  reha- 
bilitation of  patients  than  the  individualized 
activity  programs,  etc.  The  writer’s  belief  that 
modalities  represent  physical  therapy  only 
strengthens  the  fact  that  some  physicians  lack 
the  knowledge  of  the  scope  of  the  physical 
therapy  profession. 


The  comment  concerning  the  increased  li- 
ability issue  if  consumers  were  given  direct 
access  to  physical  therapy  is  unfounded.  Our 
neighboring  state  of  Maryland  has  had  direct 
access  for  14  years,  and  there  is  a total  of  28 
states  with  direct  access.  The  primary  national 
insurance  underwriters  issuing  professional 
liability  insurance  for  physical  therapists  is- 
sued data  stating  that  there  has  been  no  ad- 
verse impact  on  professional  liability  for  physi- 
cal therapists  in  the  states  which  have  optional 
referral  laws  because  there  has  been  no  in- 
creased occurrence  of  malpractice  claims  due  to 
these  laws.  Direct  access  gives  patients  a choice 
of  where  they  may  enter  into  the  health  care 
family  and  would  not  mandate  all  therapists  to 
practice  in  this  manner.  Direct  access  does  not 
change  the  physical  therapists’  scope  of  prac- 
tice and  does  not  give  them  the  authority  to 
make  a medical  diagnosis  as  the  writer  indi- 
cates. However,  insurance  companies  and  HCFA 
do  require  a physical  therapist  to  make  a physi- 
cal therapy  diagnosis  after  evaluating  the  pa- 
tient appropriately.  For  example,  a physician 
may  send  a patient  to  a physical  therapist  with 
a medical  diagnosis  of  arthritis;  however,  the 
therapist  will  not  treat  the  patient  medically, 
but  will  evaluate  the  patient  for  joint  range  of 
motion,  gait,  edema,  pain  location,  function, 
ADL,  strength,  endurance,  positions  in  ADL 
and  list  the  deficits  as  the  physical  therapist 
diagnosis;  i.e.,  limited  hip  range  of  motion, 
painful  shoulder,  weakness  of  hip  extensors, 
etc. 

Lastly,  the  writer  erroneously  stated  that 
“several  years  ago  the  physical  therapists  had  a 
law  passed  that  a physician  could  not  hire  a 
physical  therapist.”  The  physical  therapist  law 
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disallows  a physical  therapist  to  work  for  a 
physician.  The  issue  underlying  this  law  is  not 
restricted  to  Delaware,  but  is  a national  health 
care  problem  which  has  been  addressed  by  the 
AMA,  APT  A,  AARP  and  our  national  congres- 
sional body.  This  issue  is  the  so-called  “physi- 
cian self-referral.”  The  AMA  looks  upon  “physi- 
cian self-referral”  as  unethical.  The  prestigious 
New  England  Journal  of  Medicine  has  ad- 
dressed this  issue  as  unethical  in  many  articles 
over  the  past  11  years.  A recent  intensive  study 
by  the  Florida  Health  Care  Cost  Containment 
Board  indicated  that  joint  venture  facilities 
with  self-referral  had  “higher  utilization  rates, 
used  fewer  skilled  workers  and  had  limited 
access  to  the  poor  and  uninsured.”  As  a result, 
Florida,  as  well  as  three  other  states,  passed 
laws  affecting  self  referrals  in  1992. 

It  is  time  for  physicians  and  physical  thera- 
pists to  take  a hard  look  at  the  issues  realisti- 
cally and  utilize  the  knowledge  gained  from 
other  states  which  have  successfully  met  at  the 
conference  table  and  arrived  at  a common 
ground.  We  cannot  forget  that  the  most  important 
people  in  these  issues  are  the  consumers  - the 
patients.  They  need  us  to  work  together,  to  serve 
them  to  the  best  of  one’s  ability,  within  the 
scope  of  our  practice. 

I have  had  the  pleasure  of  working  with 
physicians  in  Delaware  for  30  years  and  have 
treated  thousands  of  patients  of  all  ages  and 
disabilities.  Those  physicians  who  have  referred 
patients  to  me  have  displayed  their  confidence 
in  my  ability  to  evaluate  and  treat  the  patient 
appropriately.  I,  in  turn,  have  the  utmost  con- 
fidence in  the  physicians’  ability  to  diagnose 
and  treat  that  same  patient  medically  and  sur- 
gically. That  mutual  respect  and  alliance  can 
only  add  a positive  aspect  to  the  patients’  recov- 
ery. Much  of  the  success  of  my  patients  in 
rehabilitation  has  come  from  the  teamwork 
which  I have  enjoyed  between  the  physician/ 
patient/physical  therapist. 

It  is  my  hope  and  challenge  for  1993  for  a 
mutual  understanding  and  solution  of  existing 
issues  between  physicians  and  physical  thera- 
pists. 

Helen  M.  Abrams,  P.T.,  M.Ed. 

Past  President 
Delaware  Physical  Therapy  Association 
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Excellent  Position 

Available  for  a BC/BE  family 
practice  physician  in  a new 
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Sioux  City,  Iowa. 

The  Center  offers: 
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O benefit  package 
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Sioux  City  is  a great  place  to  raise  a family 
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leges, graduate  center,  two  medical  cen- 
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OBITUARY 


William  Robinson  Hazzard,  Jr.,  M.D. 


William  R.  Hazzard,  Jr.,  M.D.,  Bob  to  his  friends 
and  colleagues,  was  born  in  Wilmington  on 
April  14,  1910,  and  died  January  17,  1993,  at 
his  home  in  Unionville,  Pa.  After  graduation 
from  Wilmington  High  School,  he  attended  La 
Salle  College  before  enteringHahnemann  Medi- 
cal College,  from  which  he  graduated  in  1936. 
Following  an  internship  at  the  Homeopathic 
Hospital  of  Wilmington,  Bob  entered  the  Gradu- 
ate School  of  Medicine  of  the  University  of 
Pennsylvania  for  one  year’s  training  in 
otolaryngology.  Following  this,  he  returned  to 
Wilmington  and  entered  practice  in  association 
with  Dr.  W.  Morris  Pierson,  one  of  the  last  eye, 
ear,  nose  and  throat  physicians.  While  in  prac- 
tice, Bob  received  training  in  ophthalmology, 
mainly  in  Philadelphia,  Baltimore  and  Wash- 
ington. 

Shortly  thereafter,  with  the  onset  of  World 
War  II,  he  entered  the  army.  After  a tour  of  duty 
at  the  Station  Hospital,  Camp  Meade,  Md.,  he 
was  assigned  to  the  Valley  Forge  General  Hos- 
pital where  his  special  training  led  him  into 
some  aspects  of  plastic  surgery.  It  was  his  hope 
to  go  overseas  to  be  nearer  the  casualties  as 
they  occurred,  but  he  served  the  remainder  of 
the  war  at  Valley  Forge  with  the  rank  of  Major. 

Upon  discharge  from  military  service,  he 
returned  to  Wilmington  and  his  practice,  where 
he  was  particularly  active  on  the  staff  of  the 
Memorial  Hospital  while  on  the  courtesy  staffs 
of  the  other  three  hospitals. 


He  is  survived  by  a son,  a daughter,  two 
grandchildren  and  a brother. 

Bob’s  life  was  one  of  devotion;  he  was  de- 
voted to  his  God,  his  family  and  his  patients. 
There  wasn’t  a lazy  bone  in  his  body.  He  loved 
the  country  and  lived  on  a farm  25  miles  from 
his  practice  in  the  city,  but  this  in  no  way 
affected  the  treatment  of  his  patients.  He  lived 
through  the  day  of  almost  routine  tonsillecto- 
mies, and  tonsil  patients  were  prone  to  bleed. 
Never  did  he  relegate  the  control  of  bleeding  to 
a resident  or  an  intern  — he  personally  was 
there.  With  a busy  practice  this  meant  many 
night-time  round  trips  on  the  nights  following 
surgery.  Never  did  he  complain  and  never  did 
he  neglect  a patient. 

His  manner  may  have  appeared  to  some  as 
being  gruff,  which  belied  his  true  character  — 
he  was  most  gentle  and  considerate  of  all, 
particularly  those  who  appeared  to  be  fearful  of 
the  examination  or  procedure. 

He  loved  animals,  particularly  his  horses 
and  dogs,  and  his  manner  with  them  was  the 
same  as  with  humans. 

He  lost  Jane,  his  beloved  wife  of  50  years,  in 
1987,  and  it  is  obvious  in  retrospect  that  his  life 
ended  at  that  time. 

He  will  long  be  remembered  as  a Christian 
physician  of  “the  old  school,”  one  who  cannot  be 
replaced  --  a remnant  of  a long  gone  generation. 

A.  Henry  Clagett,  Jr.,  M.D. 
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BOOK  REVIEWS 


Living  with  HIV,  Experiment  in  Courage, 

Mary  Elizabeth  O’Brien,  Ph.D.,  R.N.,  F.A.A.N. 
Auburn  House,  New  York,  1992, 222  pp.  $18.95 
($49.95  hardback). 

Dr.  O’Brien  is  a nurse,  a social  worker  and  a 
professor  in  the  School  of  Nursing  of  The  Catho- 
lic University  of  America.  Her  book  summa- 
rizes the  results  of  her  study,  funded  by  the 
National  Institutes  of  Health,  of  138  HIV-posi- 
tive patients,  most  of  whom  were  homosexual 
or  bisexual  males.  This  was  not  a medical  study, 
but  an  attempt  to  understand  the  daily  prob- 
lems and  needs  of  HIV-positive  people  and  their 
coping  behavior.  It  deals  with  rejection  by  church 
and  often  by  families  and  with  stigmatization 
by  society;  it  speaks  of  the  uncertainty  of  prog- 
nosis with  its  fear  of  the  future  and  the  terrible 
experience  of  watching  close  friends  and  lovers 
slowly  die. 

“Throughout  this  book  an  attempt  has  been 
made  to  allow  the  reader  to  walk  in  the  world  of 
HIV  infection  and  to  understand,  in  some  small 
degree,  what  is  meant  by  the  study  participants 
choosing  to  live  with  HIV,  to  indeed  participate 
in  an  experiment  in  courage.”  Throughout  the 
book,  she  attempts  to  let  the  reader  understand 
the  feelings  and  hopes  of  those  living  with  HIV, 
hope  that  they  may  comfort  their  fellows,  and 
that  they  themselves  may  hang  on  until  a cure 
is  found. 

She  does  this  not  by  didactic  lecturing,  but 
by  a compilation  of  recorded  interviews  with 
the  HIV-positive  people  in  which  they  describe 
in  their  own  words,  without  grammatical  cor- 
rection, their  physical  and  psycho-social  prob- 
lems and  how  they  cope  with  them,  from  the 


first  report  of  a positive  blood  test  through  all 
the  horrors  of  gradual  physical  wasting,  accom- 
panied by  societal  and  often  family  rejection, 
through  bereavement  counseling.  This  is  a re- 
markable story  of  how  human  beings  rejected 
by  society  have  circled  the  wagons  to  help  each 
other.  It  is  a profile  of  courage. 

This  book  is  well  worth  reading.  Although 
the  stories  are  sad,  they  make  the  reader  mar- 
vel at  the  inner  strength  of  these  people  who  do 
everythinghumanly  possible  to  help  each  other. 

The  book  can  be  ordered  directly  from  the 
publisher  by  calling  (800)  225-5800. 

David  Platt,  M.D. 


Cellular  and  Molecular  Immunology,  Abul 
K.  Abbas,  Andrew  H.  Lichtman  and  Jordon  S. 
Pober,  editors,  W.B.  Saunders  Company,  Phila- 
delphia, Pa.,  1991 

This  book  is  intended  to  be  a textbook  directed 
at  students  of  medicine  and  related  disciplines. 
As  mentioned  in  the  preface,  it  evolved  from  a 
course  taught  to  first-year  medical  students  at 
Harvard  and  MIT.  The  impetus  for  the  text  is 
the  rapidly  developing  field  of  immunology  and 
the  necessity  that  students  and  clinicians  be 
knowledgeable  about  these  advances  to  under- 
stand the  diagnosis  and  treatment  of  immune- 
mediated  disease.  While  this  is  truly  a textbook 
of  immunology,  it  makes  a significant  effort  to 
link  basic  immunologic  principles  with  human 
disease, especially  those  diseases  that  result 
from  a failure  of  the  immune  system  to  defend 
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against  infection  and  diseases  that  result  due  to 
abnormal  immune  responses. 

The  book  is  divided  into  four  sections.  Sec- 
tion I introduces  the  cells  and  organs  involved 
in  the  immune  system.  Section  II  describes  how 
these  cells  and  tissues  are  activated  in  response 
to  an  antigenic  challenge.  Section  III  describes 
how  the  activated  immune  system  eliminates 
foreign  molecules,  cells  and  organisms.  Section 
rV  deals  with  the  immune  system  and  how  it 
contributes  to  various  clinical  problems. 

The  book  has  many  fine  illustrations,  tables 
and  photographs  to  accompany  the  text. 

This  is  not  primarily  a clinical  textbook. 
However,  for  those  physicians  who  are  inter- 
ested in  the  immune  system  and  health  and 
disease,  it  is  a handsome  paperback  volume 
that  would  provide  useful  recent  reviews  to 
help  with  understanding  this  fascinating  area. 

James  H.  Newman,  M.D. 


PAPASTAVROS' 
ASSOCIATES 
MEDICAL  IMAGING 

announces  the  relocation  of 
their  2002  Foulk  Road  office 
to 

’Health  Care  Center  at 
Brandywine" 

1401  Foulk  Road 
Wilmington,  DE  19803 


Office  Hours  Telephone 

9:00  a.m.  - 5:00  p.m.  (302)479-5443 


BRANDYWINE  IMAGING  CENTER,  L.P.  '' 

A Diagnostic  Imaging 
Center  for  Women  i 

A wtBTien's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 

Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical 
management  patients. 

Lou'-dose  state'Of'the-art  film  screen  Mammograph- 
OB/gyn  Uhrasour-id 
Osteoporosis  screening 

Breast  aspiration  of  solid  and  cystic  masses  under 
ultrasonic  guidance 

Educatiorutl  videotapes  and  models  i 

Instruction  in  breast  self-examination 
Separate  arrd  private  suites  for  testing 

Br;ini.lyu  inc  Imaging  Center  also  provides  General  Radiology 
and  Ultrasound  ser\  ices  in  an  adjacent  suite.  ; 

RADIOLOGY  CONSULTANTS: 

Rita  Gt'ittesman,  M.D.  - -Medical  Director 

Christine  Dietrich,  M.D.  ! 

HOURS: 

Mon.  tti  Thurs.  - Sam  - 6pm 
Friday  - Sam  - 5pm  | 

Saturday  - By  appointment  ; 

70 1 Foulk  Road,  Suite  El  | 
Foulk  Plaza  i 

Wilmington,  DE  19805  i 

(302)  654-5300  j 

.Occ rcJitcJ  hv  rhc  .Aincnc.in  k nllcgc 

of  l^,.iJlolog\  I 


BRANDYWINE 


1 M A G 1 N G 


t.'ENTER,  L.P. 


284 


Del  Med  Jrl,  April  1993,  Vol  65,  No  4 


I 


F^ntmere 

CHRISTIANA 

A Not-for-profit 

MORTGAGE 

Community  Nursing  Care  Center 

Residential  Mortgages 

Love.  Compassion.  Companionship. 

Up  To  One  Million 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 

We  Understand  The 

men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 

Special  Needs  And 

Alzheimer’s  patients. 

Demands  Of  Physicians 

We’re  Medicaid  and  Medicare 

Refinance  Or  Purchase 

approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 

For  Information  Call 

consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

(302)  657-5050 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

Locally  Owned 
Licensed  Mortgage  Banker 

534  Greenhill  Ave.,  Wilmington,  DE  19805 

1900  Lovering  Avenue  Wilmington,  Delaware 

**Ule  nioke  the  difference" 


SnLLVn.  HOOV€R,  R.P.T. 

PHVSICfiL  TH€RflPV  nSSOCIPTCS 


1. 


2. 


SPINE-RELATED  PROBLEMS 

T.M.J.  • HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EOUIP. 


3.  ARTHRITIS  RELATED  DISEASES 


APPROVED  BY 

• BC/BCOFDEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 


HIP,  KNEE  & FOOT 

4.  SWIM  THERAPY 


MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN’S  RD, 
CHRISTIANA/NEWARK,  DE 


737-9465 

KELWAY  PLZ.,  314  E.  MAIN  ST. 
NEWARK,  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 
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Healthcare  Management  Services,  Inc, 

As  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 
professionals  who  specialize  in  the  "Business  of  Medicine".  Healthcare  Management  Services.  Inc,  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today’s  evolving  healthcare  environment.  Some  of  the  valuable  services  that 
we  provide  to  our  local  clients  are  — ' 

Revenue  Enhancement  Programs  Accounts  Receivable  Management 

Reimbursement  & Coding  Reviews  Practice  Operational  Reviews 

Medical  Billing  & Collections  Medicare  Pre-Audit  Evaluations 

To  speak  to  our  consultants,  please  contact  Bill  Carello,  Michael  Bradley  or  David  Krigstein  at  — 

Healthcare  Management  Services,  Inc. 

3513  Concord  Pike 
Wilmington,  DE  19803 

Telephone:  (302)  737-6200  or  (302)  478-9283 


Rehabilitation  Consultants,  Inc 


SERVICES 


• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

HTNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 


TWO  LOCATIONS 

CONCORD  PLAZA  OFHCE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFHCE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

All  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 

Owner:  Robert  Catalano,  M.A.,  P.T. 


REHABILITATION  CONSULTANTS,  INC.  SINCE  1970 
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As  a service  to  our  readers,  the  members  of  the 
Medical  Society  of  Delaware,  the  Delaware 
Medical  Journal  periodically  provides  a listing 
of  new  members  to  each  of  the  state’s  three 
counties.  Each  entry  provides  the  following 
information,  as  available:  name,  office  address, 
phone  number  and  fax  number,  specialty  and 
medical  school.  Those  members  who  do  not  yet 
have  an  office  address  or  phone  number  may  be 
contacted  through  the  Medical  Society  offices. 

New  Castle  County  Medical  Society 

Nestor  R.  Ang,  M.D. 

2006  Limestone  Road,  Suite  9,  Wilmington 

19808 

994-0978 

Obstetrics- Gynecology  (1974) 

University  of  Santo  Tomas  -1966 

Magdy  W.  Attia,  M.D. 

Alfred  I.  duPont  Institute,  Emergency  Services, 
1600  Rockland  Rd.,  Wilmington  19899 
651-5884 

Pediatrics  (1991) 

Pediatric  Emergency  Medicine 
F acuity  ofMedicine,  Alexandria  University  - 1982 

James  G.  Berlin,  D.O. 

324  E.  Main  Street,  Newark  19711 
738-0103 

Family  Practice  (1989) 

Phila.  College  of  Osteopathic  Medicine  -1986 


Mary  S.  DeShields,  M.D. 

1700  Shallcross  Avenue,  Wilmington  19806 
594-3320 

Internal  Medicine  (1990),  Medical  Oncology 
Howard  University  College  ofMedicine  - 1986 

Steven  A.  Dowshen,  M.D. 

Alfred  I.  duPont  Institute,  External  Programs, 
1600  Rockland  Rd.,  Wilmington  19899 
651-4037 

Pediatrics(1978),PediatricEndocrinology(1978) 
Jefferson  Medical  College  - 1972 

David  S.  Estock,  M.D. 

2002  Foulk  Rd.,  Suite  D,  Wilmington  19810 
475-5747 

Family  Practice  (1992) 

Jefferson  Medical  College  -1982 

Jay  L.  Federman,  M.D. 

502  Medical  Office  Bldg.,  7th  & Clayton  Sts., 

Wilmington  19805 

426-9470 

Ophthalmology  (1972) 

Tufts  University  School  ofMedicine  - 1963 

Daniel  S.  Glasstetter,  M.D. 

Alfred  I.  duPont  Institute,  Emergency  Medi- 
cine, 1600  Rockland  Rd.,  Wilmington  19899 
651-5889 

Pediatrics  (1992)  Pediatric  Emergency  Medi- 
cine 

Medical  College  of  Pennsylvania  - 1987 
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John  H.  Grould,  M.D. 

Alfred  I.duPont  Institute,  Pediatrics,  1600 
Rockland  Rd.,  Wilmington  19899 
651-5892 

Pediatrics  (1990) 

Jefferson  Medical  College  - 1986 

Martha  A.  Hosford-Skapof,  M.D. 

1700  Shallcross  Ave.,  Wilmington  19806 
594-3320 

Internal  Medicine  (1988),  Hematology/ 
Oncology 

Jefferson  Medical  College  -1984 

William  M.  Houston,  M.D. 

Alfred  I.  duPont  Institute,  External  Program, 
1600  Rockland  Rd.,  Wilmington  DE  19899 
651-4043 

Pediatrics  (1990) 

Jefferson  Medical  College  -1984 

Neil  B.  Jasani,  M.D. 

MCD/Emergency  Medicine,  P.O.  Box  1668, 

Wilmington  19899 

428-4988 

Emergency  Medicine  (1991) 

Georgetown  University  School  of  Medicine  - 1986 

Leonard  Katz,  M.D. 

VA  Medical  Center,  1601  Kirkwood  Hwy., 

Wilmington  19805 

633-5203 

Neurology  (1974) 

University  of  Louvain,  Louvain,  Belgium  -1965 

James  S.  Manley,  M.D. 

MCD/Ob-Gyn,  P.O.  Box  6001,  Newark  19718 
733-2326 

Obstetrics-Gynecology 

Jefferson  Medical  College  - 1986 

Charles  A.  Pohl,  M.D. 

Alfred  I.  duPont  Institute,  External  Program, 
1600  Rockland  Rd.,  Wilmington  19899 
651-4037 

Pediatrics  (1990) 

Jefferson  Medical  College  -1987 


Richard  M.  Rayner,  M.D. 

Family  Medical  Center,  1401  Foulk  Rd., 

Wilmington  19803 

477-3300 

Family  Practice  (1990) 

Jefferson  Medical  College  -1987  | 

James  S.  Reilly,  M.D. 

Alffed  I.  duPont  Institute,  Pediatrics,  1600 
Rockland  Rd.,  Wilmington  19899 
651-5895 

Pediatric  Otolaryngology  (1977)  I 

Cornell  University  - 1972  j 

I 

Edward  G.  Richman,  M.D. 

2002  Foulk  Rd.,  Suite  A,  Wilmington  19810 
475-0680 

Family  Practice  (1988) 

Tufts  University  School  of  Medicine-  1985 

Amman  Sivalingam,  M.D.  | 

502  Medical  Office  Bldg.,  7th  & Clayton  Sts.,  | 

Wilmington  19805 

426-9470 

Ophthalmology  (1991) 

University  of  Medicine  & Dentistry  ofNJ  - 1985  | 

Glen  H.  Tinkoff,  M.D. 

MCD,  P.  O.  Box  6001,  Newark  19718 
733-5039 

General  Siu^ery  (1989),  Critical  Care/Trauma 
(1991) 

University  of  Cincinnati  School  of  Medicine  - 
1982 

Rhonda  S.  Walter,  M.D. 

Alfred  I.  duPont  Institue,  Pediatrics,  1600 

Rockland  Rd., Wilmington  19899 

651-4514 

Pediatrics  (1989) 

Northwestern  University  - 1985 

Affiliate  Members 

Joel  E.  Berman,  M.D. 

MCD/Radiology,  P.O.  Box  6001,  Newark  19718 
733-1800 

Radiology 

Jefferson  Medical  College  -1989 
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Jill  K.  Brooks,  M.D. 

MCD/Radiology,  P.  O.  Box  6001,  Newark  197 18 
733-1900 

Radiology 

University  of  South  Carolina  - 1992 

Mark  S.  Gottlieb,  D.O. 

Riverside  Hospital,  700  Lea  Blvd.,  Wilmington 

19899 

764-6120 

Family  Practice 

Philadelphia  College  of  Osteopathic  Medicine  - 
1990 

Nancy  C.  Lasson,  D.O. 

Abington  Memorial  Hospital,  1200  York  Rd., 
Abington,  PA  19001 
(215)  576-2000 

Internal  Medicine 

Phil.  College  of  Osteopathic  Medicine  - 1989 


Tm  practicing 
medicine  the  way  1 
th  ink  It  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.  ” 

Owen  Brodie, 
jMIi),  joined 
CompHealth’s 
locum  tenens 
medical  stall  in 
1 989,  alter  2 1 
years  in  private 
practice.  Since 
then  he  s worked  in  temporary  assignments 
in  state  lacihties.  Idled  in  lor  attending  physicians, 
covered  lor  private  practitioners  across  the  country'. 

A pilot.  A historian.  A board-certilied  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 

It’s  a great  way  to 
practice  medicine 

CompHealth 

Locum  T enens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  Is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride, 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  m male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.k2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. k3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  k3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 

bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  , p 1 76  - 1 88 . 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 
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Climbing  even  a short  flight  of  stairs  can  leave  a person  who  suffers  from  a 
chronic  lung  disease  fighting  for  breath. 

So  the  next  time  you  go  bouncing  up  a few  steps,  think  about  this.  An  estimated 
one  out  of  ten  Americans  suffers  from  chronic  lung  disease.  And  the  mortality  rate 
from  lung  diseases  is  increasing  faster  than  any  of  the  other  top  ten  causes  of  death, 
including  heart  disease  and  most  forms  of  cancer. 

Until  we  do  something  about  lung  diseases,  no  one  can  breathe  easy. 


It’s  a matter  of  life  and  breath! 


AMERICAN 


LUNG  ASSOCIATION  ® 

The  Christmas  Seal  People® 


Space  contributed  by  the  publisher  as  a public  service. 


IN  BRIEF 


If  you  have  an  event  you  would  like  considered 
for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Jour- 
nal, 1925  Lovering  Avenue,  Wilmington,  DE 
19806-2166.  Information  must  be  received  by 
the  15th  of  the  month,  three  months  before  the 
issue  date,  to  ensure  timely  publication. 

Physicians'  Health  Committee 

Do  you  know  an  impaired  physician  or  a physi- 
cian in  trouble?  The  Physicians'  Health  Com- 
mittee wishes  to  help.  Please  call  (302)  654- 
1001. 

All  actions  of  the  Physicians'  Health  Com- 
mittee are  confidential,  and  the  identity  of  the 
reporter  will  not  be  disclosed. 

Pulmonary  Care  Symposium 

"Perspectives  in  Pulmonary  Care  - 1993"  will  be 
held  April  27  from  7:45  a.m.  to  4:15  p.m.  at  the 
Delaware  Academy  of  Medicine,  1925  Lovering 
Ave.,  Wilmington.  A fee  of  $25  includes  conti- 
nental breakfast,  lunch  and  refreshments. 

This  symposium  offers  health  professionals 
the  opportunity  to  update  their  knowledge  of 
current  pulmonary  issues.  Advances  in  the 
diagnosis  and  treatment  of  respiratory  disor- 


ders will  be  addressed.  Continuing  education 
credits  will  be  available. 

For  more  information  call  655-7258  or  (800) 
355-LUNG. 

Two-day  Symposium 
on  Infectious  Diseases 

The  third  annual  “Infectious  Diseases  in  Every- 
day Medicine”  will  be  held  April  19  and  20  at  the 
Baltimore  Convention  Center,  Baltimore  Md. 

For  additional  information  or  to  receive  a 
brochure,  please  contact  Eunice  Katz,  Division 
of  Infectious  Diseases,  University  of  Maryland 
School  of  Medicine,  10  S.  Pine  Street,  Balti- 
more, MD  21201;  (410)  706-7560. 

Geriatric  Cardiology  Conference 

"Cardiovascular  Diseases  in  the  Elderly"  will 
be  presented  by  Philadelphia  Geriatric  Center 
and  the  Council  on  Geriatric  Cardiology. 

This  program  is  sponsored  by  Temple  Uni- 
versity School  of  Medicine  at  the  Stouffer  Val- 
ley Forge  Hotel  in  King  of  Prussia,  Pa. 

For  more  information  contact  Maureen 
Kelly,  Department  of  Medicine,  Philadelphia 
Geriatric  Center,  (215)  456-2099. 
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New  Bone  Density  Measurement 
Technology  at  Brandywine  Imaging 
Center  helps  provide  early  diagnosis. 

Until  now,  evaluating  bone  densih’  using  conventional 
x-ray  techniques  did  not  reveal  a potential  problem  until 
a patient  had  lost  25%  to  30%  other  bone  mass.  Now,  in 
just  a matter  of  a few  minutes,  our  new,  highly  sensitive 
densitometer  assists  m assessing  risk  at  a much  earlier 
stage.  It  can  also  evaluate  response  to  treatment. 

Our  DPX-L  Bone  Densitometer  performs  scans  capable 
of  measuring  the  densih'  of  the  spine,  the  hip,  and  other 
bones  which  are  the  most  frequent  fracture  sites. 

For  further  information  or  to  schedule  Osteoporosis 
screening  for  your  patients,  call  (302 ) 654-5300. 


BR.ANPYW'INE 


I M ,A  Cl  1 N (.; 


C.'ENTER.  L r 

mm  mmmmmm 

Brandvivine  Imaging  Center 
701  Foulk  Rd.,  Suite  El,  Foulk  Plaza  • Wilmington,  l)E  1980,3 
(302)  654-5300 

Diagnostic  Imaging  .Associates.  P.A.  .Affiliate 


June  12,  1993 
13th  ANNUAL 

ADVANCES  IN  ' 
GASTROENTEROLOGY I 

t 

I 

Bally’s  Park  Place  Hotel  and  Casino^ 
Atlantic  City,  New  Jersey  ! 

II 

Sponsored  by  the 
Presb^^erian/Medical  Center 
Gastrointestinal  Section  i 

and  the  Underwood  Memorial  Hospitalj 
Woodbury,  New  Jersey 

Accreditation:  Category  1 credit  offered 


Information:  Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086-944; 
(609)  848-1000 
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We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained 
as  well  as  low  cost  life  insurance. 
One  weekend  a month  plus  two 
weeks  a year  or  less  can  bring 
you  pride  and  satisfaction  in 
serving  your  country. 


Call:  (301)981-9829 


Name 


Or  Fill  Out  Coupon  and  Mail  Today! 

To:  MSGT  Johnson  or  MSGT  Farr 
2400  RRMS/RSH-1 
STP  3.  Bldg  3720  RM  16 
Andrews  AFB,  DC  20331-5757 


Address 

City 

Phone _ 


State 


Medical  Specialty 


Zip 

Prior  Service?  Yes  _ 
Date  of  Birth  _ 


No 


JUR  FORCE  RESERVE 


25-301-0017 


A GREAT  WAY  TO  SERVE 


1058 
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1 2 Reasons 
to  select 
SKL  & POC 
for  practice 
management 
software. 

Free  trial  POC®  software. 

Why  should  you  bear  all  the  risk?  Try  our 
software,  get  trained,  and  use  it  for  30 
days.  If  it's  not  all  that  you  thought  it  was, 
well  take  it  back  and  you  wont  have  spent 
a permy.  As  an  added  bonus  for  trying 
Patients  On  Call  (POC),  you'll  receive  2 
hours  of  consulting  to  use  in  any  way  you 
wish.  Valued  at  $150,  it's  our  gift  to  you 
simply  for  trying  us.  In  addition,  we'll 
give  you  a buyer's  guide  that  outlines  how 
to  find  the  best  system  for  your  office. 

180  day  needs-specific 
money  back  guarantee. 

Even  after  the  first  30  days,  you'll  have  an 
additional  6 month  needs-specific  money 
back  guarantee.  Needs-specific  means  that 
we  will  identify  functions  in  your  office 
that  you  wanted  POC  to  improve  in  the 
first  place.  "Satisfaction  Guaranteed" 
means  absolutely  nothing  unless  it's  fully 
qualified.  We'll  qualify  it,  write  it  down 
and  keep  it.  Then,  we'll  use  it  as  our 
guide  to  make  sure  you're  taken  care  of 

Free  unlimited  training, 
SICL  style. 

Why  should  you  have  to  pay  for  training? 
Most  vendors  will  offer  20  to  40  hours, 
then  they'll  start  billing.  The  "unlimited" 
training  we  offer  is  exactly  that.  Use  the 
training  as  you  need  it...  during  regular 
working  hours,  evenings  or  on  weekends. 
By  the  way,  weekly  training  classes  at  our 
office  are  complimentary. 


We'll  spend  a day  at  your 
office  when  you  go  on-line 

Being  trained  is  one  thing.  Having 
support  is  another.  We  maintain  that 
nothing  compares  to  us  being  there  with 
you  in  your  office  the  first  day  you  use 
POC  live.  We'll  be  there  with  you,  the 
whole  day.  If  you  have  a question  or  a 
problem,  all  you'll  have  to^  do  is  turn 
around  and  ask. 

Evening  and  weekend 
support. 

What  happens  if  you  have  evening  hours, 
or  if  you're  on  call  this  weekend?  No 
worries.  As  an  SKL  client  you'll  be  given 
a special  number  that  will  enable  you  to 
call  during  off  hours  for  help. 

We  developed  POC. 

Owning  our  own  software  gives  us 
incredible  flexibility  and  unique 
advantages.  For  example,  we're  working 
on  nonproprietary  patient  information 
transfer  from  family  doctor  to  specialist, 
and  treatment  note  and  test  result  transfer 
from  specialist  to  family  doctor.  All  in  one 
system. 

Custom  software 
modifications  at  no  charge 

Since  we  developed  POC,  we  can  make 
custom  changes  for  you  quickly  and  at  no 
extra  cost  provided  it  can  be  incorporated 
in  a future  upgrade.  Many  of  your  peers 
using  other  systems  have  requested 
changes  such  as  additional  reports  and 
have  had  to  pay  thousands  of  dollars. 
Don't  make  the  same  mistake  they  did. 

Quarterly  upgrades. 

As  a result  of  constantly  listening  to  our 
clients  and  because  of  our  passion  to  make 
POC  the  best  practice  management 
software  program  in  existence,  we  provide 
upgrades  quarterly  at  no  extra  cost.  We 
install  the  upgrade  for  you  and  show  your 
staff  the  changes  at  your  office. 

User's  Group  Meetings, 

Our  quarterly  POC  User's  Group  meetings 
are  fim,  educational  and  exceptional 
opportxmities  for  networking.  We  have 


interesting  topics  and  invite  speakers  I 
address  healthcare  reform,  RBRVS  issue 
and  legislative  changes  that  may  affei 
your  practice. 


Local  company. 

The  SKL  Building  is  fully  equipped  wit 
full-time  team  members  who  trair 
support,  program  and  consult.  W 
guarantee  immediate  software  response, : 
hour  hardware  response  and  free  loaner 
on  turnkey  configurations. 

Expert  in  networking  and 
connectivity. 

As  a client,  you  receive  free  ongoin] 
consulting.  Our  wealth  of  knowledg 
becomes  your  technical  resource  for  an; 
computer  question.  If  you  want  Cl 
ROMs,  document  imaging,  multimedia 
or  interaction  between  UNIX,  Novell  anc 
Macintosh.  You  name  it,  we'll  do  it. 

Endorsed  by  the  Medical 
Society  of  Delaware. 

Because  of  our  long-standing  associatioi 
with  the  Medical  Society,  we  are  bound  t( 
do  whatever  is  necessary  to  take  care  o 
you.  You  are  virtually  assurec 
satisfaction.  Feel  free  to  contact  the 
Medical  Society  to  learn  first  hand  whj 
SKL  has  been  selected  the  computei 
consulting  firm  of  choice  for  Delaware 
physicians.  This  one  feature  alone  give; 
you  imparalleled  leverage. 


When  you're  ready  for  real  support  and 
cutting  edge  practice  management 
software,  call  an  SKL  Team  Member  at 
888-3200  and  we'll  take  it  from  there.  H 


The  SKL  Building  *501  Shipley  Street 
Wilmington  • Delaware  19801 
Tel  302-888-3200  • Fax  302-888-3218 
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YOU 


ALMOST 

CAN! 


NOW,  ONLY  FROM  MEDLAB 
CLINICAL  TESTING  INC., 
ROUTINE  4-HOUR  TURN- 
AROUND TIME  ON  OVER 
100  LABORATORY  TESTS: 

• Reports  in  "Hard  Copy" 

• No  Extra  Charge 

• Monday  Through  Friday 

• For  Specimens  Drawn  or  Picked  Up 
Before  11:00  AM  in  Most  Areas 

• For  MedlaFs  FuU-Service  Clients 

• Call  {302)  655-LABS  or 
1 (800)  MEDLAB-1 


CUNJCAL  TESTING  INC. 

..BECAUSE  QUALITY  IS  ESSENTIAL^' 


„0H  .H  lX.lUIN,* 

Christiana  Imaging  Center 
announces  the  availahility  of 
Color  Flow  Doppler. 


The  addition  of  this  new  technology  will  enable  vascular 
studies  to  be  performed  in  Christiana  Imaging  Center's 
Suite  1 07.  The  most  advanced  form  of  ultrasound  available, 
color  flow  doppler  provides  enhanced  imaging  of  arterial 
or  venous  blood  flow. 

Both  patients  and  physicians  will  benefit  from  this  state-of- 
the-art  imaging  technique  at  Christiana  Imaging  Center. 

■ Studies  are  more  accurate  and  can  be  completed  faster 
than  ever  before. 


■ The  availability  of  two  ultrasound  machines  facilitates 
prompt  and  easier  scheduling  of  patients. 

Color  flow  doppler  complements  the  comprehensive  array 
of  imaging  services  available  at  Christiana  Imaging  Center. 

■ MRA  ■ MRI  ■ a ■ ULTRASOUND  ■ 
■ AAAAAMOGRAPHY  ■ X-RAY  ■ 

o 

To  schedule  an  appointment  call:  731-9558 


■ Superior  detail  in  imaging  small  parts,  such  as  thyroid 
and  breast  lesions,  is  now  available. 


■ Color  flow  doppler  is  a noninvasive  screen- 
ing technique  for  patients  at  high  risk  for  carotid 
artery  disease. 


Christiana  Imaging  Center  is  conveniently  located 
in  the  Medical  Arts  Pavilion  adjacent  to  Christiana 
Hospital. 


Christiana  Imaging  Center 

A Division  of  MCO  Holding  Company 


Mandate  for  Reform 


As  I have  discussed  in  several  previous 
President’s  Pages,  the  climate  in  Washington 
D.C.,  in  particular,  regarding  health  care  re- 
form, has  created  panic  and  consternation  in 
the  medical  community. 

The  unknown  frequently  produces  fear  and 
often  leads  people  to  want  to  maintain  the 
status  quo.  I think,  however,  realistically,  if  we 
were  to  critically  examine  the  current  situation 
in  American  health  care,  it  would  be  easy  to  see 
that  the  status  quo  is  similarly  frightening  and 
probably  unacceptable. 

As  we  all  know,  the  hassle  factor  in  the 
practice  of  medicine  has  become  nearly  unbear- 
able as  health  care  has  become  micro-managed, 
creating  greater  and  greater  control  and  regu- 
lation. 

If  the  current  system  were  to  continue,  this 
level  of  micro-management  and  the  number  of 
administrative  hassles  with  which  practicing 
physicians  would  have  to  deal  would  only  in- 
crease and  further  cripple  the  delivery  of  health 
care.  Furthermore,  as  the  federal  government 
continues  to  cut  its  budget  and  attempts  to 
reduce  the  budget  deficit.  Medicare  and  Medic- 
aid programs  will  continue  to  be  prime  targets 
for  their  cuts.  This  will  result  in  further  inad- 
equacies in  the  reimbursement  levels  for  these 
programs,  thus  leading  to  greater  and  greater 
cost  shifting.  It  is  estimated  that  in  Delaware 
currently  about  $1.40  to  $1.60  must  be  charged 
for  every  dollar  of  care  provided  by  Delaware 
hospitals  to  make  up  for  the  shortfalls  in  Medi- 
care and  Medicaid  reimbursement,  as  well  as 
that  of  uncompensated  care. 

If  health  care  reform  meets  the  goals  that  it 
has  set  for  itself,  there  will  be  a reversal  of  these 
trends  and  hopefully  an  improvement  in  the 


efficiency  and  satisfaction  that  we  achieve  from 
the  practice  of  medicine. 

First  of  all,  with  universal  coverage, 
uncompensated  care  should  vanish.  Further- 
more, if  the  system  is  designed  appropriately. 
Medicare  and  Medicaid  would  then  pay  their 
fair  share  of  the  costs  so  that  cost  shifting 
should  be  ended. 

If,  as  all  of  the  plans  have  promised,  there 
can  be  significant  reform  in  the  medical  liabil- 
ity system,  the  need  for  unnecessary  tests  in  a 
pursuit  of  defensive  medicine  should  also  end, 
and  there  should  be  an  increase  in  the  value  of 
health  care  provided  in  this  country. 

With  employees  having  access  to  universal 
coverage,  the  phenomenon  of  “job  lock”  or  the 
fear  of  employees  that  changing  jobs  will  result 
in  loss  of  coverage  through  preexisting  condi- 
tions would  also  be  a thing  of  the  past. 

If  health  care  reform  provides  for  the  com- 
munity rating  of  health  insurance  premiums 
and  universal  coverage,  there  should  be  an  end 
to  “cream  skimming”  by  employers,  and  thus, 
health  status  should  cease  to  be  a hidden  factor 
in  job-hiring  practices. 

If  under  health  care  reform  administrative 
hassles  are  removed  and  billingis  systematized 
so  that  there  can  be  a uniform  electronic  inter- 
mediary, a single  claim  form,  and  electronic 
claims  transmission,  a great  number  of  bur- 
dens currently  required  in  managing  a medical 
practice  can  be  alleviated  and  the  fun  of  “just 
practicing  medicine”  should  return. 

Furthermore,  under  universal  coverage,  our 
practices  can  be  open  to  a wider  range  of  pa- 
tients since  all  patient  care  would  be  compen- 
sated. 
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Thus,  I think  if  we  honestly  and  unemo- 
tionally evaluate  the  current  health  care  sys- 
tem, we  can  see  that  there  is,  clearly,  a need  for 
change.  If  health  care  reform  can  deliver  on  its 
promises,  I think  we  can  further  see  that  value, 
efficiency,  and  fairness  should  accompany  uni- 
versal coverage  and  enhance  the  pleasure  in 
practicing  medicine.  Thus,  I would  suggest  that 
we  all  avoid  panic  and  rather  channel  our 
energies  toward  our  traditional  mission,  val- 
ues, and  vision  for  the  practice  of  medicine.  If 
we  do  so,  we  should  be  able  to  remain  calm 
through  the  health  care  reform  crisis  and  will 
be  able  to  emerge  with  a better  health  care 
system  that  serves  not  only  the  needs  of  the 
providers,  but  most  importantly,  the  needs  of 
patients  and  the  American  public. 


Stephen  R.  Permut,  M.D. 


Opportunity  Hotline 

Hiking  the  Search  out  of  Physician  Search 


Direct,  confidential  referral  to 
Family  Practice  and  OB/GYN 
practice  opportunities  NATIONWIDE. 

Call  us  toll  free  and  within  a 
few  weeks  you  will  be  contacted 
directly  by  hospitals,  clinics, 
or  doctors  groups  who  know  your 
practice  and  geographic  preferences 
and  are  interested  in  YOU. 


It’s  that  simple  and  no  recruiters 
are  involved  with  this  service. 

800-264-4456 


YOCON*  ! 

YOHIMBINE  HCI 


Descriptton:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car-  | 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees,  i 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indplalkylamine  ; 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder,  ’ 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine  | 
Hydrochloride. 

Actiim:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  It  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad-  . 
renergic  blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase  ■ 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage  ' 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild  : 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula-  ' 
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SCIENTIFIC  ARTICLE 


Torsional  Variations  in  the 
Lower  Extremities  of  Normal  Children 


Introduction 

For  various  reasons,  parents  often  seek  physi- 
cian evaluation  of  malalignment  problems  in 
their  children’s  lower  extremities.  At  our  insti- 
tution, the  majority  of  these  patients  demon- 
strate variations  of  normal  anatomy,  and  no 
treatment  is  required.  For  many  reasons,  it  is 
difficult  to  convince  parents  that  their  children 
are  indeed  normal  and  require  no  special  shoes, 
bars,  or  braces.  I would  like  to  review  the  more 
common  conditions  for  which  patients  seek  evalu- 
ation and  review  some  of  the  social  and  medical 
factors  responsible  for  the  difficulty  in  satisfy- 
ing the  parents  of  these  normal  children. 

Normal  Childhood  Development 

Just  as  children  are  expected  to  show  progres- 
sive neurologic  development,  as  is  reflected  in 
the  normal  milestones  of  childhood  (sitting, 
crawling,  walking),  the  alignment  of  the  lower 
extremities  follows  a predictable  pattern  during 
the  first  few  years  of  life. 

Birth  to  Six  Months  of  Age 

Due  primarily  to  the  position  of  the  child  in  the 
uterus,  especially  the  way  in  which  the  legs  and 
feet  are  folded  up  against  the  abdomen  and 
crossed  over  each  other,  newborns  tend  to  dem- 
onstrate slight  to  moderate  bowing  of  the  legs. 

Dr.  Stanton  is  an  attending  pediatric  orthopaedist  at  the 
Alfred  I.  du  Pont  Institute  in  Wilmington,  Delaware,  and  an 
assistant  professor  of  Orthopaedics  at  Jefferson  Medical 
College,  Thomas  Jefferson  University,  Philadelphia. 


Robert  P.  Stanton,  M.D. 

Bohm  described  this  positional  alignment  in 
normal  children  in  1933.^  He  felt  this  alignment 
resulted  from  a fetal  persistence  of  a primitive 
anthropoid  configuration  of  the  proximal  tibial 
condyles.  With  the  hips  flexed  and  externally 
rotated  in  utero,  internal  rotation  is  limited  at 
the  hips  in  the  newborn  period.  The  limbs  are 
held  in  a position  of  external  rotation  and  flex- 
ion. 

Six  Months  to  Eighteen  Months  of  Age 

In  1982,  Vankka  and  Salenius  studied  the  align- 
ment of  the  lower  extremities  in  1,480  children.® 
The  tibio-femoral  angle  (as  a measure  of  genu 
varum  and  genu  valgum)  averaged  15  degrees 
in  the  newborn  (bowlegs).  By  18  months  of  age, 
the  angle  decreased  to  zero  degrees.  Physiologic 
bowlegs  are  a normal  variant  with  some  influ- 
ence from  genetic  factors.®  Treatment  for  self- 
limited normal  variants  is  entirely  unnecessary. 
The  orthopaedic  community  must  take  the  blame 
for  applyingunproven  methods  (corrective  shoes) 
and  then  taking  credit  for  the  cure  when  the 
normal  factors  of  growth  and  maturation  are  in 
fact  responsible  for  the  improvement.  Knittel 
and  Staheli  demonstrated  that  shoe  wedges  did 
nothing  to  correct  intoeing  gait.® 

Eighteen  Months  to  Three  Years  of  Age 

The  normal  knee  alignment  changes  from  bow- 
legs (15-degree  tibio-femoral  angle)  to  neutral 
at  age  18  months.  By  three  years  of  age,  the 
normal  alignmentis  12  degrees  of  valgus  (knock 
knees).  Vankka  and  Salenius  showed  that  the 
normal  adult  alignment  (7  to  8 degrees  ofvalgus) 
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is  normally  reached  by  age  seven  years.®  Once 
again  the  physician  will  need  to  emphasize  the 
normal  pattern  of  changing  alignment  as  the 
child  matures.  The  parents  (and  grandparents) 
will  need  to  be  convinced  that  treatment  is 
unnecessary  for  normal  childhood  alignment. 

Pathologic  Alignment 

There  are  certain  conditions  associated  with 
malalignment  of  the  limbs  in  children  that  do 
require  evaluation  and  management.  Blount’s 
disease  of  the  proximal  medial  tibia  may  cause 
a progressive,  severe  bowing  of  the  limbs  that 
may  be  very  difficult  to  diagnose  before  the  age 
of  24  months.  By  18  months,  the  normal  child 
will  most  often  have  a zero-degree  tibio-femoral 
angle,  thus  the  child  with  persistent  varus  past 
24  months  may  have  Blount’s  disease.  An 
orthopaedic  evaluation  is  indicated  for  these 
children.  Most  will  require  intervention  and 
some  will  require  surgical  correction.  Rickets 
may  cause  significant  genu  varum,  but  most 
often  the  child  will  be  very  small  for  his  or  her 
age  (usually  below  the  fifth  percentile  for  both 
height  and  weight).  Occasionally  the  child  will 
demonstrate  asymmetrical  malalignment  prob- 
lems. These  are  also  more  likely  to  be  associated 
with  pathologic  states  that  may  require  special- 
ist evaluation. 

Metatarsus  Adductus 

This  condition  is  thought  to  be  related  to  the 
position  of  the  foot  in  utero.  The  hindfoot  is  in 
neutral  and  the  ankle  has  normal  dorsiflexion 
and  plantarflexion.  If  contractures  are  noted, 
the  condition  should  be  evaluated  further.  The 
majority  of  these  feet  are  easily  corrected  by 
gentle  pressure  on  the  medial  aspect  of  the 
forefoot  while  the  hindfoot  is  held  by  the  oppo- 
site hand.  There  are  no  published  studies  dem- 
onstrating that  these  feet  require  any  treat- 
ment. Often  the  mother  is  instructed  to  pas- 
sively manipulate  or  stretch  the  foot  several 
times  a day  (or  with  each  diaper  change).  Al- 
though this  practice  is  widespread,  there  is  no 
scientificjustificationfor  this  recommendation. 
Occasionally  the  forefoot  will  be  quite  rigid.  The 
adduction  cannot  be  completely  corrected,  or 
correction  requires  a great  deal  of  pressure. 


Berg  noted  in  1986  that  these  feet  often  re- 
sponded to  serial  manipulation  and  casting, 
although  no  matched  control  group  was  avail- 
able for  comparison.^  At  present,  the  majority  of 
pediatric  orthopaedists  still  treat  these  resis- 
tant feet  with  casting,  but  obviously  there  is  a 
need  for  a prospective  study  with  a matched 
control  group  to  clearly  define  the  indications 
for  sitch  intervention. 

Persistent  Intoeing  in  the  Older  Child 

When  the  parents  note  persistent  intoeing  past 
age  4 to  6 years,  often  the  cause  can  be  found  at 
the  hips.  The  forward  inclination  of  the  neck 
and  head  of  the  femur  in  relation  to  the  long 
axis  of  the  femoral  shaft  has  a direct  influence 
upon  the  available  degree  of  internal  and  exter- 
nal rotation  at  the  hip.  More  severe  anteversion 
translates  into  a child  who  has  more  available 
internal  rotation  than  external  rotation.  In 
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Figure  1.  Decreasing  femoral  torsion  (ante-version) 
with  age.  (Reproduced  with  permission  from:  CraneL. 
Femoral  torsion  and  its  relation  to  toeing-in  and  toe- 
ing-out.  J Bone  Joint  Surg.  1959;41-A:421.) 
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1958,  Shands  and  Steele  measured  the  femoral 
torsion  in  249  normal  children.^  From  3 to  12 
months  of  age,  the  average  anteversion  was  38 
degrees.  This  value  decreased  with  age,  mea- 
suring 30  degrees  at  age  4,  25  degrees  at  age  8, 
and  15  degrees  at  age  16.  Although  most  im- 
provement occurred  before  age  8,  in  normal 
children  some  additional  improvement  was 
noted  up  until  age  16.  Crane  noted  the  same 
relationship  between  increased  femoral  torsion 
and  intoeing.  He  noted  a gradual  improvement 
with  age.^  (Figure  1) 

Fabry,  MacEwen,  and  Shands  published  a 
20-year  follow-up  study  of  1,148  hips  in  1973.'* 
The  average  anteversion  in  normal  children 
was  3 1 degrees  at  one  year  of  age  and  15  degrees 
at  age  16,  with  the  majority  of  improvement 
occurring  by  age  8 (Figure  2).  Because  the 
neutral  position  of  the  hip  (equal  internal  and 
external  rotation)  occurs  with  the  shaft  of  the 
femur  in  internal  rotation,  the  clinical  expres- 


sion of  this  situation  is  a child  with  intoeing.  By 
concentrating  on  the  gait,  a child  is  often  able  to 
actively  correct  the  intoeing  when  told  to  do  so 
by  the  parents  and  grandparents.  The  cor- 
rected position  is  often  extreme  and  uncomfort- 
able for  the  child  and  certainly  is  not  the  neu- 
tral or  natural  position  for  the  extremity.  The 
parents  should  be  counseled  against  lecturing 
to  the  child  about  walking  normally.  They  will 
usually  understand  the  situation  when  the 
physician  spends  a few  minutes  explaining  the 
reasons  for  the  intoeing. 

There  are  no  known  nonsurgical  means  to 
change  anteversion.  Knittel  and  Staheli  showed 
that  shoe  modifications  do  not  alter  the  natural 
history  of  anteversion.®  Fabry,  MacEwen,  and 
Shands  demonstrated  that  twister  cables  and 
the  Denis  Browne  bar  attached  to  the  shoes 
have  no  effect  upon  this  condition. '*  The  natural 
history  shows  gradual  improvement  with  growth 
and  maturation  of  the  child.  Surgery  is  rarely 
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*Average  anteversion  for  all  patients  was  24.14  degrees. 


Figure  2.  Improvement  in  femoral  anteversion  in  normal  children.  (Reproduced  with  permission  from:  Fabry  G, 
MacEwen  GD,  Shands  AR  Jr.  Torsion  ofthe  femur.  A follow-up  study  in  normal  and  abnormal  conditions.  J Bone  Joint 
Surg.  1973;55-A:1726-1738.) 
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indicated;  it  is  reserved  for  the  most  severe 
forms  of  this  condition  and  only  in  the  older 
child  who  has  been  given  ample  time  to  undergo 
spontaneous  correction. 

Shoes 

There  is  a lot  of  folklore,  old  wive's  tales,  and 
sometimes  it  seems,  religious  fervor  over 
shoewear  in  children.  There  is  no  proof  that 
wearing  of  shoes  is  necessary  at  all.  The  foot 
may  be  protected  from  cold  and  injury  by  a 
comfortable,  soft,  and  appropriately-sized  shoe. 
Children  seem  to  grow  in  spurts  and  often  the 
shoes  are  too  small  in  just  a few  weeks.  There  is 
no  definite  advantage  in  using  stiff  leather 
shoes  instead  of  soft  canvas  tennis  shoes.  A 
well-made,  soft,  athletic  shoe  is  an  excellent 
choice,  as  long  as  the  shoe  is  fit  well.  Infants 
that  are  cruising  and  learning  to  walk  do  not 
need  shoes  at  all,  and  there  is  no  advantage  to 
the  traditional  high-top  baby  shoes.  Babies  do 
not  have  weak  ankles  and  they  do  not  need  to 
have  any  special  support. 

Older  girls  tend  to  choose  styles  that  ap- 
proximate the  adult  female  styles.  There  is 
some  body  of  evidence  to  suggest  that  the  ten- 
dency to  form  bunions  and  hammertoe  deformi- 
ties is  largely  a product  of  poor  shoewear.®® 
Although  bunions  can  be  seen  in  individuals 
living  in  societies  where  no  one  wears  shoes, 
they  are  much  more  commonly  seen  in  patients 
who  wear  shoes,  and  more  commonly  in  women. 
The  styles  available  to  women  limit  their  ability 
to  wear  roomy,  comfortable  shoes.  In  general, 
slip-on  (no  shoe  laces)  shoes  must  be  fit  tight  to 
the  foot  in  order  to  stay  on.  For  this  reason,  they 
are  not  the  best  choice  for  the  growing  foot. 
Parents  should  be  encouraged  to  purchase  shoes 
that  are  soft,  roomy,  and  that  have  non-slip 
soles.  The  shoe  will  provide  protection  to  the 
foot  without  limiting  the  available  room  for 
growth. 

Conclusion 

Vast  numbers  of  children  are  brought  to  the 
physician  for  evaluation  of  nondisease.  In  a 
time  when  the  public  is  complaining  about  the 


high  cost  of  medical  care,  we  should  do  our  best 
to  educate  the  public  concerning  the  natural 
development  of  the  lower  extremities  in  chil- 
dren. This  should  limit  the  number  of  referrals 
for  specialty  evaluation.  Parents  need  to  know 
that  there  are  normal  limits  for  the  alignment 
of  the  feet  and  legs  in  children,  and  minor 
variations  from  the  mean  should  not  be  a cause 
f6r  concern.  So-called  treatment  provided  by 
well-meaning  but  ill-informed  physicians  in 
the  past  was  effective  only  because  it  reflected 
the  natural  history  of  these  conditions.  Once 
parents  and  grandparents  understand  the  natu- 
ral history  of  childhood  development,  many 
visits  to  the  physician  to  evaluate  nondisease 
should  be  eliminated. 
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Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 

Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 

Lindell  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 

Lindell  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 995-2037 

Brandywine  Imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 

Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 
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RADIOGRAPH  OF  THE  MONTH 

James  Lally,  M.D. 


I Figure  1 Figure  2 Figure  3 


The  radiographs  of  both  lower  extremities  (Figures  1,  right  leg,  and  2,  left  leg)  and  a 
Ij  close-up  view  of  the  left  distal  tibia  and  fibula  (Figure  3)  are  of  a middle-aged  man  with 

i lower  extremity  pain  and  swelling.  What  is  the  most  likely  diagnosis? 

i' 
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Diagnosis:  Hypertrophic  pulmonary 
osteoarthropathy 

The  radiographs  of  the  distal  tibia  and  fibula 
show  moderately  thick,  linear  periosteal  reac- 
tion paralleling  the  external  surface  of  the 
bone.  The  underlying  cortical  bone  appears 
normal.  The  findings  are  typical  of  hypertro- 
phic pulmonary  osteoarthropathy.  Subse- 
quently, a malignant  pulmonary  neoplasm  was 
diagnosed. 

The  association  of  lung  disease  with  abnor- 
malities of  the  extremities  has  been  known 
since  the  time  of  Hippocrates  in  the  fifth  cen- 
tury B.C.,  when  he  described  clubbing  of  the 
digits.  Marie  and  Bamberger  in  the  late  1800s 
further  elucidated  the  close  association  between 
arthralgia,  bone  abnormalities  and  pulmonary 
diseases. 

In  recent  years,  it  has  been  recognized  that 
a number  of  diseases,  both  benign  and  malig- 
nant, have  been  linked  with  the  diffuse 
periostitis  that  characterize  hypertrophic 
osteoarthropathy.  Most  authors  now  divide  the 
syndrome  into  primary  and  secondary  h3rpertro- 
phic  osteoarthropathy.  Primary  osteoarthropathy, 
also  known  as  pachydermoperiostitis,  is  a rare 
familial  disorder  that  has  bone  changes  similar  to 
secondary  osteoarthropathy.  It  is  often  associated 
with  thickening  of  the  skin  of  the  face  and  the 
forehead.  These  features,  as  well  as  the  absence 
of  bone  and  joint  pain  and  a normal  radionu- 
clide bone  scan,  further  distinguish  this  un- 
usual clinical  entity  from  the  more  common 
secondary  osteoarthropathy. 

The  more  clinically  important  secondary 
osteoarthropathy  is  most  often  seen  in  patients 
with  intrathoracic  neoplasms,  hence,  the  term 
hypertrophic  pulmonary  osteoarthropathy. 
Bronchogenic  carcinoma  and  mesothelioma  are 
most  closely  linked  to  secondary  hypertrophic 
osteoarthropathy.  Although  estimates  vary  in 
the  literature,  approximately  5 to  10  percent  of 
patients  with  bronchogenic  carcinoma  develop 
hypertrophic  osteoarthropathy;  a much  higher 
percentage  of  patients  with  mesothelioma  are 
affected.  A number  of  other  diseases  have  been 
associated  with  secondary  osteoarthropathy, 
includingpulmonary  abscesses,  bronchiectasis, 
and  metastases.  Extrathoracic  causes  of  sec- 


ondary osteoarthropathy  have  been  recognized 
with  increasing  frequency  in  recent  years.  In- 
cluded in  this  long  list  of  disorders  are  cyanotic 
heart  disease,  ulcerative  colitis,  Chrohn’s  dis- 
ease, nasopharyngeal  carcinoma  and  pancre- 
atic carcinoma. 

Clinically,  patients  with  secondary  hyper- 
trophic osteoarthropathy  often  present  with 
bdne  and  joint  pain;  the  adjacent  subcutaneous 
tissues  may  become  swollen.  The  ankles,  knees, 
wrists,  and  elbows  are  most  commonly  affected. 
Although  clubbing  of  the  digits  may  be  seen 
with  osteoarthropathy,  it  is  not  invariably 
present.  Inexplicably,  joint  symptoms  may 
quickly  abate  after  thoracotomy  in  patients 
with  pulmonary  osteoarthropathy.  Chemo- 
therapy or  radiation  therapy  may  similarly  be 
beneficial. 

Radiographic  abnormalities  are  paramount 
to  the  diagnosis  of  hypertrophic  osteo- 
arthropathy. The  tibia  and  fibula  are  most 
commonly  involved,  followed  in  order  of  fre- 
quency by  the  femur,  ulna  and  phalanges  of  the 
hands  and  feet.  There  is  periosteal  new  bone 
formation  that  is  most  conspicuous  in  the  con- 
cavities of  the  long  bones  of  the  leg  and  femur. 
Initially,  the  periosteal  reaction  is  seen  as  a 
thin  layer  of  bone  density  separated  from  the 
underlying  bone  cortex.  With  time,  the  perios- 
teal new  bone  thickens  and  becomes  wavy  and 
ultimately  fuses  with  the  adjacent  cortex.  Bone 
scintigraphy  is  sensitive  in  detectingthe  changes 
of  pulmonary  osteoarthropathy.  There  is  dif- 
fuse symmetrical  increase  in  uptake  of  the 
bone-seeking  nuclide  along  the  cortex  of  the 
diaphysis  and  the  metaphysis  of  long  bones, 
resulting  in  the  “parallel  track”  sign. 

The  pathogenesis  of  pulmonary  osteo- 
arthropathy is  poorly  understood.  Vascular, 
toxic  and  neurogenic  causes  have  been  postu- 
lated. 

Several  disorders  that  result  in  diffuse 
periostitis  may  mimic  the  changes  of  hypertro- 
phic osteoarthropathy.  These  include;  thyroid 
acropachy,  venous  stasis,  and hypervitaminosis 
A.  Other  clinical  findings  help  to  distinguish 
these  from  hypertrophic  osteoarthropathy. 

The  many  physicians  who  diagnose  and 
treat  patients  with  the  common  complaint  of 
bone  and  joint  pain  should  be  aware  of  the 
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clinical  and  radiographic  findings  of  hypertro- 
phic osteoarthropathy.  In  particular,  the  onset 
of  lower  extremity  pain  and  swellingin  a middle- 
aged  smoker  may  herald  the  presence  of  an 
unsuspected  pulmonary  neoplasm. 
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You  11  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT 

CompHealth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  from  more  than  40  fields  of 
specialization  available  to  provide  locum 
tenens,  or  temporary,  staffing  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  of  our 
medical  staff  in  your  practice  or  facility. 

It  s the  closest  thing  you 'll  find  to  a nsk- 
free  v/sy  to  cover  for  absent  staff 
members,  “tiy  out  ’ a potential  new 
recruit,  or  take  care  of  your  patients  while 
you  search  for  a new  full-time  associate. 

Call  us  today  to  arrange  for  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiring  needs. 

CompHealth 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  Ci^  ■ Atlanta  ■ Grand  Rapids,  Mich. 


MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1.5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  imaging  Associates,  p.a. 

Omega  Magnetic  Resonance  Imaging  Center,  lp. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 
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ISIGIANS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/off icen  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 


Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained 
as  well  as  low  cost  life  insurance. 
One  weekend  a month  plus  two 
weeks  a year  or  less  can  bring 
you  pride  and  satisfaction  in 
serving  your  country. 


Call:  (301)981-9829 


Name 
Address 
City 
Phone 
Medical  Specialty 


Or  Fill  Out  Coupon  and  Mail  Today! 
To:  MSGT  Johnson  or  MSGT  Farr 
2400  RRMS/RSH-1 
STP  3,  Bldg  3720  RM  16 
Andrews  AFB,  DC  20331-5757 


State 


Zip 

Prior  Service?  Yes  _ 
Date  of  Birth 


No 


AIR  FORCE  RESERVE 


25-301-0017 


A GREAT  WAY  TO  SERVE 
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SPECIAL  ARTICLE 


Alfred  I.  du  Font’s 
Interest  in  Seniors 


Robert  W.  Frelick,  M.D. 


Several  years  ago  Herbert  Baganz,  M.D.,  told 
me  thatin  the  mid-thirties  Alfred  I.  du  Pont  had 
been  instrumental  in  the  concept  and  building 
of  the  Delaware  Home  and  Hospital  in  Smyrna. 
However,  a recent  review  of  documents  at  the 
Hospital  by  Dr.  Wayne  Zwick  could  not  confirm 
that  bit  of  verbal  history.  In  an  effort  to  clarify 
what  happened,  the  librarians  at  Hagley  Mu- 
seum were  able  to  find  the  following  informa- 
tion, most  of  which  was  in  a speech  given  by  Dr. 
Alfred  R.  Shands,  Jr.,  at  the  dedication  of  a 
portrait  of  A.  I.  du  Pont  in  1971,  at  the  Smyrna 
Home,  and  confirmed  in  an  article  in  the  Morn- 
ing News. 

Dr.  Shands  reported  that  “Among  Alfred  du 
Pont’s  deep  and  sincere  interests  were  the  prob- 
lems involved  with  the  poor,  the  aged,  and  the 
underprivileged.  In  1929,  having  become  in- 
volved in  state  politics  but  never  holding  an 
important  office,  he  was  responsible  for  the 
introduction  of  an  Old  Age  Assistance  Bill  in 
the  legislature.  He  said;  ‘We  all  owe  these  old 
people  a debt  and  we  should  meet  it.’  However, 
the  bill  was  defeated.  Believing  that  this  was  an 
urgent  need  in  Delaware,  he  set  up  his  own  Old 
Age  Assistance  Program.  From  1929  to  1931  he 
gave  small  monthly  pensions  to  as  many  as 
1,600  old  people.  (According  to  the  Morning 
News  report  by  Bill  Frank,  funds  for  those 
pensions  were  administered  by  Mrs.  Laura 
Walls  of  Lincoln,  Sussex  County.) 

In  early  1930,  Governor  C.  Douglas  Buck 
appointed  an  Old  Age  Welfare  Commission, 
with  Alfred  du  Pont  as  its  chairman.  In  193 1 the 
Old  Age  Assistance  Bill  was  passed  by  the 
legislature  and  became  law.  In  that  same  year, 
Mr.  du  Pont  was  instrumental  in  having  the 


legislature  appropriate  the  necessary  funds  to 
build  a state  home  for  the  indigent  old  people 
and  do  away  with  the  county  poor  house.  This 
was  the  Delaware  State  Welfare  Home  at 
Smyrna,  which  opened  in  1933.  It  was  built  at 
a cost  of  approximately  $500,000.  It  has  been 
said  that  the  state  did  not  have  the  money  for 
the  cost  of  operation  during  the  first  two  years 
and  that  Alfred  personally  met  the  expense.  If 
there  is  one  person  who  might  be  called  the 
“father”  of  the  present  Home  and  Hospital,  it 
would  be  Alfred  I.  du  Pont. 

Dr.  Shands  also  noted  that  after  Mr.  du 
Pont’s  death  in  1935,  his  will  stated  that  after 
provision  was  made  for  his  family,  “that  the 
‘remaining  portion’  of  my  estate  should  be  used 
to  set  up  a perpetual  trust  to  be  known  as  the 
Nemours  Foundation  for  the  care  and  treat- 
ment of  crippled  children  or  old  people,  with  the 
first  consideration  being  given  to  those  who  are 
residents  of  the  state  of  Delaware.” 

The  Hagley  library  also  had  two  letters 
which  were  related  to  Alfred’s  son,  Alfred  Vic- 
tor du  Pont,  architect  for  the  Smyrna  Home. 
One  was  a letter  to  Colonel  Reginald  S. 
Huidekoper  in  Washington,  D.C.,  from  Dr. 
Chari  es  L.  Cand  ee.  In  respect  to  the  office  of 
Alfred  V.  du  Pont  of  Massena  & du  Pont  Archi- 
tects, “their  office  has  designed  and  executed  all 
of  the  buildings  in  connection  with  our  Old  Age 
Welfare  Home  at  Smyrna  from  1932  to  date” 
(October  3,  1936).  “We  feel  that  Massena  & du 
Pont  handled  our  problem  admirably  in  the 
$630,000  already  spent.” 

In  another  letter  from  Alfred  Victor  du  Pont 
dated  October  1936,  he  asked  Colonel 
Huidekoper  to  bring  to  the  “attention  of  the 
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executors  of  the  estate  his  desire  as  the  son  of 
Alfred  I.  du  Pont  to  be  awarded  “the  Nemours 
Foundation  job  and  the  Garden  development,” 
and  he  cited  the  successful  “Old  Age  Welfare 
Home  at  Smyrna  in  a manner  which  cannot  be 
critised  [sic]  by  anyone”  as  part  of  the  support 
for  the  job. 

According  to  a recent  letter  from  Fred  S. 
Silverman,  chief  deputy  attorney  general.  At- 
torney General  Richard  R.  Wier  institued  liti- 
gation with  the  trustees  of  the  estate  in  1977, 
which  was  finally  settled  by  Mr.  Wier’s  succes- 
sor, Attorney  General  Richard  Gebelein,  with 
significant  assistance  from  then  Governor  du 
Pont,  who  persuaded  the  trustees  to  set  up  the 
Nemours  Clinic.  Subsequently,  Attorney  Gen- 
eral Gebelein  and  his  successor.  Attorney  Gen- 
eral Oberly  III,  sued,  claiming  that  the  trustees 
were  undervaluing  the  estate  and  violating 
Florida  law  and  the  settlement  agreement.  That 
litigation  met  with  mixed  results.  It  was  finally 
settled  by  Attorney  General  Oberly. 

Mr.  Silverman  also  points  out  that  Mr.  du 
Font’s  will  provides  that,  after  various  bequests, 
the  net  income  of  his  estate  is  to  be  used  for  the 
purpose  of  maintaining  the  said  estate  of 
“Nemours”  as  a charitable  institution  for  the 
care  and  treatment  of  crippled  children,  but  not 
of  incurables,  or  the  care  of  old  men  or  old 
women,  and  particularly  old  couples;  first  con- 
sideration, in  each  instance,  being  given  to 
beneficiaries  who  are  residents  of  Delaware. 
Accordingly,  the  trustees  have  discretion  as  to 
whether  the  estate  will  be  used  for  the  care  and 
treatment  of  crippled  children  or  senior  citi- 
zens. 

The  Nemours  Foundation  has  been  provid- 
ing funds  for  a program  to  benefit  indigent 
elderly  people  in  Delaware,  since  the  court 
action  in  Florida,  through  the  Nemours  Clinic, 
which  in  the  last  10  years  has  provided  drugs, 
dental  care  and  eyeglasses  for  thousands  of 
poor  elderly  Delawareans. 

It  seems  fitting  at  this  time  to  remember 
that  Alfred  I.  du  Pont  was  interested  in  and 
deeply  involved  with  the  aged  poor  of  Dela- 


ware. Would  he  be  happy  with  the  current 
efforts  to  make  the  Alfred  I.  du  Pont  Institute  a 
tertiary  and  even  a “quaternary”  care  pediatric 
hospital  with  the  latest  in  terms  of  sophisti- 
cated care  for  all  children,  not  just  the  indigent? 
Is  the  very  welcome  aid  through  the  Nemours 
Clinic  for  the  aged  providing  the  balance  of 
priorities  that  Alfred  I du  Pont  would  have 
prescribed?  Would  Alfred  I.  du  Pont,  who  dem- 
onstrated his  interest  in  working  through  es- 
tablished government  channels  to  provide  for 
the  aged,  be  happy  with  some  of  the  current 
activities  of  the  Foundation? 

While  a proposal  to  provide  needed  pediat- 
ric services  for  Medicaid  and  uninsured  chil- 
dren in  the  state  is  laudable,  the  administration 
of  the  program  appears  to  be  insensitive  to  the 
need  to  cooperate  with  and  integrate  those 
efforts  with  other  efforts  to  provide  medical 
care  for  Delaware’s  underserved  children.  A 
concentration  on  children  often  loses  sight  of 
the  plight  of  the  child’s  family.  The  health  of  a 
baby  is  often  dependent  upon  the  type  of  prena- 
tal care  that  child’s  mother  received.  A clinic 
service  providing  a specialized  service  to  chil- 
dren which  is  unwilling  to  be  associated  with 
efforts  by  others  to  provide  improved  access  to 
medical  care  for  the  rest  of  the  family  is  over- 
lookingthe  value  of  combiningresourcesforthe 
extra  social  support  usually  needed  by  the 
underserved,  including  underserved  children. 
This  lack  of  cooperation  with  other  services  for 
the  rest  of  the  family  is  likely  to  pose  a barrier 
to  additional  federal  governmental  aid  now 
available  to  community  health  centers  which 
require  a coordinated  approach,  includingadults 
and  children.  It  is  not  clear  whether  HCFA  will 
grant  a waiver  allowing  special  increased  Med- 
icaid funding  for  the  Nemours  Medicaid  chil- 
dren in  view  of  the  fact  that  last  year  HCFA 
would  not  allow  the  physicians  in  Delaware  to 
charge  such  patients  less  than  their  usual  fees 
for  those  not  able  to  pay  full  charges. 

This  was  prepared  as  information  for  the  Medi- 
cal Society’s  Committee  on  Aging. 
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For  your  practice  to  stay  afloat,  you  need  to  under- 
stand the  new  1993  Medicare  policy  and  payment 
rules. 

I To  help  you,  the  American  Medical  Association 
j (AMA)  offers  an  updated  and  expanded  Medicare 
physician  payment  guide.  Medicare  RBRVS:  The 
Physicians'  Gui(k.  In  easy-to-understand  lan- 
guage, this  new  guide  explains  the  revised 
Medicare  payment  regulations  and  features: 

• A complete  list  of  the  new  1993  relative  value 

I units  by  CPT  code  with  payment  policy  indicators, 

! such  as  the  global  period,  assistant  at  surgery,  site 
of  service  differential,  and  supply  payments. 

• Thorough  explanations  of  Health  Care  Financing 
Administration  payment  policies. 


• New  payment  rules  for  critical  care,  visit  services 
provided  during  the  global  surgery  period,  appro- 
priate reporting  of  modifiers,  and  more. 

• Worksheets  to  calculate  the  impact  of  new 
payment  amounts  on  your  practice. 

To  order  Medicare  RBRVS:  The  Physicians  ’ 
Ouid£,  caU  800  621-8335  (OP059693DW).  The 
price  is  only  $37.50  for  members  of  the  AMA, 
$50.00  for  nonmembers.  Sales  tax,  shipping,  and 
handling  charges  apply. 


American  Medical  Association 

Physicians  dedicated  to  the  heaith  of  America 


DBA  COLLECTION 

AND  ADMINISTRATIVE  SERVICES,  INC. 
The  Medical  Collection  Specialists 


Featuring; 


»:«  Completely  Automated  Systems 

❖ Hard  Copy  or  Tape  Transfer  of  Accounts 

❖ Custom-Tailored  Programs  for  Each  Client 

❖ Precollect  Sendees 

❖ Complete  Monthly  Reports 

❖ Credit  Reporting 

❖ Free  Accounts  Receivable  Consultations 

❖ On-Site  Systems  Programming 

❖ Billing  of  All  Third-Party  Payers 


Providing  Services  for; 

❖ Ambulance  Sendees 

❖ Anesthesiology 
*1*  Dentists 

❖ Dermatology 

❖ Emergency  Room  Physicians 

❖ Endocrinology 

❖ Family  Practices 

❖ Gynecology 


*>  Hospitals 

❖ MRl  and  CAT  Scan  Facilities 

❖ Nuclear  Medicine 

❖ Oncology 

❖ Ophthalmology 

❖ Patholog>' 

❖ Radiology 

❖ Surgery 


Members  of: 

❖ American  Collectors  Association  (ACA) 

❖ ACA  Healthcare  Clients'  Sendees  Program 

❖ Eastern  Seabord  Collectors  Association,  Inc. 


For  more  information,  please  contact  Karen  A.  Carello  at 

(302)  479-5282 


We  are  just  the  kind  of  medicine 
that  your  delinquent  collections  need! 


BOARD  OF  MEDICAL  PRACTICE 


The  Board  of  Medical  Practice,  at  its  regular 
monthly  meeting  March  3,  1993,  reviewed  its 
29  cases  under  investigation.  Twelve  of  these 
have  been  resolved  or  were  otherwise  closed  or 
dropped.  Of  the  17  remaining,  three  were  so 
new  the  doctors  have  not  had  an  opportunity  to 
respond.  Four  are  not  currently  practicing  in 
Delaware,  and  although  investigation  and  pros- 
ecution continues,  they  are  no  danger  to  the 
citizens  of  Delaware.  Four  involve  complaints 
of  overcharging,  and  the  board  is  currently 
wrestling  with  how  to  define  and  deal  with  that 
problem.  Two  are  currently  being  followed  by 
the  Physicians'  Health  Committee,  and  as  long 
as  they  adhere  to  their  contracts,  the  board 
tends  to  hold  off.  Of  the  remainingfour,  two  are 
under  investigation  by  civil  authorities  and  the 
board  is  forebearing;  one  is  voluntarily  restrict- 
ing his  practice;  and  one  is  a puzzling  problem 
awaiting  a decision. 

I think  it  is  fair  to  say  that  at  present  the 
board  is  fulfilling  its  prime  and  overriding  rea- 
son for  existence:  the  protection  of  the  (medical) 
welfare  of  the  public.  Originally  this  function 
related  only  to  credentialing,  examining  and 
licensing  physicians  to  keep  out  those  who  were 
incompetent  and  unqualified.  This  has  since 
been  greatly  expanded  to  include  the  disciplin- 
ing of  doctors  found  guilty  of  any  of  a number  of 
unprofessional,  illegal  or  unethical  practices 
such  as  carelessness,  neglect,  overcharging, 
sexual  molestation,  or  experimentation  with- 
out the  patient’s  knowledge  and  consent.  The 
procedures  to  control  and  discipline  these  ac- 
tivities are  rather  slow,  cumbersome  and  some- 
times not  very  effective.  They  have  to  be  applied 
with  all  sorts  of  legal  safeguards,  and  it  seems 


the  goal  is  often  lost  sight  of  in  the  technicali- 
ties. The  process  is  negative,  often  too  late  and 
not  very  uplifting.  Fortunately  the  number  of 
doctors  who  merit  punishment  is  small. 

It  seems  that  a more  positive  aspect  of 
providing  the  best  medical  care  for  the  people  of 
Delaware  might  lie  in  attracting  the  best  and 
most  highly  motivated  physicians  to  settle  and 
practice  here.  But  how  does  one  go  about  doing 
that?  It  seems  to  me  that  we  have  good  doctors, 
excellentfacilities  and  equipment,  readily  avail- 
able medical  education  programs.  We  are  small 
enough  that  no  one  has  to  be  medically  isolated, 
but  can  find  knowledgeable  , skilled  colleagues 
to  interact  with.  Moreover,  recreational,  cul- 
tural and  entertainment  opportunities  abound, 
not  only  in-state,  but  in  major  metropolitan 
areas  within  a two-hour  drive.  The  economic 
and  business  base  is  sound,  taxes  modest,  schools 
good,  climate  moderate  and  we  accept  and  wel- 
come doctors  from  other  areas.  It  seems  that 
really  good  doctors  should  be  eager  to  practice 
in  an  environment  like  this.  Although  we  do 
have  the  same  problems  that  other  areas  have 
in  terms  of  drugs,  crime,  poverty  and  traffic 
congestion,  it  is  really  a lot  less  than  most 
places  around  us  that  we  know  about.  Our  main 
problem  is  that  “we  are  the  best-kept  secret  in 
the  East.”  We  need  publicity  or  broader  public 
awareness. 

With  this  in  mind  I should  like  to  compile  a 
list  of  good,  available  practice  opportunities  in 
Delaware,  and  send  it  out  to  every  applicant  for 
licensure  here.  We  get  about  200  applications 
per  year,  but  only  a small  fraction  ever  stays  to 
practice  here.  If  they  know  the  opportunities, 
the  proportion  who  stay  could  only  increase. 
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Board  of  Medical  Practice 


There  need  to  be  bona  fide  opportunities,  not 
dull,  dead-end  jobs  (if  there  are  such  in  medi- 
cine). I need  your  help.  You  and  your  hospital 
are  the  ones  most  aware  of  the  needs  and 
openings.  Send  me  the  openings,  specialty 
sought,  name,  address  and  phone  number  of 
the  person  to  contact  and  I shall  send  the  list 
out  with  the  application  forms.  Time  is  short. 
Those  finishing  residency  in  July  already  have 
plans  in  the  works.  Let  me  hear  from  you.  Send 
it  to  me  c/o  Board  of  Medical  Practice,  Margaret 
O’Neill  Building,  P.O.  Box  1401,  Dover,  DE 
19903. 

E.  Wayne  Martz,  M.D. 

Executive  Director 
Board  of  Medical  Practice 


PAPASTAVROS' 
ASSOCIATES 
MEDICAL  IMAGING 

announces  the  relocation  of 
their  2002  Foulk  Road  office 
to 

'Health  Care  Center  at 
Brandywine" 

1401  Foulk  Road 
Wilmington,  DE  19803 


Office  Hours  Telephone 

9:00  a.m.  - 5:00  p.m.  (302)  479-5443 


Rehabilitation  Consultants,  Inc 


SERVICES 

• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

HTNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 


TWO  LOCATIONS 

CONCORD  PLAZA  OFHCE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFHCE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

AH  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 

Owner:  Robert  Catalano,  M.A.,  P.T. 


REHABILITATION  CONSULTANTS,  INC.  SINCE  1970 
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The  Delaware  Limited  Liability 
Company;  A New  Form  of  Business 

Laura  Sunstein  Murphy,  Esq. 


The  Delaware  Limited  Liability  Company  Act^ 
became  effective  October  1,  1992.  The  Limited 
Liability  Company  Act  (the  “Act”)  combines 
some  of  the  features  of  the  Delaware  Limited 
Partnership  Act^  and  Delaware  General  Corpo- 
ration Law.^  In  effect,  the  partners  (called  “mem- 
bers”) of  a limited  liability  company  (“LLC”) 
practice  a form  of  business  as  a partnership,  but 
can  shield  themselves  from  liability  for  the  acts 
of  the  other  members.  Before  the  advent  of  the 
Act,  professionals  who  wished  to  form  an  entity 
for  the  practice  of  medicine  could  do  so  only  as 
a partnership  or  as  a professional  corporation. 

Some  lawyers  may  take  the  position  that 
the  LLC  form  may  not  be  used  for  rendering 
professional  services.  That  position  is  based 
upon  an  interpretation  of  the  Professional  Ser- 
vice Corporation  Act,'^  which  was  enacted,  in 
part,  in  response  to  ambiguities  in  case  law  and 
the  Delaware  General  Corporation  Law,  to  pro- 
vide “for  the  incorporation  of  an  individual,  or 
group  of  individuals  who  render  the  same  pro- 
fessional service  to  the  public,  for  which  such 
individuals  are  required  by  law  to  be  licensed...”® 

This  author  is  of  the  opinion  that  the  Act 
permits  rendering  professional  services.  Sec- 
tion 18-106  of  the  Act  states:  “A  limited  liability 
company  may  carry  on  any  lawful  business, 
purpose  or  activity  with  the  exception  of  the 
business  of  granting  policies  of  insurance,  or 
assuming  insurance  risks  or  banking...”®  If  the 
legislature  had  meant  to  exclude  professional 


Ms.  Sunstein  Murphy  is  an  associate  in  the  Health  Law 
Department  of  Saul,  Ewing,  Remick  & Saul,  Wilmington, 
Delaware. 


services  from  the  Act,  it  could  have  done  so.  The 
Delaware  Medical  Practices  Act,^  unlike  the 
medical  practices  acts  of  many  other  jurisdic- 
tions, does  not  restrict  the  business  entities 
that  physicians  may  use  for  private  practice. 

Drawbacks  of  the  Professional 
Corporation  and  Partnership  Forms 

The  corporate  form  is  popular  for  physicians 
because  it  shields  its  shareholders  from  liabil- 
ity for  corporate  transactions  and  from  actions 
of  other  shareholders.  One  of  the  disadvan- 
tages of  practicing  medicine  in  the  form  of  a 
professional  corporation  is  that,  by  statute  in 
Delaware,  the  shareholders  and  officers  (ifthere 
is  more  than  one  shareholder)  of  a professional 
corporation  must  be  licensed  to  practice  the 
same  profession.  This  precludes  nonlicensed 
spouses  and  office  managers  — many  of  whom 
render  significant  services  to  the  professional 
corporation  — from  being  shareholders  and 
from  holding  the  title  of  officer.  This  restriction 
also  precludes  practitioners  in  different  but 
related  modalities,  for  example,  psychologists, 
psychiatrists,  psychiatric  social  workers,  nurses 
and  physician  assistants  from  being  sharehold- 
ers in  the  same  professional  corporation. 

In  the  past,  the  only  other  business  form 
available  to  those  professionals  which  permit- 
ted them  equal  ownership  treatment  was  the 
partnership  form.  However,  the  partnership 
form  does  not  shield  general  partners  from 
liability  for  the  acts  of  the  other  partners. 

If  an  LLC  can  be  organized  to  render  profes- 
sional services,  these  disadvantages  of  the  pro- 
fessional corporation  and  the  general  partner- 
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ship  are  nonexistent  (i.e.,  the  members  are 
shielded  from  liability  for  company  acts  and 
from  acts  of  the  other  members,  and  members 
need  notbe  licensed  to  practice  the  same  profes- 
sion.) Additionally,  if  all  the  members  of  the 
LLC  are  employees,  the  relationships  can  be 
structured  to  take  advantage  of  the  Medicare/ 
Medicaid  bona  fide  employer/employee  safe 
harbor,  so  that  each  member’s  share  of  the 
profits  of  the  company,  which  includes  pay- 
ments for  Medicare  or  Medicaid  services,  are 
thus  shielded  from  potential  violations  of  the 
Medicare/Medicaid  Anti-Kickback  Statute.® 

What  Is  a Limited  Liability  Company? 

An  LLC  is  a business  entity  under  Delaware 
law,  which,  like  a partnership,  must  have  at 
least  two  members.^  Note,  however,  these  mem- 
bers need  not  be  individuals.  For  example,  the 
members  of  one  LLC  may  be  an  individual 
practitioner  and  her  billing  company  or  her  real 
estate  limited  partnership;  other  LLCs  may  be 
made  up  of  individuals,  other  corporations, 
groups,  partnerships,  etc.’°  The  LLC  has  a 
maximum  life  of  30  years. It  appears  to  be 
classified  as  a partnership  for  tax  purposes.'^ 

Because  the  Delaware  Limited  Liability 
Company  Act  is  so  new,  there  have  not  been  any 
reported  cases  regardinghow  the  Internal  Rev- 
enue Service  would  classify  Delaware  LLCs  for 
tax  purposes.  However,  there  is  some  precedent 
from  other  jurisdictions. 

In  a letter  ruling,'®  the  IRS  stated  that 
under  the  Wyoming  Limited  Liability  Com- 
pany Act,  the  LLC  in  question  would  be  consid- 
ered a partnership  for  tax  purposes  because  it 
lacked  two  of  the  four  corporate  characteristics 
for  distinguishing  partnerships  from  associa- 
tions, under  Regulations  §301.7701-2(a)(3)(b): 
limited  liability,  centralized  management,  free 
transferability  of  interests  and  continuity  of 
life. 

Additionally,  the  IRS  has  held  that  a Texas 
limited  liability  company  was  a partnership  for 
tax  purposes  because  it  lacked  two  of  the  four 
characteristics  of  a corporation:  the  company 
lacked  the  corporate  characteristic  of  continu- 
ity of  life  under  Regulation  §301.7701-2(b)(3) 
and  free  transferability  of  interests  under  Regu- 
lation §301.7701-2(e)(l).  The  members’  inter- 


ests in  the  LLC  are  personal  property  and  a 
member  does  not  have  any  interest  in  specific 
LLC  property.’'* 

The  Act  provides  that  the  Court  of  Chan- 
cery has  jurisdiction  over  derivative  actions 
brought  by  a member,  similar  to  derivative 
actions  brought  by  shareholders  for  breaches  of 
fiduciary  duty  by  the  management  of  a corpora- 
tio'n.'® 

In  many  respects,  the  use  of  an  LLC  for  the 
rendering  of  professional  services  may  be  one  of 
the  best  uses  for  an  LLC  in  Delaware.  Two 
limitations  of  this  business  form  are:  (1)  tax 
treatment  as  a partnership,  rather  than  as  a 
corporation,  and  (2)  businesses  which  are  in- 
volved in  interstate  commerce  may  encounter 
uncertainty  and  hesitation  on  the  part  of  com- 
panies or  banks  in  states  which  have  no  limited 
liability  company  act.  If  the  question  of  whether 
an  LLC  can  render  professional  services  is 
resolved,  because  physicians  and  other  health 
care  providers  generally  practice  in  a circum- 
scribed area  such  as  the  state  of  Delaware,  the 
members  of  a “professional  medical”  LLC  will 
generally  not  have  to  contend  with  the  problem 
of  how  the  LLC  will  be  recognized  outside  of  the 
jurisdiction.  And  since  professionals  often  do 
not  retain  any  earnings  in  the  business  entity 
and  pass  through  their  earnings  in  the  form  of 
salary  and  bonuses  to  employees,  being  treated 
as  a partnership  for  tax  purposes  may  not  entail 
significant  adverse  tax  consequences  for  the 
typical  “professional”  LLC,  which  is  the  case  for 
professional  S corporations. 

Formation 

An  LLC  is  formed  in  Delaware  with  two  docu- 
ments, the  Certificate  of  Formation  and  the 
Limited  Liability  Company  Agreement.'®  The 
Certificate  of  Formation  is  a short,  one-page 
document.  The  operating  principles  of  the  lim- 
ited liability  company  are  contained  in  the 
Agreement.  The  Agreement  takes  the  form  of 
an  amalgam  of  a limited  partnership  agree- 
ment and  corporate  bylaws. 

Traps  for  the  Unwary 

The  Agreement  should  be  carefully  crafted  in 
order  to  take  full  advantage  of  the  Act  so  that 
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the  members  do  not  find  themselves  faced  with 
liabilities  and  other  problems  which  they  did 
not  anticipate.  For  example,  the  Act  provides 
that  members  are  liable  for  the  value  of  their 
services  even  if  they  are  prevented  from  per- 
forming their  services  by  death  or  disability, 
unless  the  Agreement  provides  otherwise. 

By  way  of  illustration  how  the  Act  could 
affect  you,  let’s  look  at  the  typical  one-year, 
renewable  employment  contract  between  a 
professional  corporation  and  a shareholder.  If 
the  employee  becomes  disabled,  (s)he  does  not 
owe  the  professional  corporation  reimburse- 
ment for  the  value  of  his  or  her  services  for  the 
remainder  of  the  contract  term. 

In  contrast,  if  an  employee  member  of  an 
LLC  has  a one-year  renewable  employment 
contract  with  an  LLC,  and  if  he  or  she  becomes 
disabled  or  dies  before  the  expiration  of  the 
employment  agreement,  if  the  LLC  Agreement 
does  not  excuse  the  employee  member’s  perfor- 
mance in  the  case  of  disability  or  death,  the 
member  (or  the  member’s  estate)  would  be 
liable  to  the  other  LLC  members  and  to  credi- 
tors for  the  value  of  his  or  her  services  for  the 
remainder  of  the  contract  term.^® 

Another  peculiarity  which  must  be  ad- 
dressed in  the  Agreement  is  the  members’  res- 
ignation provision.  The  Act  provides  that  un- 
less the  LLC  Agreement  provides  otherwise,  a 
member  must  give  six  months’  prior  written 
notice  to  the  LLC  before  resigning. 


A few  problems  which  must  be  addressed 
before  professionals  can  practice  in  an  LLC 
are  1)  the  corporate  practice  of  medicine  doc- 
trine may  or  may  not  be  applicable  to  the  LLC; 
2)  the  LLC  has  a maximum  life  span  of  30  years; 
and  3)  the  question  of  malpractice  insurance  for 
the  LLC.  Because  the  LLC  is  a new  entity  to 
Delaware  — and  nationwide  it  is  a relatively 
recent  business  entity — itisnotknown  whether 
obtaining  malpractice  insurance  for  the  com- 
pany will  be  a problem. 

Once  these  problems  are  addressed,  the 
LLC  offers  a vehicle  which  may  prove  extremely 
popular  for  the  delivery  of  health  care  services 
in  Delaware. 
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TOTAL  HEALTH  CARE  SYSTEMS 


Medical  Practice  Software 

Patient  Accounting  & Medical  Billing  Software 
Electronic  Insurance  Claims  Submission 
Computer  Hardware  & Office  Networking 
Personnel  Training  & Service  Contracts 
Medical  Billing  Serv'ice 


Risk-free  30-day 
software  guarantee! 
Call  to  schedule  a free 
software  demonstration. 


3636  Silverside  Road 
Wilmington,  DE  19810 

(302)  478-4008 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


Hinnuliri  (B 

human  insulin 
[recombinant  DNA  origin ] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 
tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 

HI-7918-B-343310  © 1993.  eli  lillyand  company 


EDITORIALS 


Cognitive  Services  and 
the  New  World  Order 


I am  a cognitive  physician.  I get  paid  for  evalu- 
ation and  management  services.  Specifically,  I 
talk  to  patients,  elicit  history,  perform  physical 
examinations,  develop  differential  diagnoses, 
order  and  interpret  diagnostic  tests,  counsel 
and  educate  patients  and  their  families,  initiate 
therapy,  monitor  response,  check  for  toxicity, 
and  provide  support.  I find  this  very  gratifying 
and  so  do  my  patients.  It  is  what  I anticipated 
when  I went  to  medical  school. 

Let’s  be  honest,  you  and  I.  After  all,  we  are 
all  physicians.  We  have  endured  the  same  hard- 
ships, tolerated  similar  stresses,  faced  equiva- 
lent challenges.  We  depend  on  each  others’ 
training  and  experience.  But  there  is  a prob- 
lem. Cognitive  physicians  are  simply  not  paid 
adequately  for  their  time  and  services,  and 
procedures  are  reimbursed  too  generously. 
Equally  as  bad  an  inequity  is  the  attitude  of 
third-party  payers  toward  cognitive  services 
relative  to  procedures.  More  about  that  later. 

Our  world  is  changing  around  us.  Business 
as  usual  is  history  for  our  profession.  But  as  we 
each  confront  change  from  our  own  specialty 
and  personal  perspective  and  participate  in  its 
evolution,  let  us  not  lose  sight  of  the  inequity 
that  has  historically  existed  between  cognitive 
and  procedural  services. 

There  is  considerable  fallout  from  this  ineq- 
uity. Internal  medicine  and  other  cognitive 
specialties  are  suffering  a decline  in  enrollment 
in  residencies  and  fellowships.  Those  practic- 
ingprimary  care  are  faced  with  shrinkingreim- 
bursements  for  time-intensive  services.  This  is 
happening  in  the  face  of  an  aging  population 
that  requires  more  physician-intensive  prac- 
tice. In  order  to  maintain  a solvent  practice. 


physicians  must  reduce  the  time  spent  with 
patients  and  increase  the  number  of  patients 
seen.  This  leads  to  dissatisfaction  among  physi- 
cians and  patients.  Medical  costs  escalate  since 
doctors  depend  more  on  expensive  testing  and 
consultation  rather  than  on  time-intensive 
evaluation  and  counseling  of  their  patients. 

While  the  RBRVS  was  supposed  to  reform 
historical  inequities  in  Medicare  allowables  and 
address  these  issues,  it  has  only  been  partially 
implemented  by  HCFA.  The  result  is  a fee 
schedule  for  internal  medicine  services  which 
in  many  parts  of  the  country  has  reduced  reim- 
bursements to  internists.  Faith  in  government 
promises,  always  tenuous  at  best,  has  collapsed. 
Morale  in  the  internal  medicine  community  is 
at  a historic  low. 

Over  the  past  year  I have  heard  unsolicited 
anecdotes  from  friends  about  the  cost  of  what  I 
would  consider  simple  procedures.  Casting  an 
uncomplicated  fracture  or  office  surgery  for  a 
benign  skin  lesion  are  good  examples.  In  each 
instance  the  charge  was  between  $350  and 
$500.  In  each  instance  the  insurance  payment 
was  in  excess  of  $300.  In  each  instance  physi- 
cian time  was  well  short  of  15  minutes. 

Prior  to  January  1993,  Blue  CrosS  of  Dela- 
ware did  not  cover  medical  subspecialty  consul- 
tation when  done  in  the  office  as  a benefit  of  its 
traditional  plans.  This  may  be  true  of  other 
health  insurance  companies  as  well.  It  seems 
curious  that  in  an  age  of  outpatient-based  care 
that  this  policy  would  be  maintained.  From  a 
practical  point  of  view,  if  any  medical 
subspecialist  in  Delaware  billed  BC/BS  for  an 
outpatient  consultation  service,  BC/BS  would 
convert  this  to  an  internal  medicine  office  visit 
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code  and  pay  on  this  basis.  This  resulted  in  a 
significant  reduction  in  payment.  If  the 
subspecialist  billed  the  patient,  the  patient 
would  be  reimbursed  on  the  basis  of  an  internal 
medicine  office  visit.  The  reimbursement  would 
be  accompanied  by  an  explanation  of  benefits 
that  clearly  stated  the  subspecialist  could  only 
collect  from  the  patient  the  approved  fee,  a clear 
statement  of  how  the  doctor  was  overcharging. 
Not  very  helpful  when  you  are  trying  to  estab- 
lish a good  relationship. 

In  April  1992,  BC/BS  adopted  the  new  Medi- 
care evaluation  and  management  codes.  Even 
with  this  “advance,”  which  clearly  has  codes 
that  differentiate  office  and  hospital  medical 
consultations,  outpatient  consultations  re- 
mained a noncovered  benefit.  Further  compli- 
cating the  situation,  BC/BS  had  not  assigned 
fees  to  many  codes  and  had  made  what  seemed 
like  arbitrary  reductions  to  common  codes. 

In  previous  times,  I would  tend  to  shrug  a 
lot  of  this  off  as  simply  an  annoying  aspect  of  a 
necessary  bureaucracy.  Now  I think  it  has  gone 
beyond  the  proverbial  line  in  the  sand.  For 
starters,  it  tends  to  denigrate  what  internists 
and  medical  subspecialists  and  other  cognitive 
specialists  do.  I,  for  one,  think  that  what  I do 
and  what  my  cognitive  colleagues  do  is  extraor- 
dinarily important.  The  significant  differences 
between  cognitive  and  procedural  reimburse- 
ments are  often  explained  on  a historic  charge 
basis.  This  sounds  like  voodoo  economics  to  me. 
Is  putting  a splint  on  a cracked  finger  bone  in 
five  minutes  worth  twice  as  much  as  a full 
internal  medicine  evaluation  of  a 70  year  old 
that  takes  an  hour?  Again,  I used  to  be  laissez 
faire  about  what  doctors  charge.  The  time  is 
coming  when  we  must  shake  off  our  established 
assumptions  about  what  our  services  should  be 
reimbursed  and  begin  to  look  at  the  bigger 
picture. 

And  I’m  not  lessening  the  importance  of 
procedural  technology  for  the  evaluation  and 
treatment  of  patients.  Believe  me,  my  life  was 
saved  by  a procedure.  I think  my  point  is  clear, 
and  if  you’re  honest,  I think  you’ll  agree  with 
me. 

In  the  new  world  order,  cognitive  services 
by  all  physicians  demand  recognition  and  reim- 
bursement for  their  intrinsic  value.  And  they 


are  valuable.  They  are  at  the  heart  of  why  we 
became  doctors.  They  are  at  the  articulation 
between  the  science  and  art  of  medicine.  They 
are  us.  I challenge  health  care  providers  and 
payers  in  Delaware  to  address  this  situation  in 
a serious  manner.  The  Medical  Society  should 
take  the  lead. 

^ James  H.  Newman  M.D. 

Governor,  Delaware  Region 
American  College  of  Physicians 

Why  a Delaware 
Medical  Journal? 

In  February,  I published  a letter  from  a long- 
time friend  Ahmed  Madani,  M.D.,  asking  a 
question  I often  ask  myself  — Do  we  need  the 
Delaware  Medical  Journal^  He  didn’t  word  it 
just  that  way,  but  suggested  a reduction  in  the 
number  of  copies  printed.  But  we  are  at  the 
absolute  minimum  viable  size  already,  with  a 
press  run  of  only  1,625.  For  us  to  shrink  any 
further  would  mean  that  advertisers  would  lose 
interest  in  us  and  we  would  have  to  close  down. 

We  try  to  run  at  financial  break  even.  The 
Medical  Society  allots  us  $10  per  year  from 
every  dues-paying  member,  and  that’s  about  as 
inexpensive  as  any  60-page  journal  I know. 
That’s  about  10  to  15  percent  of  the  total  cost. 
The  rest  must  come  from  ads.  We  try  to  keep  the 
ads  in  about  a 50/50  balance  with  text  to  keep  it 
interesting  and  readable,  so  we  walk  a pretty 
fine  line.  Although  we  realize  that  we  are  cer- 
tainly not  your  primary  source  of  new  scientific 
information  in  your  specialty,  we  do  try  to  put 
something  in  every  issue  that  might  interest 
you. 

So  what  are  the  reasons  for  continuing  to 
publish  our  own  state  journal?  There  are  some 
minor  reasons  and  a few  major  ones.  For  ex- 
ample, there  is  tradition.  We  are  now  in  our 
65th  year  of  publication,  and  that’s  a pretty 
long  time.  I certainly  don’t  want  to  be  the  one  to 
break  the  chain.  A second  reason  may  be  pride. 
All  the  states  around  us  and  even  some  counties 
have  their  own  journals. 
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I think  the  main  reason,  though,  is  as  a 
means  of  communication,  not  only  member  to 
member,  and  member  to  board  and  vice  versa, 
but  also  from  one  organization  to  another  — 
Board  of  Medical  Practice,  State  Health  De- 
partment, committees  to  members.  Governor’s 
Health  Care  Commission,  Voluntary  Initiative 
Program  (VIP),  Auxiliary,  etc.  Our  pages  are 
open  to  all,  and  in  case  you  haven’t  noticed,  we 
publish  almost  anything  you  send  us  that  isn’t 
obscene.  So  if  you  have  something  bothering 
you,  get  if  off  your  chest.  Write  to  me.  The 
president  does  it  every  month  (not  Clinton,  but 
Dr.  Permut). 

The  Journal  also  provides  a record  of  the 
activities  of  our  society.  The  January  and  Feb- 
ruary issues  are  always  over  size  to  accommo- 
date all  the  reports  and  discussions  of  the  an- 
nual meeting,  but  then  it  is  there  in  black  and 
white  for  future  generation  to  see.  We  also 
provide  local  news  such  as  obituaries,  awards 
and  educational  programs. 

Finally  the  Journal  is  a learning  and  test- 
ing ground  for  those  who  are  interested  in 
developing  their  writing  skills.  If  you  do  any 
study  that  interests  you,  no  matter  how  small, 
write  it  up  and  we  will  help  you  get  it  in  shape 
to  publish.  Many  of  you  write  extremely  well 
already  — far  better  than  I — and  I wish  we 
could  hear  from  you  more  often. 

The  one  thing  that  most  practicing  doctors 
don’t  do  is  tabulate,  classify  and  keep  track  of 
the  diseases  and  disorders  they  see.  With  com- 
puters, it  should  not  be  difficult,  and  this  might 
be  the  single  most  effective  way  to  improve 
yourself  as  a physician.  If  you  have  an  experi- 
ence of  more  than  300  lap-chole’s  like  Alex 
Balan  did,  let  me  hear  from  you.  On  the  other 
hand  even  one  interesting  patient  like  Ricardo 
Castro  had  makes  interesting  reading.  And 
when  you  get  right  down  to  it,  the  Delaware 
Medical  Journal  provides  me  the  chance  to 
write;  and  although  I don’t  take  any  pay  for  it, 
I find  it  a lot  of  fun,  and  I’m  going  to  keep  on 
doing  it  until  someone  in  authority  tells  me  to 
stop. 


E.  Wayne  Martz,  M.D. 

Editor 

Delaware  Medical  Journal 


Nuclear 

rVlEDICINE 


Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-around. 


Stress  Thallium 
Perscmtine  Thallium 
Gated  Cardiac  Imaging  (MUG A) 
Bone  Scans 

Thyroid  Uptake  and  Scan 
LiverlSpleen  Scan 
Indium  III  Labeled  WBC's 
Renal  Scan 
Gallbladder 

Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  information  please  call, 

(302)  368-8150 


Omega  Nuclear  Diagnostic  Center 

is  an  affiliate  of 

Diagnostic  Imaging 
Associates 

OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Bldg.  K 
Newark  DE  19713  • (302)368-8150 


Del  Med  Jrl,  May  1993,  Vol  65,  No  5 


335 


m 


WOMENS  IMAGING  CENTER 


OF  DELAWARE 


MAMMOGRAPHY 
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LETTERS  TO  THE  EDITOR 


Take  a Critical  Approach  to  the 
Avenue  of  Technologic  Opportunity 


Technologic  advances  in  medicine  have  led  to 
an  ever-increasing  volume  of  interventional 
procedures.  Some  procedures  are  clearly  well- 
founded  for  certain  diseases  while  the  same 
procedures,  for  other  diseases,  seem  far-fetched 
and  contrived. 

We  should,  I believe,  pursue  the  avenue  of 
technologic  opportunity  afforded  us  — but  with 
a very  critical  approach. 

Technology  should  be  devised  and  modified 
to  suit  disease  states.  We  should  not  try  to 
modify  diseases  to  suit  existing  technology. 
Such  sorties  are  ill-advised,  costly,  often  not 
very  effective,  and  frequently  harmful. 

Carl  I.  Glassman,  M.D. 

Response  to  Office 
Chemotherapy  Survey 

I am  disturbed  by  the  potential  problem  you 
discuss  in  your  January  Delaware  MedicalJour- 
nal  article  on  the  Board  of  Medical  Practice.  I 
feel  strongly  that  if  your  board,  by  any  means, 
gets  knowledge  that  a physician  is  giving  treat- 
ment in  his  office  for  oncology  problems,  or  any 
medical  problems,  treatment  which  is  labeled 
by  his  peers  as  ineffective,  and  treatment  which 
benefits  him  financially,  that  physician  should 
be  warned  that  his  treatment  does  not  meet  our 
community  standards.  And  if  he  persists,  that 
physician  should  be  censured. 

• David  Platt,  M.D. 


Support  the  Nutrition 
Practice  Ac  t of  1993 

When  your  patient  says,  “I’ve  seen  a nutrition- 
ist,” how  do  you  know  if  this  dietary  advice 
comes  from  a qualified  source? 

Although  physicians  usually  work  in  con- 
junction with  registered  dietitians,  the  increased 
public  interest  in  nutrition  has  resulted  in 
consumers  seeking  nutrition  guidance  inde- 
pendently. The  public  is  recognizing  the  impor- 
tant role  of  nutrition  in  physical  fitness  and  the 
prevention  of  disease,  as  well  as  in  the  manage- 
ment of  various  disease  entities.  The  cost  effec- 
tiveness of  improving  health  through  diet  is 
also  well  documented.  This  increased  consumer 
demand  has  set  the  stage  for  both  qualified  and, 
unfortunately,  bogus  resources  for  diet  advice; 
hence  the  need  for  state  licensure. 

Fifty-eight  percent  of  the  states  have  passed 
legislation  similar  to  the  Nutrition  Practice  Act 
of  1993  for  the  regulation  of  nutrition  profes- 
sionals. This  allows  the  public  to  better  identify 
qualified  sources  of  nutrition  guidance,  reduc- 
ing the  opportunity  for  detrimental  dietary 
advice.  There  are  documented  cases  of  illness 
and  even  death  resulting,  particularly  from  the 
irresponsible  counseling  of  nonprofessionals 
who  identify  themselves  as  nutritionists.  Phy- 
sicians can  recognize  qualified  nutritionists; 
the  public  oftentimes  cannot.  The  major  pur- 
pose of  this  bill  is  to  guarantee  qualified  profes- 
sional nutrition  counseling  from  qualified  pro- 
fessionals. Most  people  are  unaware  that  in 
Delaware  there  is  no  licensure  of  dietitians/ 
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nutritionists.  They  assume  that  all  health  pro- 
fessionals are  regulated.  It  is  past  time  for 
enacting  this  legislation. 

The  Delaware  Dietetics  Association  asks 
for  support  in  the  passage  of  the  Nutrition 
Practice  Act  of  1993,  both  from  individual  medi- 
cal practitioners  and  from  the  Medical  Society 
of  Delaware. 

If  you  would  like  more  information  about 
this  bill,  please  feel  free  to  contact  me. 

Connie  van  Ogtrop,  M.S.,R.D.,C.D.E. 


Healthcare  Management  Services,  Inc. 

As  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 
professionals  who  specialize  in  the  "Business  of  Medicine".  Healthcare  Manaeement  Services,  Inc,  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today’s  evolving  healthcare  environment.  Some  of  the  valuable  services  that 
we  provide  to  our  local  clients  are  — 

Revenue  Enhancement  Programs  Accounts  Receivable  Management 

Reimbursement  & Coding  Reviews  Practice  Operational  Reviews 

Medical  Billing  & Collections  Medicare  Pre-Audit  Evaluations 

To  speak  to  our  consultants,  please  contact  Bill  Carello,  Michael  Bradley  or  David  Krigstein  at  — 

Healthcare  Management  Services,  Inc. 

3513  Concord  Pike 
Wilmington,  DE  19803 

Telephone:  (302)  737-6200  or  (302)  478-9283 
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Juuluig  a reliable  medienl  equipment 
c'/mpany.  But  ('C)S'FII  >ESCE  and  TRUST  are 
the  'magic'  icords  of  MASTER  CARES  semice. 
Beiduse  your  patimits  are  our  first  concern, 
in  find  praducts  for  the  patient  . . . not 
patients  for  the  produci. 


Showroom  Old  Baltimore  Pike  Ind  Pk 
83  Aide  Dr  Newark,  DE 
Call  the  CARELINE  (302)  368*5300 
NJ (609)  299*3224 


Excellent  Position 

Available  for  a BC/BE  family 
practice  physician  in  a new 
community  health  center  in 
Sioux  City,  Iowa. 

The  Center  offers: 

O competitive  compensation 
O benefit  package 
O paid  m^practice 

Sioux  City  is  a great  place  to  raise  a family 
with  excellent  public  and  parochial  schools, 
a community  college,  two  liberal  arts  col- 
leges, graduate  center,  two  medical  cen- 
ters, a Residency  Training  Program. 

For  more  information,  write  to: 

Jeff  Hackett,  Executive  Director 
Siouxland  Community  Health  Center, 
1709  Pierce  Street,  Sioux  City,  lA  5 1 1 05 
or  caU  (712)  252-2477. 


*‘Ule  flloke  khe  difference** 


sniLv  n.  Hoov€fi,  r.p.t. 

PHvsicnt  THCRnpv  nssociPTCs 

1.  SPINE-RELATED  PR( 

T.M.J,  * HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

2.  SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EOUIP. 

3.  ARTHRITIS  RELATED  DISEASES 

HIP,  KNEE  & FOOT 

4.  SWIM  THERAPY 


737-9469 

635  CHURCHMAN’S  RD. 
CHRISTIANA/NEWARK,  DE 


737-9465 

KELWAY  PLZ.,  314  E.  MAIN  ST, 
NEWARK,  DE 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 

MEDICARE  Certified 
REHAB  FACILITY 

994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 
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K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 

A DIVISION  OF 

/ PULMONARY  ASSOCIATES,  PA. 

Medical  Specialists  in  Lung  Health 

•\i  ; 

Siri  n ' Oh 
Sniakimf 


Physici^  Directed 
Multi-Interventional 
Emphasis  on  Relapse 
Prevention 

Nicotine  Patch  Therapy 


Albert  A.  Rizzo,  M.D.,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 

Group  and  Employer-Sponsored  Program 
Discounts  Available 


-220-LUNG 


t 

I 

( 


PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 

Magnetic  Resonance  Imaging 


is  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1 701  Augustine  Cut-Off  - Suite  1 00 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 
(302)  737-5990 


340 


Del  Med  Jrl,  May  1993,  Vol  65,  No  5 


naBOBBnEsznBQnniBEnnHraiRaRmHHE 


BOOK  REVIEWS 


Atlas  of  Synovial  Fluid  Analysis  and  Crys- 
tal Identification,  H.  Ralph  Schumacher,  Jr,, 
and  Antonio  J.  Reginato,  Lea  & Febiger,  Phila- 
delphia, PA,  1991. 

I heartily  recommend  this  beautiful  text  on  the 
analysis  of  joint  fluid  and  the  identification  of 
crystals  in  joint  fluid  which  has  been  prepared 
and  written  by  one  of  the  world’s  experts  on  this 
subject.  Dr.  Ralph  Schumacher  from  the  Uni- 
versity of  Pennsylvania.  Particularly  striking 
are  the  beautiful  color  illustrations  used  to 
demonstrate  all  aspects  of  synovial  fluid  analy- 
sis. Dr.  Schumacher  and  Dr.  Reginato  note  in 
their  preface  that  this  text  should  be  of  help  to 
all  physicians  who  are  involved  in  synovial 
analysis  as  part  of  their  daily  activity,  and  I 
would  certainly  agree  with  this.  It  should  be  a 
part  of  all  commercial  and  hospital  laboratories 
and  pathology  departments. 

James  H.  Newman,  M.D. 

Rheumatology  Examination  and  Injection 
Techniques,  Michael  Doherty,  Brian  L. 
Hazleman,  Charles  W.  Hutton,  Peter  J. 
Maddison,  J.  David  Perry,  W.B.  Saunders  Com- 
pany, London,  1992. 

As  noted  in  this  book’s  preface,  rheumatologic 
problems  are  very  common  and  the  most  impor- 
tant factor  influencing  disability  in  later  life. 
The  authors  note  that  “the  diagnosis  and  as- 
sessment of  arthritis  and  periarticular  lesions 
is  almost  entirely  dependent  on  clinical  skills 
and  applied  knowledge  of  regional  anatomy.” 


It  is  true  that  in  this  country,  as  well  as  in 
Europe  where  this  text  comes  from, the  clinical 
evaluation  of  rheumatic  symptoms  has  been 
very  poorly  taught.  Therefore,  this  book  repre- 
sents a welcome  addition  to  our  library.  It  is  a 
combined  approach  by  five  British  rheuma- 
tologists on  how  to  evaluate  rheumatic  com- 
plaints using  history  and  physical  examina- 
tion. Integrated  into  this  discussion  is  instruc- 
tion on  joint  aspiration  and  injection.  I feel  this 
would  be  an  extremely  helpful  book  for  all 
physicians  in  primary  care,  including  inter- 
nists as  well  as  orthopedists,  sports  medicine 
enthusiasts  and  rheumatologists. 

James  H.  Newman,  M.D. 


Pathological  Basis  of  the  Connective  Tis- 
sue Diseases,  Dugald  L.  Gardner,  editor;  Lea 
and  Febiger,  1992. 

This  text  emanates  from  Great  Britain.  It  has 
multiple  contributors  from  various  university 
hospitals  and  medical  schools.  It  is  in  essence  a 
pathology  textbook  which  describes  in  detail 
the  pathology  of  connective  tissue  and  rheu- 
matic disease. 

The  text  is  divided  into  the  three  parts 
dealing  with  the  biologic  structure  and  function 
of  the  connective  tissues;  the  biochemical,  im- 
munologic and  mechanical  aspects  of  the  con- 
nective tissue  diseases;  and  the  pathology  of  the 
inherited  and  acquired  diseases  of  the 
nonosseous  connective  tissue  system.  The  osse- 
ous structures  are  not  discussed.  Neoplastic 
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disease  of  the  connective  tissue  system  is  also 
not  discussed. 

The  text  is  accompanied  by  many  fine  pho- 
tographs of  pathologic  and  histo-pathologic 
structures  as  well  as  electron  micrographs. 
There  are  well-ordered  and  easy-to-read  ac- 
companying tables  and  figures.  There  is  a very 
interesting  introduction  dealing  with  the  his- 
tory of  rheumatic  diseases.  All  in  all,  this  would 
be  a useful  addition  to  a pathology  library  and 
is  of  some  interest  to  rheumatologists  but  would 
be  of  little  interest  to  the  general  physician. 

James  H.  Newman,  M.D. 

A History  of  Military  Medicine,  Richard  A. 
Gabriel  and  Karen  S.  Metz,  Greenwood  Press, 
Westport  CT,  1992,  two  volumes,  551  pp, 
$115.00. 

In  this  day  where  almost  all  of  us,  through  the 
medium  of  television,  have  witnessed  the  use  of 
smart  bombs,  high-performance  fighter  aircraft, 
nuclear  submarines  and  intercontinental  bal- 
listic missiles,  understand  completely  that  the 
modern  battlefield  is  an  extremely  dangerous 
place. 

The  authors  of  this  book,  a professor  of 
history,  politics  and  military  subjects  and  a 
member  of  the  Academy  of  Health  Information 
Professionals,  demonstrate  through  this  book 
that  all  battlefields  and  military  campaigns 
have  been  extremely  dangerous  places.  Until 
recent  times,  however,  disease  more  than 
wounds  accounted  for  more  casualties  and 
deaths. 

Volume  I describes  war  and  medicine  in  the 
ancient  world  from  ancient  Sumer  and  Egypt, 
4000  B.C.,  to  the  fall  of  Constantinople  to  the 
Ottoman  Turks  in  1453. 

I was  amused  by  almost  a whole  chapter 
that  described  the  impact  on  the  battlefield  that 
the  actual  invention  of  the  wheel  created.  But 
seriously,  Volume  I is  both  an  excellent  sum- 
mary history  of  both  the  ancient  world  and 
ancient-world  medicine  as  practiced  by  armies 
in  the  field.  You  also  learn  that  many  of  the 
social,  economic,  political  and  military  institu- 
tions and  technology  are  expressions  of  innova- 


tion and  inventions  bequeathed  to  us  by  the 
ancients.  Not  only  the  wheel,  but  also  writing, 
first  as  pictographs  and  much  later  in  alpha- 
betic script;  complex  changes  in  human  brain 
function  permitting  mathematics,  logic,  medi- 
cine and  systematic  science;  the  birth  of  society 
itself  from  hunter-gatherers  to  large-scale  agri- 
cviltural  societies  and  in  the  third  millennium 
B.C.,  the  rise  of  genuine  cities  and  the  means  to 
govern  them.  It  was  also  at  this  time  that  war 
itself  was  invented. 

This  invention  of  war,  its  tactics,  weapons, 
logistics,  transportation,  protective  equipment 
and  the  inevitable  casualties  led  to  rudimen- 
tary to  more  sophisticated  military  medicine 
responses  is  the  heart  of  this  volume.  A state- 
ment by  the  authors  for  the  readers  consider- 
ation requires  special  thought,  “the  military 
medicine  of  the  ancient  armies,  especially  of 
Rome  and  the  Hindu  armies,  was  superior  to 
anything  the  soldier  received  in  the  West  until 
the  19th  century.” 

Another  most  interesting  aspect  of  this  vol- 
ume is  the  evolution  of  medicine  itself,  begin- 
ning with  the  social  orders  of  priesthood,  with 
their  magical  and  religious  explanation  for  ill- 
ness and  disease  or  as  a punishment  from  God, 
and  from  this,  the  first  stirring  of  empirical  and 
clinical  practice  and  the  emergence  of  the  battle 
surgeon. 

Much  of  volume  II  will  be  superficially 
known  to  today's  medical  practitioner  reader. 
For  more  than  5,000  years  the  means  and 
methods  by  which  men  destroyed  each  other 
changed  little.  However,  in  the  last  350  years 
the  changes  have  been  beyond  the  imagination 
of  the  soldiers  and  commanders  who  have  gone 
before. 

Noteworthy  of  study  in  this  volume  is  the 
fact  that  the  Renaissance  period  created  the 
military  barber-surgeon  who  for  the  first  time 
applied  empirical  knowledge  and  experience  on 
the  battlefield.  Also,  regular  military  medical 
establishments  began  to  appear.  With  humane 
rules  and  practices  of  dealing  with  the  captured 
sick  and  wounded,  the  establishment  of  hospi- 
tals and  a greater  concern  in  caring  for  the 
disabled  after  war  all  emerged  during  this  pe- 
riod. 
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The  reader  will  also  be  fascinated  by  the 
circumstances  that  care  worsened  during  the 
17th  century  and  again  began  to  blossom  in  the 
18th  century  where  medical  education  and  train- 
ing in  the  civilian  sector  made  it  possible,  for 
the  first  time,  for  armies  to  provide  their  sol- 
diers with  trained  medical  personnel  and,  “the 
final  liberation  of  surgery  from  the  social  and 
political  tyranny  of  the  physician  establish- 
ment.” 

The  book  describes  how  the  19th  century 
provided  the  greatest  progress  in  military  medi- 
cine care  based  on  medical  knowledge  and  orga- 
nizational sophistication  to  include  anesthesia, 
antiseptic  surgery  and  the  then  new  service  of 
bacteriology.  This  was  the  brink  of  a new  fron- 
tier in  military  medicine. 

The  20th  century  progress  in  general  medi- 
cine and  military  medicine  provides  the  basis 


for  our  practices  today,  and  many  of  us  have 
experienced  the  military  side  of  medicine  dur- 
ing this  century.  The  study,  however,  from  the 
Boer  War  through  the  Vietnam  War,  with  dra- 
matic changes  in  surgical  practices,  epidemiol- 
ogy, evacuation,  and  the  like  under  the  leader- 
ship of  the  United  States  will  be  an  inspiration 
to  the  medical  reader. 

The  book  has  excellent  footnotes  and  bibli- 
ography. 

This  book  is  easy  to  read  and  should  appeal 
to  all  who  are  interested  in  the  evolution  of 
medicine,  and  is  a must  for  the  bookshelves  of 
history  buffs,  military  history  buffs  and  par- 
ticularly military  medical  history  buffs.  This 
book  can  be  ordered  directly  from  the  publisher 
by  calling  (800)  225-5800. 

William  H.  Duncan,  M.D. 
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Hospital  Medical  Staff  Section 
21st  Assembly  Meeting 
Chicago  Marriott  Hotel 
June  10-14, 1993 


Reform  of  the  American  heal^  care  delivery  sys- 
tem is  the  issue  of  the  90s.  The  public  and  political 
debate  over  changing  our  health  care  delivery 
system  is  intense.  Significant  reform  legislation 
has  already  been  passed  in  several  states.  To  help 
you  lead  your  organizcition  in  a time  of  major 
change,  three  educational  programs  will  be  part  of 
this  HMSS  Assembly  Meeting. 

Negotiations  and  Conflict  Resolution 

Gain  new  skills  to  effectively  provide  leadership  in  negotiat- 
ing and  resolving  conflicts  that  arise  in  the  process  of  health 
care  delivery.  Learn  to  frame  negotiation  in  the  best 
interests  of  all  parties,  to  listen  actively,  to  use  positional 
bargaining  and  avoid  surprises. 

Review  and  Analysis  of  President  Clinton's  Health 
Care  Reform  Plan 

President  Clinton  is  expected  to  release  his  new  health  care 
reform  plan  in  May.  Participants  in  this  session  will  hear  a 
full  review  and  analysis  of  the  plan  from  leading  experts  in 
the  medical  field. 

Challenge  and  Change  in  the 
Managed  Care  Environment 

Develop  a comprehensive  understanding  of  the  current 
environment  in  health  care  highlighted  by  a discussion  of 
tbe  impact  of  President  Clinton's  plan  on  health  care 
delivery  system  reform.  Discover  steps  physicians  can  take 
to  deal  with  the  realities  of  managed  care. 

Don't  miss  this  opportunity  to  acquire  leadership 
skills  to  help  your  physician  community  succeed! 

For  more  information,  please  call 
312  4644754  or  4644761. 
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IN  BRIEF 


If  you  have  an  event  you  would  like  considered 
for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Jour- 
nal, 1925  Lovering  Avenue,  Wilmington,  DE 
19806-2166.  Information  must  he  received  by 
the  15th  of  the  month,  three  months  before  the 
issue,  to  ensure  timely  publication. 

Physicians'  Health  Committee 

Do  you  know  an  impaired  physican  or  a 
physician  in  trouble?  The  Physicians'  Health 
Committee  wishes  to  help.  Please  call  (302)  654- 
1001.  All  actions  of  the  Physicians'  Health 
Committee  are  confidential,  and  the  identity  of 
the  reporter  will  not  be  disclosed. 

Delaware  Ophthalmologists  Reach  Out  to 
the  State’s  Disadvantaged  Elderly,  Pro- 
vide Eye  Care 

America’s  senior  citizens  face  a double  risk: 
poverty  and  blindness.  Although  senior  citi- 
zens make  up  only  12.6  percent  of  the  total 
population,  they  account  for  more  than  half  of 
all  blind  Americans.  Yet,  with  nearly  one  in  five 
living  at  or  near  the  poverty  level,  many  senior 
citizens  put  off  routine  medical  eye  exams. 

Concerned  that  senior  citizens  are  not  get- 
ting the  medical  eye  care  they  need,  America’s 
ophthalmologists  established  the  National  Eye 
Care  Project™,  a nationwide  outreach  program. 
More  than  1,174  disadvantaged,  elderly  Dela- 
ware residents  have  called  the  Helpline  of  the 
National  Eye  Care  Project  for  assistance  with 
eye  problems  since  it  began  operation  in  1986. 

Through  the  toll-free  Helpline,  (800)  222- 
EYES,  the  National  Eye  Care  Project™  pro- 


vides brochures  on  many  common  eye  diseases 
of  the  elderly  and,  for  those  who  are  eligible,  a 
referral  to  a local  volunteer  ophthalmologist. 
Participating  physicians  provide  a comprehen- 
sive medical  eye  examination  and  care  for  any 
condition  diagnosed  at  no  out-of-pocket  expense 
to  the  eligible  individuals. 

“It  is  our  goal  as  ophthalmologists  to  make 
all  aspects  of  medical  eye  care  both  accessible 
and  affordable  to  ensure  that  every  elderly 
American  has  access  to  the  highest  quality  of 
eye  care,”  said  Joshua  Kalin,  M.D.,  president  of 
the  Delaware  Academy  of  Ophthalmology. 

It  is  estimated  that  half  of  all  blindness  is 
preventable  if  eye  disease  is  detected  early.  In 
Delaware,  comprehensive  eye  examinations  ar- 
ranged through  the  National  Eye  Care  Project™ 
have  resulted  in  the  diagnosis  and  treatment  of 
many  vision-threatening  conditions: 

• 232  cases  of  cataract 

• 23  cases  of  glaucoma 

• 49  cases  of  macular  degeneration 

• 10  cases  of  diabetic  retinopathy 

“I  urge  everyone  over  age  65  to  have  a 
medical  eye  examination  every  one  to  two  years,” 
Dr.  Kalin  said.  People  with  unusual  risks  for 
the  development  of  eye  disease  — based  on 
medical  history,  family  history,  age,  race  or  the 
presence  of  acute  or  chronic  disease  — should 
consult  their  ophthalmologist  regarding  more 
frequent  medical  eye  examinations. 

To  qualify  for  a referral  through  the  Na- 
tional Eye  Care  Project™,  the  patient  must  be 
a U.S.  citizen  or  legal  resident,  65  or  older,  who 
does  not  have  access  to  an  ophthalmologist  she 
or  he  has  seen  in  the  past. 
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The  National  Eye  Care  Project™  is  not  an 
eyeglasses  program.  Prescriptions  and  hospital 
care  are  not  covered. 

The  National  Eye  Care  Project™  is  spon- 
sored by  the  Delaware  Academy  of  Ophthal- 
mology and  the  Foundation  of  the  American 
Academy  of  Ophthalmology.  The  toll-free 
Helpline  number  is  (800)  222-EYES  ( [800]  222- 
3937).  The  Helpline  operates  weekdays,  8 a.m. 
to  4 p.m.,  Pacific  time. 

Camp  Superstuff  Offers  Normal  Camp  Ex- 
perience for  Children  with  Asthma 

Believe  it  or  not,  warmer  weather  is  quickly 
approaching,  and  soon  it  will  be  time  to  make 
plans  for  your  child’s  summer  camp.  Camp  is  a 
summer  tradition  for  many  American  children, 
but  for  children  with  asthma,  going  away  to 
camp  can  be  dangerous.  Camp  Superstuff,  a 
special  camp  for  children  with  asthma  spon- 
sored by  the  American  Lung  Association,  offers 
a chance  to  enjoy  a normal  camping  experience 
with  a complete  range  of  camp  activities. 

Camp  Superstuff  features  an  infirmary 
staffed  around  the  clock  by  physicians,  respira- 
tory therapists,  and  nurses  familiar  with 
nebulizer  equipment,  asthma  medications,  and 
procedures.  Medical  personnel  will  also  be  in- 
volved in  daily  educational  activities. 

For  more  information  on  Camp  Superstuff, 
please  call  655-7258  or  (800)  355-LUNG. 

Jefferson  Urologist  Receives 
International  Award 

Michael  B.  Chancellor,  M.D.,  assistant  profes- 
sor of  urology  at  Jefferson  Medical  College  in 
Philadelphia,  has  received  the  grand  prize  in 
the  Jacqueline  Lapides  Essay  Contest  for  neuro- 
urology. Dr.  Chancellor  was  the  primary  inves- 
tigator of  a research  paper  to  study  the  feasibil- 
ity of  muscle-assisted  urination  in  the  spinalcord 
injured. 

Dr.  Chancellor  and  associates  determined 
that  those  in  whom  spinal  trauma  has  damaged 
bladder  control  may  benefit  from  a surgical 
procedure.  The  technique  involves  wrapping 
the  rectus  muscle  with  its  own  blood  and  nerve 
supplies  around  the  bladder  and  using  electri- 


cal stimulation  to  contract  and  empty  the  blad- 
der. The  paper,  ‘TDetrusor-myoplasty  and  Func- 
tional Neuromuscular  Electrical  Stimulation  of 
the  Urinary  Bladder  after  Experimental  Spinal 
Trauma,”  was  among  entries  from  around  the 
world. 

The  abstract  of  Dr.  Chancellor’s  paper  will 
be  presented  at  the  annual  American  Urological 
"Association  meeting  in  San  Antonio,  Texas,  on 
May  20.  The  award  for  the  Lapides  Essay  Con- 
test has  been  given  since  1985. 

Working  with  Dr.  Chancellor  were  David 
A.  Rivas,  M.D.,  fellow  in  neurourology  at 
Jefferson;  Michael  J.  Erhard,  M.D,  Jefferson 
resident  in  urology;  John  Moore,  M.D.,  assis- 
tant professor  of  surgery  in  Jefferson’s  division 
of  plastic  and  reconstructive  surgery;  Steven  K. 
Salzman,  Ph.D.,  chief  of  spinal  trauma  research 
at  the  A.I.  duPont  Institute;  and  Rafael  Acosta, 
M.D.,  research  fellow  in  the  department  of 
orthopaedics  at  the  A.I.  duPont  Institute.  The 
. next  step  in  the  research  is  to  refine  a patient’s 
own  ability  to  contract  the  new  muscle  for 
bladder  emptying. 

Traditional  Traction  Used  in  a New  Way 
to  Reduce  Spinal  Cord  Injury 

The  debilitation  caused  by  a spinal  cord  injury 
may  be  dramatically  reduced  when  weights  are 
applied  as  tension  to  the  spine.  Orthopaedic 
surgeons  know  that  this  process  of  “reduction,” 
generally  applying  weight  of  up  to  50  lbs.  to  the 
spine,  sometimes  helps  to  reposition  the  dislo- 
cated vertebra.  At  Thomas  Jefferson  Univer- 
sity Hospital  in  Philadelphia,  this  procedure 
has  been  taken  further  by  showing  success  in 
reducing  the  injured  spine  with  up  to  150  lbs. 

“There  are  varying  degrees  of  trauma  that 
occur  in  a spinal  cord  injury,”  says  Jerome 
Cotier,  M.D.,  an  orthopaedic  surgeon  w]io  spe- 
cializes in  spinal  cord  injury  at  Thomas  Jefferson 
University  Hospital.  ‘We  initially  can’t  tell  just 
by  looking  at  the  patient  how  extensive  the 
damage  is.  What  we  do  know  is  that  after 
trauma,  the  spine  will  often  recoil  and  further 
impact  the  injury.  Our  goal  is  to  try  to  reduce 
that  displacement  as  early  as  possible  by  pull- 
ing the  spine  into  its  natural  shape.” 
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Dr.  Cotier’s  experience  with  treating  the 
injured  spine  is  enhanced  by  Jefferson’s  desig- 
nation as  the  Regional  Spinal  Cord  Injury  Cen- 
ter of  the  Delaware  Valley.  The  center  manages 
an  average  of  250  spinal-cord-injured  patients 
a year.  Through  a number  of  patient  cases,  the 
orthopaedic  surgery  team  has  found  that  the 
human  spine  will  often  respond  favorably  to 
weight  applied  in  traction. 

To  determine  whether  a reduction  is  appro- 
priate, the  spinal  cord  injured  patient  is  met  in 
the  emergency  room  by  a medical  team  that 
includes  a neurosurgeon,  orthopaedic  surgeon, 
rehabilitation  specialist  and  a surgeon.  After 
imaging  of  the  spine,  the  team  gauges  the 
extent  of  the  initial  injury.  If  the  fracture  looks 
as  though  it  can  be  reduced  back  into  place, 
weight  is  applied  in  5-lb.  or  10-lb.  increments.  A 
portable  X-ray  records  the  condition  of  the 
spine  after  each  new  application  of  weight.  The 
spine  sometimes  literally  clicks  into  place  when 
reduction  has  been  achieved. 

When  the  injured  vertebrae  are  aligned,  a 
halo  is  applied  to  stabilize  the  patient,  and  MRI 
is  obtained  within  24  to  72  hours  in  preparation 
for  surgery.  The  use  of  early  reduction  post- 
pones the  need  for  immediate  surgery,  thus 
giving  swelling  of  the  spinal  cord  a chance  to 
decrease.  Reductions  have  been  recorded  in  the 
medical  literature  since  the  early  1980s  in  an 
attempt  to  determine  the  cases  most  appropri- 
ate for  the  procedure  and  the  amount  of  weight 
that  will  be  effective.  However,  Dr.  Cotier  notes 
that  the  process  of  applying  the  weight  must  be 
adjusted  for  the  condition  of  each  individual 
patient. 

“Our  data  support  the  implementation  of 
reduction  as  early  as  possible,  if  it  is  appropri- 
ate,” comments  Dr.  Cotier.  “We  also  have  found 
that  this  procedure  is  most  effective  for  cervical 
injuries,  or  broken  necks,  because  function  in 
all  four  limbs  is  threatened.” 

Dr.  Cotier  notes  that  at  least  eight  patients 
who  were  paralyzed  on  admission  did  show 
some  return  of  function  following  reduction. 
“Any  return  of  function  is  heartening,”  he  said. 
“If  even  one  person  who  loses  the  use  of  his 
limbs  is  able  to  bring  his  hand  to  his  face 
through  early  reduction,  then  it  is  a worthwhile 
procedure.” 


Comprehensive  Health  Care  Reform 
Requires  All  Be  Flexible 

Out  of  control  health  care  costs  have  caused 
U.S.  manufacturers  to  rethink  their  positions 
on  individual  health  care  reform  provisions  in 
an  attempt  to  expedite  enactment  of  compre- 
hensive health  care  reform,  the  National  Asso- 
ciation of  Manufacturers  told  Congress. 

Following  the  results  of  an  NAM  health 
care  survey,  the  NAM  Board  of  Directors  ap- 
proved a resolution  which  “indicates  the  NAM 
will  be  flexible  in  reviewing  reform  proposals,” 
Alan  Peres  told  the  House  Ways  and  Means 
Health  Care  subcommittee.  “We  will  look  at 
proposals  in  their  entirety  and  not  immediately 
reject  proposals  because  we  may  oppose  indi- 
vidual provisions.” 

Peres,  manager  of  Benefits  Planning  at 
Ameritech  Corporation  and  chairman  of  the 
NAM’s  Health  Care  Policy  Subcommittee,  cit- 
ing the  15  percent  rise  in  health  care  costs  in 
1991,  reminded  the  committee  of  the  tremen- 
dous burden  these  costs  place  on  companies. 

“While  difficult  to  quantify,  there  is  a grow- 
ing belief  that  as  a result  of  increased  spending 
on  health  care,  less  is  being  spent  on  upgrading 
plant  and  facilities,  research  and  development, 
training/retraining  and  other  critical  business 
investments.” 

Peres  went  on  to  note  that  it  is  because  of 
these  out-of-control  costs  that  manufacturers 
have  taken  a new  look  at  health  care  reform 
proposals.  For  example,  25  percent  of  survey 
respondents  favored  pay-or-play  as  a stand- 
alone measure;  however,  when  combined  with 
other  elements  of  overall  system  reform,  55.3 
percent  said  they  could  support  pay-or-play. 

“As  our  survey  shows,  some  chapges  in 
thinking  are  occurring  among  manufacturers 
and  there  is  an  urgent  desire  to  enact  compre- 
hensive health  care  reform,”  said  to  Peres. 

Peres  noted  that  just  as  the  NAM  is  taking 
a more  flexible  look  at  individual  health  reform 
proposals,  “similarly,  other  groups  concerned 
with  reform  must  also  take  a broad  view  and 
compromise  when  necessary  so  we  can  achieve 
reform  before  we  further  mortgage  our  eco- 
nomic futures. 
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ELECTRONIC  INSURANCE  CLAIM  SUBMISSION  FOR  PHYSICIANS 


Electronic  insurance  claims  are  prepared  by  FIRST  STATE  MEDICAL  CLAIMS 
PROCESSING  CO.,  a professional  MED-NET  Billing  Center.  The  result  is  99% 
payment  to  the  physician  in  10  to  15  days  for  private  or  commercial  insurance  and 
22  days  for  all  federal  or  state  insurance  claims. 

Please  contact  us  to  see  when  we  can  set  up  your  FREE  15  DAY  TRIAL  PERIOD. 
You  have  nothing  to  lose  and  much  to  gain!  Why  wait?  Call  today! 


FIRST  STATE  MEDICAL  CLAIMS  PROCESSING  CO. 
P.O.  BOX  9230 
WILMINGTON,  DE  19809 
(302)-292-2206 

Vicki  L.  Taub  - President 
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Some  health  insurers  seem  to  drag  their  feet  when  it  comes  to  service.  They  don’t  listen  as 
well  as  they  should,  and  they’re  stubbornly  set  in  dieir  ways.  At  Blue  Cross  Blue  Shield  of 
Delaware,  our  service  representatives  stand  ready  to  help.  When  you  have  a question  or  problem, 
we  listen  carefully  so  we  can  take  good  care  of  you.  We’ll  do  our  best  to  see  your  point  of  view 
and  to  resolve  the  situation  properly. 

If  your  company’s  health  insurer  is  holding  back  on  ser\ice,  call  one  of  our  marketing  repre- 
sentatives at  1-800-572-4400.  You’ll  see  how  we  get  a jump  on  service. 


BlueCross  BlueShield 
of  Delaware 


You  are  invited  to  attend 


"HEALTH  CARE  REFORM  AND  THE 
FUTURE  OF  BEING  A PHYSICIAN  - 
AN  INSIDER^S  VIEW" 


at  the 

University  and  Whist  Club 

Wilmington,  Delaware 
July  13,  1993 
6:00  PM  to  7:30  PM 


Sponsored  By: 

HEALTHCARE  MANAGEMENT 
SERVICES,  INC. 


Featured  Presenter: 

Alan  Hillman,  M.D.,  Ph.D. 

Leonard  Davis  Institute  of  Health  Economics 
University  of  Pennsylvania 
and 

Former  Consultant  to  the 
Health  Care  Reform  Task  Force 


For  reservations,  contact  Michael  J.  Bradley 
at  (302)  737-6200. 

Limited  Seating  Capacity  - Cost  $25. 


SiQMZ  O^Smjahbtj^ 

A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 


SnitJiiiKj 


A DIVISION  OF 

PULMONARY  ASSOCIATES,  PA. 

Medical  Specialists  in  Lung  Health 


•0>  Physician  Directed 
Multi-Interventional 
Emphasis  on  Relapse 
Prevention 

•>  Nicotine  Patch  Therapy 

Albert  A.  Rizzo,  M.D.,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 

Group  and  Employer-Sponsored  Program 
Discounts  Available 


-220-LUNG 


PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  Thomas  W.  Fiss,  Jr.,  M.D.,  Majid  Mansoory,  M.D. 
Stephen  J.  Lawless,  M.D.,  Richard  Chesnick,  M.D. 


Magnetic  Resonance  Imaging 


is  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1 701  Augustine  Cut-Off  - Suite  1 00 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 
(302)  737-5990 
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2 Reasons 
to  select 
'KL  & POC 
or  practice 
iianagement 
software. 


ree  trial  POC®  software. 


i should  you  bear  all  the  risk?  Try  our 
: vare,  get  trained,  and  use  it  for  30 

I . If  it's  not  all  that  you  thought  it  was, 
i take  it  back  and  you  wont  have  spent 

iimy.  As  an  added  bonus  for  trying 
i Hits  On  Call  (POC),  youH  receive  2 
( s of  consulting  to  use  in  any  way  you 

I I.  Valued  at  $150,  it's  our  gift  to  you 
in)ly  for  trying  us.  In  addition,  we'll 
i you  a buyer's  guide  that  outlines  how 
jhd  the  best  system  for  your  office. 

180  day  needs-specific 
■ money  back  guarantee. 

1 after  the  first  30  days,  you'll  have  an 
E 'tional  6 month  needs-specific  money 
guarantee.  Needs-specific  means  that 
jwill  identify  functions  in  your  office 
. you  wanted  POC  to  improve  in  the 
; place.  "Satisfaction  Guaranteed" 
ns  absolutely  nothing  unless  it's  fully 
Ilified.  We'll  qualify  it,  write  it  down 
fs  keep  it.  Then,  well  use  it  as  our 
le  to  make  sure  you're  taken  care  of 

[ Free  unlimited  training, 
SKL  style. 

j 

y should  you  have  to  pay  for  training? 
5t  vendors  will  offer  20  to  40  hours, 
1 they'll  start  billing.  The  "unlimited" 
[ling  we  offer  is  exactly  that.  Use  the 
ning  as  you  need  it...  during  regular 
king  hours,  evenings  or  on  weekends, 
the  way,  weekly  training  classes  at  our 
ce  are  complimentary. 


We'll  spend  a day  at  your 
office  when  you  go  on-line. 

Being  trained  is  one  thing.  Having 
support  is  another.  We  maintain  that 
nothing  compares  to  us  being  there  with 
you  in  your  office  the  first  day  you  use 
POC  live.  We'll  be  there  with  you,  the 
whole  day.  If  you  have  a question  or  a 
problem,  all  you'll  have  to  do  is  turn 
around  and  ask. 

Evening  and  weekend 
support. 

What  happens  if  you  have  evening  hours, 
or  if  you're  on  call  this  weekend?  No 
worries.  As  an  SKL  client  you'll  be  given 
a special  number  that  will  enable  you  to 
call  during  off  hours  for  help. 

We  developed  POG. 

Owning  our  own  software  gives  us 
incredible  flexibility  and  unique 
advantages.  For  example,  we're  working 
on  nonproprietary  patient  information 
transfer  from  family  doctor  to  specialist, 
and  treatment  note  and  test  result  transfer 
from  specialist  to  family  doctor.  All  in  one 
system. 

Custom  software 
modiflcafions  at  no  charge. 

Since  we  developed  POC,  we  can  make 
custom  changes  for  you  quickly  and  at  no 
extra  cost  provided  it  can  be  incorporated 
in  a future  upgrade.  Many  of  your  peers 
using  other  systems  have  requested 
changes  such  as  additional  reports  and 
have  had  to  pay  thousands  of  dollars. 
Dont  make  the  same  mistake  they  did. 

Quarterly  Upgrades. 

As  a result  of  constantly  listening  to  our 
clients  and  because  of  our  passion  to  make 
POC  the  best  practice  management 
software  program  in  existence,  we  provide 
upgrades  quarterly  at  no  extra  cost.  We 
install  the  upgrade  for  you  and  show  your 
staff  the  changes  at  your  office. 

User's  Group  Meetings. 

Our  quarterly  POC  User's  Group  meetings 
are  fim,  educational  and  exceptional 
opportunities  for  networking.  We  have 


interesting  topics  and  invite  speakers  to 
address  healthcare  reform,  RBRVS  issues 
and  legislative  changes  that  may  affect 
your  practice. 

Local  company. 

The  SKL  Building  is  fully  equipped  with 
full-time  team  members  who  train, 
support,  program  and  consult.  We 
guarantee  immediate  software  response,  2 
hour  hardware  response  and  free  loaners 
on  turnkey  configurations. 

Expert  in  networking  and 
connectivity. 

As  a client,  you  receive  free  ongoing 
consulting.  Our  wealth  of  knowledge 
becomes  your  technical  resource  for  any 
computer  question.  If  you  want  CD 
ROM's,  document  imaging,  multimedia, 
or  interaction  between  UNIX,  Novell  and 
Macintosh.  You  name  it,  we'll  do  it. 

Endorsed  by  the  Medical 
Society  of  Delaware. 

Because  of  our  long-standing  association 
with  the  Medical  Society,  we  are  bound  to 
do  whatever  is  necessary  to  take  care  of 
you.  You  are  virtually  assured 
satisfaction.  Feel  free  to  contact  the 
Medical  Society  to  learn  first  hand  why 
SKL  has  been  selected  the  computer 
consulting  firm  of  choice  for  Delaware 
physicians.  This  one  feature  alone  gives 
you  unparalleled  leverage. 


When  you're  ready  for  real  support  and 
cutting  edge  practice  management 
software,  call  an  SKL  Team  Member  at 
888-3200  and  we'll  take  it  from  there. 


The  SKL  Building  •501  Shipley  Street 
Wilmington  • Delaware  19801 
Tel  302-888-3200  • Fax  302-888-3218 
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Christiana  Imaging  Center 
announces  the  availability  of 
Color  Flow  Doppler. 


The  addition  of  this  new  technology  will  enable  vascular 
studies  to  be  performed  in  Christiana  Imaging  Center's 
Suite  1 07.  The  most  advanced  form  of  ultrasound  available, 
color  flow  doppler  provides  enhanced  imaging  of  arterial 
or  venous  blood  flow. 

Both  patients  and  physicians  will  benefit  from  this  state-of- 
the-art  imaging  technique  at  Christiana  Imaging  Center. 

■ Studies  are  more  accurate  and  can  be  completed  faster 
than  ever  before. 

■ Superior  detail  in  imaging  small  parts,  such  as  thyroid 
and  breast  lesions,  is  now  available. 

■ Color  flow  doppler  is  a noninvasive  screen- 
ing technique  for  patients  at  high  risk  for  carotid 
artery  disease. 


■ The  availability  of  two  ultrasound  machines  facilitates 
prompt  and  easier  scheduling  of  patients. 

Color  flow  doppler  complements  the  comprehensive  array 
of  imaging  services  available  at  Christiana  Imaging  Center. 

■ MRA  ■ MRI  ■ a ■ ULTRASOUND  ■ 
■ MAAAMOGRAPHY  ■ X-RAY  ■ 

o 

To  schedule  an  appointment  call;  731-9558 

Christiana  Imaging  Center  is  conveniently  located 
in  theMedical  Arts  Pavilion  adjacentto Christiana 
Hospital. 


Christiana  imaging  Center 

A Division  ol  MCO  Holding  Company 


PRESIDENT’S  PAGE 


Health  Care  Providers  Association  of  Delaware 


Even  though  by  the  time  of  you  read  this  we 
probably  will  have  not  seen  the  results  of 
Hillary’s  Health  Care  Reform  Commission,  the 
vibrations  and  ripples  and  changes  are  already 
starting  to  occur. 

One  of  them  is  the  formation  of  the  Health 
Care  Providers  Association  of  Delaware 
(HCPAD).  This  is  an  organization  comprised  of 
the  Medical  Society  of  Delaware,  the  Associa- 
tion of  Delaware  Hospitals,  Happy  Harry's, 
Inc.,  the  nursing  homes,  and  Medlab,  Inc. 
HCPAD  has  been  organized  to  educate  the 
public,  government  officials,  and  the  health 
care  industry  about  the  importance  of  health 
care  to  the  citizens  of  Delaware  and  to  serve  as 
a responsible  resource  to  the  citizens  regarding 
health  care  access  and  delivery.  It  is  hoped  that 
this  organization  will  be  able  to  positively  influ- 
ence all  three  of  the  above  constituencies,  in  an 
effort  to  get  the  truth  out  about  the  status  of 
health  care  in  Delaware  and  the  changes  that 
are  necessary  to  improve  the  health  of  the 
citizens  of  Delaware. 

It  is  virtually  impossible  to  pick  up  any 
news  publication  or  listen  to  anything  on  the 
electronic  media  that  does  not  deal  with  the 
health  care  situation  in  the  United  States. 
Often  the  information  that  is  imparted  is  either 
misleading  or  incorrect,  and  we  hope  that  this 
organization  will  be  able  to  “set  the  record 
straight.”  We  also  hope  that  through  this  orga- 
nization, we  will  be  able  to  educate  the  various 
publics  mentioned  above  about  the  fact  that 
quick  fixes  will  probably  only  harm  the  existing 
system  rather  than  set  the  stage  for  much 
needed  reform. 


The  reason  for  establishing  this  organiza- 
tion is  that,  to  date,  the  responses  of  the  health 
care  providers  and  professional  community  have 
been  fragmented  and  often  perceived  as  unduly 
conservative.  However,  we  believe  that  it  is 
important  for  the  public  to  know  that,  in  fact, 
the  greatest  repository  ofknowledge  and  exper- 
tise lies  within  the  health  care  community. 

Through  this  organization  we,  as  provid- 
ers, must  be  prepared  to  address  the  concerns 
that  are  being  raised  by  the  public  so  that  we 
can  take  a proactive  stance  that  will  offer  well- 
reasoned  solutions  and  alternatives  as  poten- 
tially ill-conceived  programs  are  presented. 

If  we  do  not  take  the  lead  in  this  area,  we 
can  expect  the  solutions  to  be  imposed  upon  us 
rather  than  contracted  with  our  assistance. 
Furthermore,  if  government  acts  as  ithas  in  the 
past,  we  can  only  expect  expenses  to  rise  and 
regulation  and  hassle  factors  in  increase. 

By  forming  this  organization,  we  expect 
that  the  various  health  care  providers  in  the 
state  will  be  able  to  coordinate  their  responses 
and  their  legislative  lobbying  activities  so  that 
a uniform  message  can  be  sent  to  our  policy 
makers.  It  is  the  intention  of  this  organization 
to  build  membership  from  the  ground  up  so  that 
not  only  physicians,  administrators  and  own- 
ers will  be  involved  in  the  process,  but  we  will 
seek  to  gain  membership  of  all  health  care 
workers  to  mobilize  them  to  improve  and  pro- 
tect our  industry.  By  building  such  a coalition, 
we  will  also  be  able  to  demonstrate  to  our  public 
leaders  that  there  is  a community  of  under- 
standing within  the  health  care  industry  and 
that  we  cannot  be  “divided  and  conquered”  in 
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health  care  reform  efforts.  Once  our  entire 
industry  is  mobilized,  I am  sure  that  we  will  be 
able  to  more  effectively  and  more  completely 
get  our  message  to  the  public  and  our  public 
leaders. 

HCPAD  is  established  and  operating.  We 
have  been  fortunate  to  hire  as  executive  direc- 
tor Grover  Biddle,  formerly  with  the  Delaware 
State  Development  Office.  Mr.  Biddle  is  al- 
ready active  and  enthusiastic  in  promoting  our 
organization.  Our  next  major  effort  will  be  to 
build  membership  through  dues  and  contribu- 
tions so  that  the  organization  will  be  strong  and 
will  have  the  resources  to  carry  out  its  plan. 

Again,  as  I have  said  in  previous  President's 
Pages,  the  health  care  reform  movement  is  not 
necessarily  a negative  force,  rather,  it  can  be  a 
positive  force  that  will  strengthen  the  industry. 
The  formation  of  the  Health  Care  Providers 
Association  of  Delaware  is  yet  more  proof  that 
this  is  the  case. 


Nuclear 

MEDICINE 

Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-around. 


Stress  Thallium 
' Persantine  Thallium 
Gated  Cardiac  Imaging  ( MU GA ) | 
= Bone  Scans 
Thyroid  Uptake  and  Scan 
LiveiiSpleen  Scan 
Indium  III  Labeled  WBC's 
Renal  Scan 
Gallbladder 

Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  information  please  call, 

(302)  368-8150 


Omega  Nuclear  Diagnostic  Center 

is  or  affiliate  of 

Diagnostic  Imaging 
Associates 


OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Bldg.  K 
Newark  DE  19713  • (302)368-8150 
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Ch«ck  # 
0444091 


CHECK  NC 


If  you  didn’t 
get  one, 
maybe  you’re 
insured  by  the 


wrong  company... 


the  check  really  was  in  the  mail. 

Just  ask  your  colleagues  insured  by  PHICO  Insurance  Company.  Right 
now  they’re  probably  out  spending  their  share  of  the  more  than  $300,000 
in  malpractice  insurance  dividends  we  paid  this  year. 


You  see,  PHICO  offers  Delaware  doctors  a group  dividend  plan  that  shares  savings 
from  better-than-expected  claims  experience  and  investment  income  from  premiums. 
And  we’ve  now  returned  money  under  the  plan  three  straight  years. 


This  year,  it  was  the  $300,000.  Last  year,  $127,000.  The  year  before,  over  $800,000. 
That’s  over  $1.2  million  by  our  count... 


If  you’re  not  in  on  the  plan,  see  your  agent  or  broker  to  get  PHICO  coverage. 


After  all,  why  miss  out  on  the  chance  to  get  some  of  your  premiums  back  for  a change? 


Endorsed  insurer  of  the  Medical  Society  of  Delaware 


1-800-382-1378 


({f  HE  NEXT  Time 
SALES  REP 
FROI\AA 

laboratory 

OWNEP  BY  A 

PHARMACEUTICAL 

COMRANYOR 

CON6LOMERATE 
OFFERSWU 
ANOTHER  "GREAT 

IDEA  OR 

SERVICE. 


Since  1974,  Medlab  has  delivered  on  all  of  our  promises., 
with  impeccable  quality  and  unmatchable  service. 


At  Medlab,  we  give  you  more 
than  just  a glossy  brochure  or 
a glib  promise.  We  give  you 
the  respect  that  you  can  only 
get  from  a trusted  friend. 

That's  because  we  are 
your  friends,  your  neighbors, 
your  patients,  your  relatives. 
People  who  know  and  care 
about  the  people  you  care  for. 


Maybe  that’s  why  more 
than  5 times  as  many  physi- 
cians in  Delaware  choose 
Medlab  Clinical  Testing  Inc. 
for  their  patients,  than  any 
other  laboratory. 

So  the  next  time  they  try 
to  sell  you  their  latest  ideas, 
ask  them  when  they  intend 
to  deliver  on  their  old  ones. 


For  more  information,  ca 
your  Medlab  Representativ( 
at  302-655-LABS. 


IIICN 


CLINICAL  TESTING  IN( 


.BECAUSE  QUALITY  IS  ESSENTIA 
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NdiYAG  Laser  as  a Therapeutic 
Option  in  the  Management  of 
Gastrointestinal  Cancer 


Cesar  Garcia,  M.D.  Theodora  Collins,  R.N. 
Sandy  Ide,  R.N.  Lemuel  Herrera,  M.D. 
H.  Haldun  Dosluoglu,  M.D. 


A number  of  patients  suffering  from  cancer 
represent  a high  risk  for  conventional  surgical 
resections  because  of  their  advanced  age  or 
coexisting  medical  problems.  In  others,  advanced 
(stage  of  the  tumor  and  extensive  disease  at  the 
time  of  diagnosis  preclude  cure,  while  resec- 
tions with  a palliative  intent  carry  significant 
risks  of  morbidity  and  mortality,  with  a possible 
deterioration  of  the  quality  of  an  already  short- 
; ened  life  span.  For  these  patients,  nonsurgical 
ablative  procedures  should  be  considered  as 
means  for  control  of  the  primary  tumor  growth 
and  associated  manifestations. 

Laser  technology  is  advancing  rapidly,  and 
its  medical  applications  continue  to  expand  in 
Ithe  treatment  of  various  disorders.  Lasers  uti- 
lizing gases  such  as  carbon  dioxide  (COg)  and 
argon  and  those  using  neodymium lyttrium- 
' aluminum-garnet  (Nd:YAG),  which  provide 
sdifferent  physical  characteristics,  are  currently 
employed  for  specific  medical  purposes.'’^  In  the 
field  of  oncology,  the  clinician  is  now  able  to  use 

( (these  lasers  to  incise,  vaporize  tumors,  coagu- 
late bleeding  sites,  and  reopen  lumina  to  achieve 
■palliation.  In  addition,  the  laser  may  be  a cura- 


jiDrs.  Dosluoglu  and  Garcia  are  surgical  oncology  fellows  at 
Ithe  Medical  Center  of  Delaware,  Wilmington,  Delaware. 

Ii 

Ms.  Collins  is  an  operating  room  clinical  educator  at  the 
j Medical  Center  of  Delaware,  Wilmington,  Delaware. 

i Ms.  Ide  is  a nurse  in  the  gastrointestinal  laboratory  at  the 
■'Medical  Center  of  Delaware,  Wilmington,  Delaware. 


I Dr.  Herrera  is  chief  of  surgical  oncology  at  The  Medical 
' Center  of  Delaware,  Wilmington,  Delaware  and  Associate 
[Professor  of  Surgery,  Jefferson  Medical  College  of  Thomas 
Jefferson  University,  Philadelphia,  Pennsylvania. 


tive  option  for  some  superficial  cancers  such  as 
those  arising  in  Barrett’s  esophagus,  carcino- 
mas of  the  cervix,  and  some  early-stage  carcino- 
mas.'‘ 

Herein,  we  present  some  of  the  experience 
at  the  Medical  Center  of  Delaware  that  illus- 
trates the  use  of  this  technology  in  the  manage- 
ment of  gastrointestinal  tumors. 

Materials  and  Methods 

From  January  1991  to  August  1992,  eight  pa- 
tients with  biopsy-proven  colorectal,  ovarian, 
or  esophageal  cancer  producing  bleeding  and/ 
or  gastrointestinal  obstruction  were  not  consid- 
ered to  be  surgical  candidates  because  of  either 
host  or  tumor  factors  (Table  1).  Host  factors 
included  advanced  age,  refusal  to  undergo  sur- 
gery, or  a significant  surgical  risk  due  to  under- 
lying medical  illnesses.  Four  of  these  patients 
were  men  and  four  were  women.  Median  age 
was  78  years  (range,  55  to  84  years).  Five 
patients  had  colorectal  cancer,  two  had  esopha- 
geal cancer,  and  one  had  ovarian  cancer  infil- 
trating to  the  rectum  and  causing  obstruction. 
These  patients  were  treated  endoscopically  with 
an  NdiYAG  laser. 

Patients  with  esophageal  cancer  were  given 
nothing  by  mouth  after  midnight  of  the  day 
preceding  the  procedure.  Those  with  colorectal 
cancer  underwent  mechanical  bowel  prepara- 
tion, which  consisted  of  enemas,  cathartics,  and 
a liquid  diet  for  48  hours.  All  patients  were 
given  intravenous  fluids  during  the  procedure 
and  were  monitored  with  a pulse  oximeter 
(Model  E-lOO,  Medical  Data  Electronics,  Arleta, 
California),  which  was  programmed  to  include 
blood  pressure,  pulse,  respirations,  car diacfiinc- 
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; tion,  and  oxygen  saturation,  with  readings  at 
five-minute  intervals.  Each  patient  was  also 
^ I given  meperidine  (Demerol)  (25  to  50  mg  intra- 
venously) in  combination  with  midazolam 
(Versed)  (1  mg/ml  intravenously)  or  diazepam 
1 (Valium)  (5  mg/ml  intravenously),  titrated 
I slowly  to  achieve  conscious  sedation.  The  eyes 
} of  the  patients,  surgeons,  and  operating  room 
' staff  were  protected  with  goggles  (optical  den- 
sity, 5.5). 

An  Nd:YAG  laser  (Model  CL-60,  Surgical 
Laser  Technology,  Oaks,  Pennsylvania)  was 
|j  used  at  10-  to  16-watt  settings  in  a continuous- 
ij  mode  fashion.  A continuous  ‘Tjrushing”  tech- 
nique was  used  for  the  coagulation  of  bleeding 
lesions,  and  vaporization  or  crater  formation 
I was  done  for  cytoreduction  (debulking)  of 
[I  tumor  mass.  Some  patients  required  a com- 
n bi  nation  of  these  techniques  in  different  parts 
of  the  tumor  and/or  subsequent  treatments. 
The  energy  was  delivered  through  a 600-mi- 
j cron  Teflon®Hsheathed  quartz  fiber  with  a 10- 
I degree  divergence.  A red  5-watt  helium-neon 
j beam  was  used  for  visibility.  Isotonic  saline 
solution  was  used  for  coaxial  cooling  of  the  fiber 
and  to  prevent  overdistention  from  coaxial  air. 
Ambient  air  can  also  be  used  for  coaxial  cooling 
I of  the  fiber  and  to  dilute  colonic  gas.  If  a free 
( fiber  was  used,  the  laser  beam  was  delivered 
tangential  to  the  lesion  to  avoid  bowel  perfora- 
tion but  close  enough  (<  1 cm)  to  produce  vapor- 
ization. The  variously  shaped  tips  (flat,  round, 
I chiseled)  were  used  in  direct  apposition  to  the 
j tumor. 

I Results 

I The  number  of  Nd:YAG  laser  treatments  ranged 
from  one  to  five  (mean,  1.8)  (Table  1).  Treat- 
ment duration  ranged  from  eight  to  35  minutes 
(mean,  17  minutes).  The  patients  received  a 
mean  of  4,648  joules  (range,  686  to  12,950 
I joules)  (Table  1).  The  fiber  transmission  of  laser 
light  ranged  from  77  percent  to  94  percent 
1 (mean,  90  percent).  The  number  of  pulses  ranged 
j from  14  to  95  (mean,  34). 

; Most  patients  were  treated  on  an  outpa- 
j tient  basis;  for  those  admitted  to  the  hospital, 
i the  length  of  hospital  stay  did  not  exceed  three 
days  and  was  mandated  primarily  by  other 
medical  reasons. 


No  significant  complications  occurred  as  a 
result  of  treatment.  The  only  side  effect  was 
severe  but  self-limited  proctitis  in  one  elderly 
patient  (patient  6 [Table  1]),  who  required  hos- 
pitalization for  observation  and  intravenous 
fluid  support.  Bleeding  was  controlled  effec- 
tively and  obstruction  was  relieved  in  all  eight 
patients  (Figs.  1 to  3).  In  both  patients  treated 
for  esophageal  cancer,  the  lumen  was  opened, 
and  oral  fluids  and  feedings  were  started  on  the 
first  postoperative  day  to  maintain  hydration 
and  nutrition. 

Successful  outcome  was  defined  as  relief  of 
the  symptoms  of  obstruction  or  bleeding.  Fol- 
low-up ranged  from  two  to  18  months  (mean, 
four  months).  Patients’  outcomes  are  presented 
in  Table  1. 

Discussion 

LASER  is  an  acronym  for  ‘light  amplification 
by  stimulated  emission  of  radiation.”  The  basic 
physical  characteristics  of  the  laser  beam  are 
that  of  a coherent  light,  comprising  photons  of 
a specific  wavelength  that  are  in  phase  in  both 
time  and  space.  The  wavelength  emitted  is 
governed  by  the  active  medium  (COg,  argon, 
Nd:YAG)  within  a resonator  chamber  in  which 
the  emission  of  light  is  stimulated.  The  differ- 


Figure  1.  Barium  swallow  before  (left)  and  after 
(right)  laser  ablation  and  hydrostatic  dilation. 
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Figure  2A.  (Left)  Obstructing  tumor  in  the  esophagus,  22  cm  from  the  incisors. 

Figure  2B.  (Right)  Chiseled  tip  of  the  contact  Nd:YAG  laser  and  appearance  after  treatment. 


Figure  3A.  (Left)  Obstructing  and  bleeding  carcinoma  of  the  rectum  in  an  84-year-old  patient. 
Figure  3B.  (Right)  Lumen  after  Nd:YAG  laser  vaporization. 


ent  lasers  currently  in  use  in  medicine  have 
different  wavelengths,  giving  them  different 
biologic  effects.®'®  For  example,  the  argon  laser 
beam,  which  has  a wavelength  of  488  to  514 
nanometers  (nm),  is  heavily  absorbed  by  pig- 
ments such  as  melanin  and  hemoglobin  and  is 
transmitted  by  water  and  through  fiberoptic 
systems.  The  soft-tissue  damage  is  limited  to  1 
mm,  and  this  laser  produces  predictably  good 
coagulation  of  small,  superficial  vessels.  The 
NdiYAG  laser  (1,006  nm)  causes  3 to  4 mm  of 
tissue  damage;  it  may  be  used  as  an  ablative  or 
coagulating  tool  and  coagulates  deeper  vessels. 


The  COg  laser  beam  (10,600  nm)  is  highly  ab- 
sorbed by  water  and  creates  highly  selective 
damage  (0.1  mm).  It  is  an  ideal  cutting  tool, 
commonly  used  in  the  management  of  skin  and 
cervical  lesions. 

Of  the  three  laser  types,  only  the  COg  laser 
is  not  suitable  for  fiberoptic  delivery;  ^is  is 
because  of  its  long  wavelength.  The  Nd:YAG 
laser,  however,  is  well  suited  for  endoscopic  use 
owing  to  the  availability  of  flexible  fiber  deliv- 
ery systems,  the  reliability  and  predictability  of 
tissue  penetration,  and  the  availability  of  con- 
tact tips.  It  can  also  be  used  nonendoscopically. 
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In  another  modality  of  treatment,  an  ar- 
gon-dye laser  has  been  used  in  combination 
with  a photosensitizer  (hematoporphyrin  de- 
rivative) in  the  treatment  of  tumors;  this  mo- 
dality is  referred  to  as  “photodynamic  therapy” 
(PDT).^®  The  expectations  for  what  can  be 
achieved  with  PDT  are  significant,  because  it 
allows  for  selective  destruction  of  tumor  cells 
where  the  photosensitizer  has  been  trapped. 
The  availability  of  PDT  is  limited  to  institutions 
participating  in  current  clinical  trials  (Phases  I 
to  III). 

Endoscopic  laser  therapy  (ELT)  with  any  of 
the  aforementioned  lasers  for  lesions  in  the 
lower  and  upper  gastrointestinal  tract  has  be- 
come widespread. ELT  has  been  found  to  be 
more  cost-effective  than  conventional  surgical 
alternatives  for  the  management  of  local  tu- 
mors because  it  is  generally  done  on  an  outpa- 
tient basis  with  intravenous  sedation  and  is 
associated  with  minimal  morbidity.  Repeated 
sessions  of  ELT  can  be  done  at  regular  intervals 
as  necessary. A disadvantage,  however,  is 
that  ELT,  with  the  possible  exception  of  photo- 
dynamic therapy,  is  not  effective  for  the 
extraluminal  component  of  the  tumor. 

The  indications  for  ELT  are  as  follows:  (1) 
as  a palliative  intervention  in  patients  with 
extensive  local  or  disseminated  disease  or  in 
those  who  refuse  to  undergo  surgery;  (2)  as  a 
temporizing  intervention  to  improve  the 
preoperative  status  of  patients  with  lesions 
producing  obstruction  or  bleeding  or  patients 
with  operative  risk  factors  that  can  be  im- 
proved in  the  interim  (e.g.,  opening  of  the 
lumen  to  allow  for  bowel  preparation  and  cleans- 
ing) (As  an  example,  patient  1 [Table  1]  re- 
ceived laser  therapy  for  immediate  control  of 
bleeding  before  being  sent  for  preoperative  ra- 
diotherapy and  subsequent  sphincter-preserv- 
ing surgery  for  rectal  cancer.);  and  (3)  as  a 
curative  measure  in  patients  with  benign  dis- 
ease in  order  to  avoid  a major  operation  or  to 
preserve  anorectal  function.  Several  reports 
indicate  that  ELT  can  be  an  effective  and  defini- 
tive therapeutic  modality. 

Summary 

We  report  the  use  of  ELT  utilizing  an  Nd:YAG 
laser  in  a group  of  patients  with  cancer  who 
represented  a significant  surgical  risk.  Effec- 


tive palliation  was  achieved,  with  minimal 
morbidity,  and  the  quality  of  life  of  most  of  our 
patients  was  preserved  or  enhanced,  at  a mini- 
mal physiologic  cost. 

In  carefully  selected  patients,  ELT  has 
proved  to  be  a safe  and  highly  effective  proce- 
dure for  the  management  of  gastrointestinal 
cancers.  It  should  be  considered  a valuable 
addition  to  the  treatment  armamentarium  of 
the  practicing  clinician  dealing  with  patients 
with  advanced  cancers  or  patients  with  signifi- 
cant medical  conditions  precluding  surgical 
resection. 
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Successful  Resuscitation  From 
Cardiopulmonary  Arrest  Following 
Deliberate  Inhalation  of  Freon  ® 
Refidgerant  Gas 


Abstract 

Presented  is  a case  of  successful  resuscitation  of 
cardiopulmonary  arrest  following  inhalation  of 
a fluorinated  hydrocarbon.  Fluorinated  hydro- 
carbons have  a direct  cardiotoxic  effect.  We 
found  no  previous  reports  describing  resuscita- 
tion with  good  neurologic  outcome  of  a patient 
in  cardiopulmonary  arrest  subsequent  to  inha- 
lation of  a fluorinated  hydrocarbon.  Early  by- 
stander cardiopulmonary  resuscitation  and 
ACLS  provider  intervention  help  to  contribute 
to  improved  patient  survival.  We  present  a case 
illustrating  the  utility  of  basic  life  support  and 
early  advanced  life  support,  followed  by  a re- 
view of  the  pertinent  literature. 

Introduction 

Freon  refrigerant  gas  intoxication  with  result- 
ant morbidity  and  mortality  has  been  described 
following  accidental  exposure  and  intentional 
inhalation.^'®  Cardiac  arrhythmias  and  sud- 
den death  may  result  from  exposure  to  such 
agents. Most  cases  have  been  reported  in 
the  popular  press  rather  than  in  medical  litera- 
ture and  have  ended  with  poor  outcomes  or 
prolonged  hospital  courses."  Our  literature 
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search  failed  to  provide  information  on  cases  of 
Freon  intoxication  that  presented  with  hemo- 
dynamic instability  and  survived  resuscitative 
efforts  with  neurologic  recovery.  Presented  here 
is  a case  of  intentional  Freon  exposure  resulting 
in  sudden  death  with  a positive  outcome.  In  our 
case  report  we  reiterate  the  potentially  devas- 
tating effects  of  such  inhaled  fluorocarbons  and 
the  significant  need  to  relay  this  information  to 
health  care  professionals  and  the  general  pub- 
lic. 

Case  Report 

The  patient  was  a 17-year-old  white  female 
with  a history  of  Crohn’s  disease  and  anemia, 
who  was  taking  prednisone,  azulfidine,  and 
folic  acid.  On  the  evening  of  admission,  she  had 
been  inhaling  Freo/i  in  the  company  of  several 
friends.  One  of  the  youths  had  purchased  the 
Freon  in  a local  automotive  supply  store.  A 
police  officer  on  routine  patrol  happened  upon 
these  youths  in  their  parked  car.  Investigating 
the  scene,  he  found  the  patient  to  be  unrespon- 
sive, pulseless  and  apneic.  Cardiopulmonary 
resuscitation  (CPR)  was  initiated  by  the  officer 
and  was  continued  during  transport  to  our 
Emergency  Department  by  a local  volunteer 
ambulance  company. 

En  route,  the  ambulance  was  met  by  a team 
of  advanced  life  support  (ALS)  paramedics. 
They  found  an  initial  rhythm  of  ventricular 
fibrillation.  The  patient  was  defibrillated  with 
200  joules,  converting  the  rhythm  to  a wide 
complex  bradycardia  that  gradually  changed  to 
a sinus  tachycardia  during  oral  intubation.  An 
intravenous  line  was  started.  The  estimated 
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time  between  loss  of  consciousness  and 
defibrillation  was  seven  minutes. 

On  arrival  at  the  Emergency  Department 
the  patient  was  noted  to  have  a radial  pulse  of 
138  beats  per  minute,  a blood  pressure  of  90/60 
mm  Hg  and  was  in  sinus  rhythm  on  the  moni- 
tor. She  was  breathing  spontaneously  with  oxy- 
genated bag-valve-mask  assist  and  neurologi- 
cally  had  fixed  and  dilated  pupils  at  9 mm  on 
presentation  which  resolved  to  5 mm  and  reac- 
tive after  five  minutes.  Her  eyes  remained 
closed  to  all  stimuli.  She  alternated  between 
decorticate  posturing  and  responding  to  local- 
ized pain  with  spontaneous  movement  of  all 
extremities. 

The  physical  exam  was  otherwise  unre- 
markable and  a CT  scan  of  the  head  was  nega- 
tive. An  intravenous  bolus  of  methylpred- 
nisolone  was  administered  because  of  her  his- 
tory of  chronic  steroid  use.  The  patient  was 
transferred  to  the  pediatric  intensive  care  unit 
(PICU)  without  further  intervention.  A total  of  . 
one  hour  and  20  minutes  was  spent  in  the 
Emergency  Department.  Approximately  four 
hours  after  admission,  she  was  awake,  alert, 
following  commands  and  had  no  gross  focal 
neurological  deficit.  No  hemodynamic  instabil- 
ity had  been  noted  from  the  time  of  her  arrival 
in  the  Emergency  Department.  At  this  point 
she  was  extubated. 

The  patient  was  observed  for  24  hours  in 
the  PICU  without  event  and  was  transferred  to 
an  unmonitored  bed.  She  experienced  an 
uncomplicated  hospital  course  and  was  dis- 
charged to  her  parents'  care  two  and  one-half 
days  after  admission,  with  follow  up  in  adoles- 
cent medicine  and  child  psychiatry.  The  other 
occupants  of  the  car  experienced  no  adverse 
effects  secondary  to  their  exposure  to  Freon. 

Discussion 

Freon  is  one  of  a series  of  fluorinated  and 
chlorinated  hydrocarbons  used  as  refrigerant 
gases  and  formerly  as  propellants  for  aerosols. 
These  agents  may  decompose  into  chlorine, 
hydrogen  fluoride,  phosgene  or  chloride  gases, 
all  of  which  are  extremely  toxic. ^ The  two 
most  common  fluoroalkanes  are  dichlorodiflu- 
oromethane  {Freon  12)  and  trichloromono- 


fluoromethane  {Freon  11).  Fluoroalkanes  are 
relatively  nontoxic  and  are  used  to  coat  nonstick 
surfaces  such  as  Te/Zon.®The  propellant  may  be 
separated  from  the  active  ingredient  by  invert- 
ing the  can  and  releasing  the  contents  into  a 
receptacle  to  inhale  the  intoxicant.  Fluorocar- 
bons are  absorbed  more  rapidly  from  inhalation 
than  from  oral  ingestion.  The  distribution  half- 
life  is  rapid  as  compared  with  the  elimination 
half-life  because  of  slow  release  from  fat  stores.^ 
These  agents  also  have  very  low  boiling  points 
and  may  cause  freezing  of  skin  if  they  come  in 
contact  with  body  parts  for  more  than  three  to 
five  seconds. “ There  is  no  literature  available 
as  to  the  long-term  sequelae  from  chronic  expo- 
sure. Due  to  the  possibility  of  fluorocarbons 
reacting  with  the  ozone  and  depleting  the  ultra- 
violet radiation  shield  of  the  atmosphere,  the 
United  States  has  placed  restrictions  on  the  use 
of  Freon  as  a propellant. 

Most  cases  in  the  literature  involve  leaking 
air  conditioning,  refrigerant  systems  or  in- 
tentional inhalation.^®  There  exists  vast 
interpersonal  variability  in  the  toxic  effect 
of  the  inhaled  Freon.  It  is  difficult  to  pre- 
dict which  patient  will  become  symptomatic 
and  to  what  degree.  Also,  there  is  no  predictable 
relationship  between  toxicity  and  the  frequency 
or  duration  of  sniffing.^  Brief,  low  concentra- 
tion exposure  may  only  cause  mild  mucosal 
irritation.  Higher  doses  or  prolonged  exposure 
may  cause  corneal  or  skin  burns  and  respira- 
tory irritation  leading  to  bronchial  constric- 
tion.^® 

The  cardiovascular  side  effects  of  Freon 
toxicity  are  the  most  deadly  and  are  those  upon 
which  the  majority  of  this  discussion  is  cen- 
tered. It  was  originally  thought  that  the  cardiac 
manifestations  of  Freon  inhalation  were  re- 
lated to  anoxic  events.  Sniffers  were  frequently 
found  dead  with  their  heads  still  encased  in  the 
plastic  bag  used  to  inhale  the  aerosol.^  Inhala- 
tion from  an  enclosed  space  results  in  hypoxia 
because  of  displacement  of  atmospheric  oxy- 
gen. Taylor  and  Harris  investigated  a possible 
relationship  between  sudden  death  in  asth- 
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matics  secondary  to  the  increased  use  of 
pressurized  aerosol  bronchodilators,  which 
first  became  available  in  the  late  1950s. 
These  studies  revealed  that  fluoroalkane 
gases  sensitized  mice  to  asphyxia-induced 
cardiac  rhythm  disturbances.^'*  Bronchodilators 
currently  in  use  contain  trichloromono- 
fluromethane  and  dichlorodifluoromethane  as 
propellants.*®  Further  studies  carefully  main- 
tained normal  and  elevated  arterial  oxygen 
tension,  carbon  dioxide  tension  and  pH,  yet  the 
malignant  arrhythmias  still  occurred  when  dogs 
were  exposed  to  fluorinated  hydrocarbons.^*® 
One  case-control  study  showed  a possible,  but 
not  clear,  connection  between  ventricular  ectopy 
and  fluorocarbon  exposure  in  humans  having 
daily  occupational  exposure  during  refrigera- 
tor repair.® 

Arrhythmias  noted  included  sinus  brady- 
cardia, A-V  dissociation  with  escape  rhythms, 
and  ultimately  ventricular  fibrillation.*®  De- 
spite immediate  removal  of  the  offending  agent 
at  the  first  sign  of  arrhythmia  and  immediate 
institution  of  resuscitative  efforts,  50  percent  of 
animals  could  not  be  revived.® 

The  mechanisms  by  which  fluorocarbons 
induce  arrhythmias  include:  (1)  increased  sen- 
sitization of  the  heart  to  the  arrhythmogenic 
effect  of  catecholamines,  (2)  decreased  myocar- 
dial contractility,  (3)  reduced  cardiac  output, 
(4)  irritated  respiratory  tract  mucosa  resulting 
in  reflex  vagal  and  sympathetic  tone.®  Another 
proposed  mechanism  is  through  interference 
with  calcium  distribution  across  membranes.*® 

There  have  been  multiple  case  reports  in 
the  literature  on  morbidity  and  mortality  sec- 
ondary to  accidental  exposure  to  fluorocarbons. 
In  one  instance,  a hose  from  an  air  conditioning 
system  of  a ship  ruptured,  developing  a leak. 
Trichlorotrifluormoethane  leaked  into  a com- 
partment and  three  sailors  were  exposed  to  the 
gas  and  collapsed.  CPR  and  advanced  life  sup- 
port were  initiated,  but  the  patients  expired. 
Six  paramedics  also  required  hospitalization 
because  of  symptoms  developed  during  the  res- 
cue attempt.®  A similar  case  involving  Freon 
gas  which  caused  multiple  deaths  was  reported 
in  Japan  in  1975.“ 

Intentional  inhalation  of  volatile  hydrocar- 
bons reached  epidemic  proportions  during  the 


1960s.®  There  continue  to  be  sporadic,  docu- 
mented cases;  they  have  been  reported  in  the 
popular  press  rather  than  in  medical  litera- 
ture. *“  N early  half  of  the  deaths  from  all  inhaled 
intoxicants  between  1971  and  1979  occurred 
secondary  to  Freon  abuse  according  to  one 
study.®  Death  was  usually  sudden  and  occurred 
shortly  after  the  initiation  of  inhalant  use.  The 
majority  of  cases  occurred  during  the  first  four 
years  of  the  study  and  only  five  additional 
instances  were  reported  during  the  later  four 
years.  The  authors  hypothesized  that  this  de- 
crease was  due  to  the  media  publicizing  the 
dangerous  effects  of  recreational  sniffing.  Also, 
manufacturers  began  to  substitute  less  toxic 
gases  for  the  Freon} 

Recent  reported  cases  describe  accidental 
pediatric  exposure.  An  8-year-old  attempted  to 
further  inflate  by  mouth  a pool  float  partially 
filled  with  Freo^i.  She  was  later  found  comatose 
in  a pool  and  exhibited  gross  hemoptysis  during 
resuscitation.  The  hospital  course  was  23  days 
long,  during  which  time  the  patient  required 
prolonged  respiratory  support  secondary  to 
ARDS.  She  was  extubated  on  day  18  and  dis- 
charged on  day  23.®  Neurologic  status  was  noted 
to  rapidly  improve  during  the  hospitalization, 
but  no  mention  was  made  regarding  discharge 
disability. 

A 6-year-old  inhaled  Freon  from  a party 
balloon  and  lost  consciousness  with  resultant 
cardiac  standstill.  Ventilatory  support  was  dis- 
continued on  day  three  secondary  to  evidence  of 
brain  death  (on  CT  and  EEG)  and  the  patient 
expired  68  hours  post  exposure.® 

Inhalation  exposure  is  the  most  common 
route  of  intoxication  of  fluorinated  hydrocar- 
bons. Treatment  is  mainly  supportive.  Supple- 
mental oxygen  and  movement  of  the  patient  out 
of  contaminated  areas  is  of  utmost  importance; 
calming  of  the  patient  is  crucial  to  prevent 
possible  excess  adrenergic  stimulation.  Moni- 
toring and  adequate  ventilation  and  oxygen- 
ation are  essential.  Dilantin  may  be  useful  for 
ventricular  arrhythmias  and  catecholamines 
should  be  avoided  because  of  hypersensitivity 
of  the  myocardium  (except  during  resuscitative 
efforts).*®’*®  Cardiopulmonary  resuscitation  and 
ACLS  protocols  should  be  instituted  as  indi- 
cated.*'* 
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Summary 

Our  patient  presented  with  an  intentional  ex- 
posure to  Freon  to  obtain  a “high.”  Previous 
reports  in  the  literature  have  dealt  with  delete- 
rious effects  of  fluorinated  hydrocarbons,  usu- 
ally with  death  as  the  end  result.  An  astute 
police  officer  with  basic  cardiac  life  support 
training  and  a well-trained  paramedic  response 
allowed  our  patient  to  survive  and  leave  the 
hospital  neurologically  intact  within  a rela- 
tively short  time  period.  Comprehensive 
psychoneurologic  testing  still  has  to  be  per- 
formed to  identify  any  long-term  disability. 

It  is  important  to  note  that  the  response  to 
inhalation  of  these  agents  exhibits  extreme 
interpatient  variability  with  regard  to  dose  and 
duration  of  exposure.  By  the  time  the  symp- 
toms occur,  patients  are  unable  to  cease  these 
agents  in  time  to  prevent  cardiac  arrhythmias 
and  “sudden  death.” 

This  case  illustrates  the  importance  of  teach- 
ing basic  life  support  to  rescue  and  police  per- 
sonnel as  well  as  to  the  general  public.  It  is  not 
very  often  we  see  immediate  and  gratifying 
results  from  rapidly  initiated  basic  life  support. 
If  the  police  officer  had  not  pulled  up  at  that 
exact  moment,  the  results  could  have  been 
disastrous.  A rapid  response  time  for  paramed- 
ics is  essential  to  improve  morbidity  and  mor- 
tality with  respect  to  all  forms  of  out-of-hospital 
cardiac  arrest.^® 

It  is  ironic  that  many  inhaled  medications 
in  use  today  contain  fluorocarbon  propellants, 
while  the  same  propellants  have  been  removed 
from  household  products.  It  is  important  to 
inform  both  physicians  and  the  general  public 
about  the  potential  risks  of  improperly  used 
broncho  dilators  or  those  in  which  the  active 
ingredient  is  finished. 

More  extensive  publicity  about  the  harmful 
effects  of  inhaled  fluorocarbons  needs  to  be 
incorporated  into  school  health  curriculums  as 
well  as  in  the  general  media.  It  is  hoped  that 
added  attention  to  this  issue  will  eliminate  the 
numerous  senseless  and  preventable  deaths 
associated  with  fluorocarbon  exposure. 
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• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 


HIP,  KNEE  & FOOT 

4.  SWIM  THERAPY 


MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN’S  RD. 
CHRISTIANA/NEWARK,  DE 


737-9465 

KELWAY  PLZ.,  314  E.  MAIN  ST. 
NEWARK,  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 


Del  Med  Jrl,  June  1993,  Vol  65,  No  6 


379 


DBA  COLLECTION 

AND  ADMINISTRATIVE  SERVICES,  INC. 
The  Medical  Collection  Specialists 


Featuring; 


❖ Completely  Automated  Systems 

❖ Hard  Copy  or  Tape  Transfer  of  Accounts 

❖ Custom-Tailored  Programs  for  Each  Client 

❖ Precollect  Ser\dces 

❖ Complete  Monthly  Reports 

❖ Credit  Reporting 

❖ Free  Accounts  Receivable  Consultations 
On-Site  Systems  Programming 

❖ Billing  of  All  Third-Party  Payers 


Providing  Services  for: 

❖ Ambulance  Ser\dces 

❖ Anesthesiology 

❖ Dentists 

❖ Dermatology 

❖ Emergency  Room  Physicians 

❖ Endocrinology 

❖ Family  Practices 

❖ Gynecology 


❖ Hospitals 

❖ MRI  and  CAT  Scan  Facilities 

❖ Nuclear  Medicine 

❖ Oncology 

❖ Ophthalmology 
<*  Pathology 

❖ Radiology 

❖ Surgery 


Members  of: 

❖ American  Collectors  Association  (ACA) 

❖ ACA  Healthcare  Clients'  Ser\dces  Program 

❖ Eastern  Seabord  Collectors  Association,  Inc. 


For  more  information,  please  contact  Karen  A.  Carello  at 

(302)  479-5282 


We  are  just  the  kind  of  medicine 
that  your  delinquent  collections  need! 


RADIOGRAPH  OF  THE  MONTH 


James  Lally,  M.D. 


Figure  1. 


Figure  2. 


Figure  3. 


Figures  1,2  and  3 were  acquired  after  a 50-year-old  asymptomatic  woman  presented 
with  an  abnormal  chest  radiograph.  What  is  the  most  likely  diagnosis? 
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Radiograph  of  the  Month 


Diagnosis:  Mediastinal 
Bronchogenic  Cyst 

Figure  1 shows  a well-defined  soft  tissue  den- 
sity projecting  to  the  right  of  the  mid-thoracic 
spine.  Figure  2,  a lateral  view  with  barium  in 
the  esophagus,  demonstrates  narrowing  and  a 
smooth  extrinsic  impression  on  the  mid-esopha- 
gus. Figure  3 is  a CT  scan  of  the  thorax  with 
intravenous  contrast  that  shows  a large,  cystic, 
middle  mediastinal  mass  compressing  the  dis- 
tal main  pulmonary  artery.  The  images  display 
the  typical  appearance  of  a subcarinal 
bronchogenic  cyst. 

Mediastinal  bronchogenic  cysts  are  con- 
genital anomalies  that  embryologically  arise 
from  an  abnormal  division  of  the  early  respira- 
tory tract.  They  are  part  of  the  spectrum  of 
congenital  mediastinal  cysts  that  include 
bronchogenic  cysts,  esophageal  duplication 
cysts,  and  posterior  mediastinal  neurenteric 
cysts. 

Although  less  common  in  infancy,  broncho- 
genic cysts  have  been  detected  in  patients  from 
infancy  to  the  eighth  decade.  Bronchogenic 
cysts  can  present  as  mediastinal  masses  or  as 
an  intrapulmonary  density.  The  intrapul- 
monary  bronchogenic  cysts  are  more  common 
in  males;  two-thirds  of  them  are  seen  in  the 
lower  lobes.  Most  of  the  pulmonary  cysts  com- 
municate with  adjacent  bronchi  and  clinically 
present  with  secondary  infection.  Since  the 
secondary  infection  and  bronchial  communica- 
tion results  in  an  air-fluid  level,  they  are  often 
radiographically  confused  with  a pulmonary 
abscess  or  a cavitary  neoplasm. 

Maier  has  classified  mediastinal  cysts  by 
location:  paratracheal,  carinal,  hilar  and 
paraesophageal.  A well-defined  subcarinal  mass 
projecting  to  the  right  of  the  midline  is  the 
classical  appearance  of  a mediastinal  broncho- 
genic cyst,  as  in  the  case  illustrated  above.  In 
infants  and  young  children,  mediastinal 
bronchogenic  cysts  are  more  likely  to  result  in 
tracheal  or  main  bronchus  obstruction.  Respi- 
ratory distress  or  recurrent  pneumonia  more 
often  occurs.  Mediastinal  bronchogenic  cysts 
are  usually  an  incidental  finding  in  an  adult. 
Secondary  infection  can  be  seen,  but  is  infre- 
quent. 

Radiographically,  intrapulmonary  broncho- 
genic cysts  are  imaged  as  a sharply  margin- 


ated,  ovoid,  pulmonary  mass  with  or  without 
air-fluid  levels.  Although  the  diagnosis  is  fre- 
quently suspected  beforehand,  most  of  the  pa- 
tients with  bronchogenic  cysts  undergo 
thoracotomy  and  cyst  resection.  Middle  medi- 
astinal bronchogenic  cysts  frequently  displace 
the  barium-filled  esophagus.  This  finding, 
though,  is  certainly  not  specific,  as  intratho- 
facic  lymphoma  or  metastatic  mediastinal 
lymphadenopathy  may  have  a similar  effect  on 
the  esophagus. 

Computed  tomography  and,  in  recent  years, 
magnetic  resonance  imaging  have  allowed  a 
more  specific  diagnosis  of  mediastinal 
bronchogenic  cysts.  Several  articles  in  the  lit- 
erature have  described  higher  than  anticipated 
CT  Hounsfield  numbers  of  these  cysts.  The  high 
protein  content,  cellular  debris,  and  old  blood 
often  result  in  CT  Hounsfield  numbers  well 
above  the  water  measurement  of  0 expected  of 
a cyst. 

Recent  reports  have  described  the  MR  find- 
ings of  mediastinal  cysts.  These  articles  typi- 
cally detail  the  high  specificity  of  MR  in  diag- 
nosing mediastinal  cysts.  The  very  high  signal 
intensity  on  the  T2-weighted  images  supports 
the  diagnosis  of  a fluid-containing  structure. 

The  more  specific  diagnosis  afforded  by 
CT  and  MR  has  expanded  the  therapeutic 
options  available  to  physicians  in  the  treat- 
ment of  mediastinal  bronchogenic  cysts.  In 
the  past,  these  lesions  were  treated  by 
thoracotomy  and  cystectomy.  Transthoracic  and 
transbronchial  needle  aspiration  techniques 
have  given  physicians  a novel  diagnostic  and 
therapeutic  approach  to  mediastinal  broncho- 
genic cysts.  Physicians  may  consider  these 
alternatives  to  surgery  after  a likely  di- 
agnosis of  mediastinal  cyst  is  made  by  CT  or 
MR.  Since  they  are  benign  lesions,  a less 
invasive  therapeutic  technique  seems  reason- 
able. 
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Now  that  your  senior  partner  has 
retired  and  the  new  internist  has  bought  into  the  practice, 
your  own  retirement  plans  have  gotten  a little  firmer. 

You  finally  sold  the  rental  property  you’ve  owned  for  years. 
What  to  do  with  the  proceeds  is  another  question. 


You  have  one  partner,  two  nurses  and  one  receptionist. 
And  two  brokers  who  both  phoned  with  a unique  investment. 


And  your  office  manager  just  reminded  you 
the  premium  for  your  malpractice  insurance  is  due  next  month. 


It  s time  you  talked  with  a private  banker 
from  Wilmington  Trust. 


We  understand  the  special  financial  requirements  of  physicians  who  want  to  make  the 
most  of  their  practices  for  themselves  and  their  families. 

The  private  bankers  at  Wilmington  Trust  are  talented  professionals  who  can  coordinate 
customized  credit  and  insurance  arrangements,  provide  estate  planning,  manage  investments 
and  develop  tax-advantaged  retirement  benefit  plans. 

If  you  are  among  those  actively  building  substantial  assets,  call  David  Ernst  in  Private 
Banking  at  (302)  651-8855. 

^ WILMINGTON  TRUST  t=J 


Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
- especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


l|  ®CQO02-351£r31 

■j  10  mL  HM510 
‘"Its  per  mL  QQ/ 

^ulin 

insuSn  rA 


insulin 

\ f’’’®  suspension 

insulin  ^ 


im&jlin 


HiunuUri  (§) 

human  insulin 
[recombinant  DNA  origin] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  he  made  cautiously 
and  only  under  medical  supervision. 

' Humulin'^  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 
tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 8-B-349310  © 1993,  eli  lilly  and  company 


BOARD  OF  MEDICAL  PRACTICE 


E.  Wayne  Martz,  M.D. 


It  is  probably  fair  to  say  that  a very  high  propor- 
tion of  problems  and  complaints  between  the 
public  and  the  medical  profession  arise  out  of 
failures  of  communication  and  understanding. 
The  more  we  isolate  ourselves  from  the  public, 
the  worse  it  gets.  Our  technical  language  and 
our  topics  of  conversation  isolate  us.  We  are 
most  comfortable  with  each  other.  Insurance 
and  third-party  payers  form  another  major 
buffer,  isolating  us  from  direct  contact  with  our 
patients.  An  overly  protective  office  staff  can  be 
another  insulator. 

Wide  disparities  in  income  lead  us  to  live 
and  move  in  different  worlds,  and  we  lose  sight 
of  how  long  it  takes  the  average  person  to  earn 
$500  to  $ 1,000,  let  alone  how  unthinkable  it  is  to 
many  people  to  actually  save  those  amounts.  An 
auto  rep  air  bill  of  $ 7 00  i s an  irritant  to  us , but  an 
anesthesiologist’s  bill  for  $700  to  a person  living 
on  Social  Security  can  represent  total  wipeout. 
So  how  can  we  find  ground  to  understand  each 
other? 

Day  in  and  day  out  I get  complaints  reflect- 
ing the  growing  estrangement  of  the  medical 
profession  from  the  average  person.  No  wonder 
we  are  excluded  from  their  deliberations  on  how 
to  set  up  medical  care  delivery  systems.  They 
have  no  confidence  that  we  actually  know  or 
understand  their  problems,  just  as  the  average 
person  has  no  confidence  that  the  justice  system 
actually  dispenses  justice. 

In  addition  to  fee  disputes  and  overbearing 
office  staffs,  one  of  the  most  frequent  items  of 
misunderstanding  is  the  medical  record.  Whose 
is  it?  Who  has  a right  to  see  it?  Perhaps,  who  has 
a right  to  what  portions  of  it?  Is  it  different  for 
hospital  records  as  opposed  to  office  records? 


The  public  thinks  it  knows  the  answers  to  these 
questions,  but  the  trouble  is  we  don’t  agree. 
Everyone  has  a different  answer  that  he  or  she 
is  sure  of.  Evidently  there  are  different  answers 
in  different  areas,  and  certainly  individual  dif- 
ferences from  one  physician  to  another.  I was 
taught  and  firmly  believed  that  a patient’s  office 
record  is  a collection  of  notes  made  by  the  doctor 
to  remind  him  or  her  of  the  unique  characteris- 
tics of  this  particular  patient.  I used  to  put  little 
symbols  and  lines  and  abbreviations  in  the 
record  that  would  have  no  meaning  for  anyone 
else,  just  like  lecture  notes.  They  were  intended 
solely  for  my  use.  But  I realize  now  that  this  is 
an  oversimplification  of  a very  complex  prob- 
lem. 

Many  different  things  find  their  way  into 
the  patient’s  record  — lab  reports.  X-ray  re- 
ports, insurance  papers.  Sometimes,  depending 
on  your  office  system,  billing  and  accounting 
information.  And  what  about  consultation  re- 
ports? Are  they  the  property  of  the  person  who 
wrote  them  (in  confidence)?  Or  of  the  person 
who  received  them?  Or  of  the  person  who  paid 
for  them,  the  patient  or  insurer?  Sometimes 
there  are  letters,  to,  from  or  about  the  patient, 
and  sometimes  — perish  the  thought,  they  are 
from  attorneys. 

Ah,  there’s  the  rub,  when  the  attorneys  get 
into  it.  It’s  one  thing  when  Mary  Jones  says, 
“Doctor  would  you  check  for  me  and  find  the 
exact  date  of  my  first  operation  in  1989?”  It’s  a 
different  thing  when  she  storms  into  your  office 
demanding  her  record,  and  says,  “I’m  going  to 
find  myself  a new  doctor  who  will  take  better 
care  of  me  than  you  do!”  And  it’s  a still  different 
escalation  when  you  get  a letter  from  her  attor- 
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ney  saying,  “Send  me  forthwith  the  entire  record 
of  Mary  Jones.  Signed  release  is  enclosed.”  The 
expectation  is  that  that  record  is  going  to  be 
dissected  sentence  by  sentence  and  word  by 
word.  They  are  not  lookingfor  medical  informa- 
tion. They  are  nit  picking  with  a foregone  con- 
clusion, and  a determination  to  find  something 
wrong,  just  like  the  PRO,  OSHA,  JCAHO  and 
the  IRS.  You’re  in  big  trouble,  doctor. 

It  got  too  complex  for  me,  and  besieged  as  I 
am  every  day  by  angry  people  demanding  that 
I get  their  records  for  them,  I came  to  realize 
that  I don’t  know  the  answers.  So  I called  my 
friend  Walt  Powell,  medical  director  of  the 
HMO  of  Delaware.  Their  current  policy  is  that 
they  do  not  give  records  to  patients.  “We  don’t 
want  those  records  floating  around  all  over 
town  where  we  don’t  know  whose  hands  they 
may  fall  into  and  who  is  really  responsible  for 
them.”  If  they  are  needed  elsewhere  on  an 
emergency  basis,  they  will  even  fax  portions  of 
the  record  to  any  responsible  physician  the 
patient  designates. 

It  sounded  good  to  me,  so  I asked  what 
authority  he  based  this  on,  and  Walt  replied, 
“Vic  Battaglia’s  article  in  y oar  Delaware  Medi- 
cal Journal."  So  I inquired  at  the  Medical  Soci- 
ety, and  pretty  soon  Vic  called  me.  ‘Wayne,  the 
answer  is  very  simple  and  very  clear.  The 
patient’s  record  belongs  to  the  patient.”  Wow! 
That  means  we  have  to  be  very  careful  what  we 
write  or  put  in  there.  We  can’t  really  be  very 
frank  and  forthright.  No  more  pejorative  words 
like  “fat”  and  “skinny.”  No  more  references  to 
people  as  neurotic  or  hypochondriacal.  We  must 
use  politically  correct  language  and  phrase  our 
words  carefully  to  avoid  committing  ourselves 
too  far.  Radiologists  already  know  this. 


It  happens  that  I meet  weekly  with  Malcolm 
Cobin,  who  is  another  very  smart  and  shrewd 
attorney.  He  is  pretty  high  up  in  the  attorney 
general’s  office  and  is  assigned  to  work  with  our 
Board  of  Medical  Practice  to  try  to  keep  us  out 
of  trouble  and  guide  me  and  the  Board  through 
the  complexities  of  the  law.  I related  all  this  to 
him  and  pointed  out  that  such  a policy  could  ji 
^ave  very  deleterious  effects  on  the  quality  of 
medical  practice.  We  are  not  interested  in  | 
adversarial  jousting,  but  in  a search  for  truth; 
let  the  chips  fall  where  they  may.  If  doctors  f 
continually  have  to  hedge  and  dissimilate  they  || 
might  not  get  to  truth  until  autopsy,  and  maybe  1 

not  even  then.  He  then  advised  that  if  a doctor 
chooses  to  make  a summary  of  the  office  record, 
including  everything  important  to  the  continu- 
ing care  of  the  patient,  that  might  be  acceptable 
in  most  cases,  at  least  for  medical  purposes  if 
not  for  legalities. 

Perhaps  after  all  this  I can  come  to  some  | 
conclusions  that  we  can  work  with  on  a day-to-  I 
day  basis;  < 

1.  Granted  that  a well-kept  record  is  the  i 

doctor’s  best  friend  and  protection  in  time 

of  legal  trouble,  nevertheless.  j 

2.  The  record  exists  for  the  benefit  of  the  | 

patient,  and  should  be  available  and  used  i 
for  that  purpose.  Any  time  it  is  in  the  | 
patient’s  best  interests  to  have  the  record,  it 
should  be  given  to  him  or  her  on  request  ' 
(with  a suitable  release).  I 

3.  Be  careful  what  you  write  and  how  you  i 

write  it,  realizing  that  there  is  a good  prob- 
ability that  the  patient  will  read  it  some 
day. 


Stephen  V.  Rapposelli,  PT,  CSCS,  and  Jennifer  A.  Rapposelli,  PT 


PHYSICAL  THERAPY 


> at  Hockessin 


Specialists  in  Orthopedic  and  Neurologic  Rehabilitation 
720  Yorklyn  Road,  Suite  110,  Hockessin,  DE  19707,  (302)  234-2288 
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OFFICE  SPACE 
TO  SHARE 

LIMESTONE 

MEDICAL 

CENTER 

Lab,  X*ray, 
Surgicenter  and 
Urgent  Care  on  Site 

Available  M,W,F 

Call  994-9441 


Attention:  Medical  Doctors 
Is  your  financial  strategy 
as  healthy  as  your  patients? 


If  you  feel  that  your  current  financial  plan  is  in  an 
unstable  condition,  you  need  to  consult  an  experienced 
financial  advisor  who  can  give  you  sound  advice. 

Barry  W.  Yei;ger,  Jr.  handles  profit-sharing,  corporate, 
and  personal  accounts  for  a number  of  medical 
professionals  in  the  Wilmington  area. 

Call  today  for  a professional  referral  or  to  anange  a 
personal  meeting. 

Barry  W.  Yerger,  Jr. 

Associate  Vice  President-Investments 
1220  N.  Market  St. 
Wilmington,  DE 
302-594-3207  or  800-328-2768 

Prudential  Securities 

Member  SIPC 


VASCULAR  LABORATORIES  OF  DELAWARE 

NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  213 

Newark  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  I I 2 

4745  Stanton -Ogletown  Road 
Newark  DE  19713 

(302)  368-1130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D. 

Billie  Gray,  R.N.,  R.V.T. 

Director 

Doreen  Mahoney,  L.P.N. 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


Unparalleled  service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  ten  convenient  locations  with  a complete  range  of 
diagnostic  imaging,  including: 


— High-field  MRI 

— — “ MR  Angiography  (Superior  1.5  Tesla  image  quality) 
Nuclear  diagnostic  studies  and  SPECT  imaging 
— ^ CT  Scan 

Low-dose  mammography 
— — — OB  and  general  ultrasound 

Fluoroscopy 

General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  ten  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting  via 
fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are  sched- 
uled promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 


Diagnostic  imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 

Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 

Lindell  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 

Lindell  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 995-2037 

Brandywine  Imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 

Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


COMMITTEE  REPORT 


Ethics  Committee 
January-March  1993 


Physician  Fees 

At  the  invitation  of  the  Ethics  Committee,  Dr. 
E.  Wayne  Martz  reviewed  some  complaints 
received  by  the  Board  of  Medical  Practice  about 
physician  fees.  Restraint  of  trade  concerns  have 
made  peer  review  of  questionable  fees  almost 
impossible  for  the  Medical  Society.  The  commit- 
tee did  not  realize,  however,  that  the  legisla- 
tively authorized  Board  of  Medical  Practice 
also  finds  it  difficult  to  respond  to  the  public’s 
unhappiness  about  some  physicians’  fees.  This 
limited  ability  is  frustrating  to  the  Board,  be- 
cause physicians  can  often  defend  their  fees  by 
pointing  to  an  insurance  company’s  willingness 
to  pay  what  appears  to  be  an  exorbitant  fee.  It 
is  also  frustrated  by  the  court’s  tendency  to 
consider  fees  a private  contract  between  a phy- 
sician and  patient,  where  there  is  no  legal 
prohibition  against  such  private  contracts.  The 
Board  also  has  to  limit  its  member  investigators 
to  more  serious  allegations  against  physicians. 

It  has  been  suggested  that  it  might  be 
helpful  to  publicize  excessive  fees,  some  of  which 
were  described,  anonymously,  by  Dr.  Martz. 
Professional  and  public  awareness  of  such  ex- 
cessive fees  could  be  a significant  deterrent  to  a 
practice  which  is  not  fair  to  the  patient  and 
reflects  poorly  on  the  medical  profession.  The 
committee  agreed  that  the  problem  was  real 
and  that  publicity  might  discourage  outrageous 
fees,  but  hesitated  to  agree  to  a change  in  the 
current  regulations,  which  assure  confidential- 
ity of  unproven  patient  complaints. 

At  the  March  meeting  the  committee  was 
asked  if  it  would  be  feasible  to  establish  a listing 
of  an  acceptable  fee  range  based  upon  the  pub- 


lished Medicare  fee  system  so  that  a guideline 
could  be  established  above  which  a physician 
might  be  asked  to  justify  his  or  her  fee.  The 
committee  was  hesitant  to  address  that  sugges- 
tion because  fees  vary  too  much,  especially  from 
specialty  to  specialty.  It  was  pointed  out  that 
excessive  fees  are,  like  pornography,  easily 
recognized  but  hard  to  define.  As  an  alterna- 
tive, the  committee  suggested  that  if  the  Board 
of  Medical  Practice’s  limitations  in  addressing 
the  fee  complaints  was  related  to  a lack  of 
physician  investigators,  that  it  should  be  pos- 
sible to  deputize  groups  of  the  state’s  physicians 
to  carry  out  needed  preliminary  investigations 
for  the  Board. 

The  committee  hopes  that  publicity  such  as 
this  about  the  problem  of  excessive  fees  will 
alert  physicians  to  the  need  to  be  sure  that  their 
fees  are  appropriate  to  the  service  rendered. 
This  should  include  whether  the  service  ren- 
dered was  necessary  in  the  first  place.  It  is 
recognized  that  some  fees  are  errors  due  to 
office  support  staffs  misinterpretation  of  the 
preferred  code  for  a nonroutine  procedure. 

If  this  report  can  avoid  the  charging  of  even 
one  “excessive”  fee,  this  preventive  exercise  can 
be  considered  worth  the  effort.  Prevention  is,  as 
usual,  preferable  to  adjudication.  Everyone  will 
have  profited:  the  patient,  the  involved  physi- 
cian and  the  medical  profession. 

Physicians  with  a Financial 
Interest  in  a Pharmacy 

The  Ethics  Committee  was  asked  by  the  Board 
of  Pharmacy  if  it  was  ethical  for  a physician  to 
have  a major  interest  in  or  own  a pharmacy 
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which  his  or  her  patients  may  use.  This  request 
was  in  response  to  recent  expansion  of  physi- 
cian pharmacy  ownership  in  several  other  states. 

The  committee  leaned  heavily  on  the  AMA 
guidelines  from  the  1992  Code  of  Medical  Eth- 
ics, which  permit  a physician  to  operate  a 
pharmacy  or  dispense  drugs  if  there  is  no  re- 
sulting exploitation  of  patients.  The  guidelines 
make  it  clear  that  under  no  circumstances  may 
physicians  place  their  own  financial  interest 
above  the  welfare  of  their  patients.  Yet  under 
the  conflict  of  interests  section  of  the  guide- 
lines, the  AMA  Opinions  on  Practice  Matters 
state  \hat physician  ownership  interests  in  com- 
mercial ventures  can  provide  important  ben- 
efits in  patient  care.  Physicians  are  free  to  enter 
lawful  contractual  relationships,  including  ac- 
quisition of  ownership  interests  in  health  facili- 
ties, products  or  equipment.  However,  when 
physicians  refer  patients  to  facilities  in  which 
they  have  an  ownership  interest,  a potential 
conflict  of  interest  exists.  In  general,  physicians 
should  not  refer  patients  to  a health  care  facility 
which  is  outside  their  office  practice  and  at 
which  they  do  not  directly  provide  care  or  ser- 
vices when  they  have  an  investment  interest  in 
the  facility. 

The  last  statement  reflects  the  stronger 
stance  taken  at  the  December  1992  AMA  House 
of  Delegates  meeting  after  there  had  been  criti- 
cism of  a resolution  passed  in  June  1982,  which 
stated  that  self-referral  was  ethical  so  long  as  a 
physician  discloses  ownership  to  the  patient. 


That  had  modified  a narrower  guideline  passed 
in  December  1991.  The  temporary  change  made 
in  June  1982  was  a recognition  that  not  all 
physician  ownership  of  medical  facilities  cre- 
ated a conflict  of  interest  and  that  limiting 
physician  ownership  might  restrict  patient  ac- 
cess to  needed  facilities.  It  may  be  that  proposed 
legislation  in  Congress  to  make  such  an  activity 
illegal  contributed  to  the  need  to  make  a clearer 
and  stronger  statement  at  the  December  House 
of  Delegates  meeting. 

The  MSD  Ethics  Committee  pointed  out 
that  patients  usually  have  a choice  of  pharma- 
cies, so  that  conflicts  of  interest  are  less  likely  in 
physician  ownership  interest  in  a pharmacy. 
Delaware  physicians  are  urged  to  be  wary  of 
efforts  to  “sell”  them  on  fiscal  investments  in 
pharmacies.  It  is  most  important  to  have  assur- 
ances that  such  an  ownership  interest  in  a 
pharmacy  would  not  raise  either  ethical  or  legal 
questions. 

The  MSD  Board  of  Trustees’  response  to  the 
Board  of  Pharmacy  reaffirmed  the  AMA  guide- 
lines, which  permit  a physician  to  own  or  oper- 
ate a pharmacy  or  dispense  drugs  if  there  is  no 
resulting  exploitation  of  patients.  At  the  same 
time,  the  trustees  used  the  communication  to 
the  Board  of  Pharmacy  to  point  out  the  thera- 
peutic inconsistency  of  selling  medications  and 
tobacco  products  in  the  same  retail  establish- 
ment. 

Robert  W.  Frelick,  M.D. 


8.032  CONFLICTS  OF  INTEREST:  HEALTH  FACILITY  OWNERSHIP  BY  A PHYSI- 
CIAN. Physician  ownership  interests  in  commercial  ventures  can  provide  important 
benefits  in  patient  care  Physicians  are  free  to  enter  lawful  contractual  relationships, 
including  the  acquisition  of  ownership  interests  in  health  facilities,  products,  or  equip- 
ment However,  when  physicians  refer  patients  to  facilities  in  which  they  have  an 
ownership  interest,  a potential  conflict  of  interest  exists  In  general,  physicians  should  not 
refer  patients  to  a heal(h  care  facility  which  is  outside  their  office  practice  and  at  which 
they  do  not  directly  provide  care  or  services  when  they  have  an  investment  interest  in  that 
facility 

There  may  be  situations  in  which  a needed  facility  would  not  be  built  if  referring 
physicians  were  prohibited  from  investing  in  the  facility  Physicians  may  invest  in  and 
refer  to  an  outside  facility,  whether  or  not  they  provide  direct  care  or  services  at  the 
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facility,  if  there  is  a demonstrated  need  in  the  community  for  the  facility  and  alternative 
financing  is  not  available  Need  might  exist  when  there  is  no  facility  of  reasonable  quality 
in  the  community  or  when  use  of  existing  facilities  is  onerous  for  patients  In  such  cases 
the  following  requirements  should  also  be  met  (1)  physicians  should  disclose  their 
investment  interest  to  their  patients  when  making  a referral,  provide  a list  of  effective 
alternative  facilities  if  they  are  available,  inform  their  patients  that  they  have  free  choice 
to  obtain  the  medical  services  elsewhere,  and  assure  their  patients  that  they  will  not  be 
treated  differently  if  they  do  not  choose  the  physician-owned  facility;  (2)  individuals  not 
in  a position  to  refer  patients  to  the  facility  should  be  given  a bona  fide  opportunity  to 
invest  in  the  facility  on  the  same  terms  that  are  offered  to  referring  physicians;  (3)  the 
opportunity  to  invest  and  the  terms  of  investment  should  not  be  related  to  the  past  or 
expected  volume  of  referrals  or  other  business  generated  by  the  physician  investor  or 
owner  (4)  there  should  be  no  requirement  that  a physician  investor  make  referrals  to  the 
entity  or  otherwise  generate  business  as  a condition  for  remaining  an  investor;  (5)  the 
return  on  the  physician’s  investment  should  be  tied  to  the  physician’s  equity  in  the  facility 
rather  than  to  the  volume  of  referrals;  (6)  the  entity  should  not  loan  funds  or  guarantee 
a loan  for  physicians  in  a position  to  refer  to  the  entity;  (7)  investment  contracts  should 
not  include  “noncompetition  clauses”  that  prevent  physicians  from  investing  in  other 
facilities;  (8)  the  physician’s  ownership  interest  should  be  disclosed  to  third-party  payers 
upon  request;  (9)  all  internal  utilization  review  program  should  be  established  to  ensure 
that  investing  physicians  do  not  exploit  their  patients  in  any  way,  as  by  inappropriate  or 
unnecessary  utilization;  (10)  when  a physician’s  commercial  interest  conflicts  to  the 
detriment  of  the  patient,  the  physician  should  make  alternative  arrangements  for  the  care 
of  the  patient  (II,  III,  IV) 

Published  from  the  1992  Current  Opinions  of  the  Council  on  Ethical  and  Judical 
Affairs  of  the  American  Medical  Association. 


Healthcare  Management  Services.  Inc. 

As  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 
professionals  who  specialize  in  the  "Business  of  Medicine".  Healthcare  Management  Services.  Inc,  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today’s  evolving  healthcare  environment.  Some  of  the  valuable  services  that 
we  provide  to  our  local  clients  are  — 

Revenue  Enhancement  Programs  Accounts  Receivable  Management 

Reimbursement  & Coding  Reviews  Practice  Operational  Reviews 

Medical  Billing  & Collections  Medicare  Pre-Audit  Evaluations 

To  speak  to  our  consultants,  please  contact  Bill  Carello,  Michael  Bradley  or  David  Krigstein  at  — 

Healthcare  Management  Services,  Inc. 

3513  Concord  Pike 
Wilmington,  DE  19803 

Telephone:  (302)  737-6200  or  (302)  478-9283 
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EDITORIAL 


A Letter  to  Hillary  Rodham  Clinton 


This  editorial  originally  was  a letter  sent  to  Hillary  Rodham  Clinton  regarding  the 
national  health  care  reform. 


Medical  care  in  the  United  States  is  inherently 
costly.  It  is  on  the  cutting  edge  of  global  technol- 
ogy and  labor  intensive.  Equipment  and  ser- 
vices meet  a high  level  of  quality  and  reliability, 
and  care  is  universally  available  if  you  are  of 
means  or  have  insurance.  Regulatory  and  li- 
ability burdens  are  substantial,  so  intrinsically 
medical  care  is  expensive.  However,  costs  can 
be  controlled,  accessibility  be  provided  for  all, 
and  excellence  maintained,  if  the  following  poli- 
cies are  instituted. 

Preventive  Medicine 

If  something  is  costly,  avoid  having  to  purchase 
it.  How  you  live,  work  and  travel  influences 
medical  care  needs.  A local  HMO  reduces  pre- 
miums if  the  family  physician  certifies  that 
members  are  making  progress  in  physical  fit- 
ness and  lifestyle  modification  programs.  When 
you  rewrite  tax  codes,  adjust  rates  to  reflect  if 
you  smoke,  are  obese,  participate  in  physical 
fitness  programs,  etc.  Institute  an  excise  tax  on 
zero  nutrition  foods,  such  as  greaseburgers, 
and  double  the  tax  if  salmonella  or  E.  Coli  are 
included. 

Greater  use  of  seat  belts,  air  bags,  and  safer 
work  places  are  important.  Inaugurating  a pro- 
gram on  prenatal  care  or  weight  control  is  not 
as  exciting  as  dedicating  a new  hospital  wing, 
but  in  some  respects  it  is  more  important.  When 
possible,  insurance  premiums  or  deductibles 
need  to  reflect  lifestyle  choices  and  how  the 
individual  uses  medical  care.  Payoffs  from  these 


programs  are  slow  to  materialize,  but  large 
once  an  impact  is  made. 

End  Provider  and  Consumer 
Isolation  from  Costs 

It  is  very  difficult  to  control  costs  in  a free 
market  economy  when  the  consumer  does  not 
have  to  directly  pay  for  services,  and  when  the 
provider  is  automatically  paid  from  a third 
party.  This  needs  to  change. 

On  the  consumer  side  of  the  equation,  two 
families  come  to  mind.  One  cared  for  an 
Alzheimer’s  parent  by  rotating  the  patient 
among  three  children’s  homes  every  four 
months.  It  was  a strain,  but  they  made  out. 
Another  family  transferred  all  the  parent’s  as- 
sets, and  on  paper  the  person  was  indigent.  The 
patient  spent  the  last  year-and-a-half  in  a nurs- 
ing home  Medicaid  bed. 

Estate  taxes  should  be  adjusted  to  reflect 
the  cost  of  government-paid  care  beyond  what 
the  person  contributed.  To  track  fund  trans- 
fers, some  countries  require  a simple  net  worth 
statement  with  tax  returns.  After  fainily  needs 
are  met,  such  as  educating  the  children,  some 
life  insurance  funds  should  go  toward 
uncompensated,  ongoingterminal  care.  Patients 
need  to  know  the  cost  of  elective  services  up 
front,  and  premiums  or  deductibles  need  to  be 
adjusted  if  they  choose  costlier  suppliers. 

On  the  provider  side,  managed  care  can 
decrease  costs  and  help  control  utilization.  If 
medical  reimbursement  is  made  universal,  it  is 
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important  to  encourage  the  use  of  cost-con- 
scious, quality  providers.  Charge  abusers  are 
rare,  but  can  run  the  gamut  from  individual 
practitioners  to  large  hospitals.  The  abusers 
are  generally  known  to  either  HMOs,  medical 
society  review  boards,  or  licensing  agencies. 
Legal  mechanisms  need  to  be  put  in  place  so 
that  these  providers  can  be  notified,  and  if  their 
patterns  do  not  change,  the  abuses  will  at  the 
very  least  be  widely  publicized.  Every  legiti- 
mate supplier  should  want  this  issue  addressed 
as  it  hurts  us  all. 

Quality  Issues 

Private,  state  and  federal  initiatives  are  under 
way  to  profile  providers.  The  analysis  is  fine  if 
the  data  truly  captures  the  initial  severity  of 
illness,  tracks  what  happens,  and  validly  de- 
scribes the  ultimate  outcome.  Assuming  this, 
the  next  problem  is  too  much  emphasis  is  placed 
on  the  wrong  end  of  the  spectrum;  on  the  few 
proverbial  “bad  apples.”  Describe  what  hap- 
pens at  the  best  institutions,  from  when  the 
individual  with  chest  pain  first  dials  911  to  the 
kind  of  follow  up  done  after  discharge.  This  is 
the  care  to  emulate  and  it  is  what  needs  to  be 
focused  on.  The  best  way  to  modify  patient  care 
patterns  is  to  show  in  a nonconfrontational  way 
what  works  best.  Do  not  focus  on  the  rare 
quality  of  care  problems  as  HCFA  now  does. 
Excellent  care  is  not  the  cheapest,  but  I would 
suspect  that  in  total  it  is  less  costly  than  na- 
tional averages. 

Tort  Reform 

This  needs  to  be  addressed,  not  just  because 
our  currentlegal  system  increases  medical  costs, 
but  because  it  stifles  innovation  and  risk  taking 
in  many  industries.  When  a manufacturer  is 
held  to  the  flawless  performance  of  a product,  or 
a physician  to  an  unconditional  guarantee  that 
“nothing  is  wrong,”  you  will  find  costs  for  such 
warranties  appallingly  high. 

Administration  and  Regulation 

Medicare,  JCAHO  and  many  states  all  impose 
hospital  guidelines.  This  is  costly,  and  there 


should  be  just  one  standard;  a good  example  is 
how  the  F ederal  Aviation  Association  governs 
aviation.  There  needs  to  be  more  standardiza- 
tion of  forms  and  electronic  claims  submission. 
Here  progress  is  being  made. 

Ethical  Issues 

^ A tremendous  amount  of  funds  are  sometimes 
expended  during  the  waning  life  of  a terminal 
cancer  patient.  At  the  opposite  end  of  the  spec- 
trum, very  intensive  neonatal  care  can  be  inap- 
propriate. You  could  provide  tens  of  thousands 
of  immunizations  for  the  cost  of  one  long  stay  in 
an  intensive  care  unit.  Oregon  tried  to  address 
this  question,  and  it  needs  to  be  revisited. 

Cost  Shifting  and  Universal  Insurance 

Many  individuals  are  uninsured,  so  hospitals 
have  to  collect  more  from  those  with  coverage. 
Consequently,  rates  go  up,  fewer  people  or 
companies  can  afford  policies,  and  a vicious 
cycle  ensues.  People  arrive  at  the  hospital  sicker, 
and  so  require  more  intense  care.  This  must 
end,  and  it  can  by  a combination  of  mandated 
private  and  public  coverage.  Premiums  would 
be  less  than  current  rates  as  cost  shifting  will 
no  longer  be  necessary.  Illnesses  will  be  treated 
earlier  which  will  result  in  savings.  WThen  you 
look  at  utilization  rates  in  a well-managed, 
quality  care  program,  there  is  an  ample  supply 
of  facilities  in  the  United  States  to  handle  the 
increased  load  considering  private,  state  and 
federal  facilities,  such  as  the  VA  system. 

The  bottom  line,  though,  is  the  patient. 
When  you  awaken  at  3 a.m.  with  severe  belly 
pain  and  are  vomiting  blood,  you  want  to  know 
you  can  go  to  your  local  hospital,  its  staff  is  in  a 
league  with  the  best,  and  its  .equipment  is  not 
dated  because  of  budgetary  restraints.  This  can 
not  come  cheaply,  and  we  should  not  expect  it 
to.  However,  if  the  issues  of  preventive  medi- 
cine, cost  isolation,  quality  initiatives,  tort  re- 
form, administrative  changes,  ethical  questions, 
cost  shifting  and  universal  insurance  coverage 
can  be  addressed,  all  citizens  of  the  United 
States  will  benefit.  Yes,  we  can  have  universal 
coverage,  excellent  care  and  bring  cost  under 
control. 
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Many  of  these  ideas  are  not  original,  and 
although  I have  been  active  in  medicine  beyond 
my  practice,  they  do  not  necessarily  represent 
the  position  of  any  particular  organization.  I 
appreciate  your  consideration,  and  if  you  be- 
lieve I could  be  of  further  help  in  assisting  you 
or  President  Clinton  in  this  exciting  and  chal- 
lenging endeavor,  please  contact  me. 

Brett  Elliott,  M.D. 


"Ron's  Rule  — I give 
myself  one  week  to 
meet  new  people  and 
start  having  fun  on  a 
locum  tenens 
assignment.  It  hasn't 
tailed  me  yet.  " 

Ron  Richmond,  MD, 
joined  the 

CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
of  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  A soft- 
spoken  New  Yorker.  Ron  Richmond  knows... 


It's  a great  way  to 
practice  medicine 

CompHeaHh 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Conference  Facilities 


The  Educated  Choice 
In  Conference  Centers 

You  CAN  choo.se  any  conference  center.  Or  Yor 

CAN  CI100.se  the  CONFERENCE  CENTERS  THAT  ARE  THE 
STANDARD  BY  'XTIICH  OTHERS  ARE  JUDGED  Ol  R 
CENTERS  HAVT  THE  ENV'IRONMENTS  TJtAT  ONLY  AN’  AFFII.I- 
■ATION  VOTH  A MAJOR  l'NI\TRSI7T'  CAN  FRO\7DE.  UnIQI’E, 
TOO,  ARE  Ol’R  FACILITIES,  AMENITIES,  SUPPORT  STAFF 
AND  CENTER  SITES:  We  OFFER  THREE  DI\TRSE  CENTERS 
\X7IICH  CAN  MEET  THE  NEEDS  OF  XIRTUA.I.S'  A1.L  TlTES 
AND  SIZES  OF  CONFERENCES,  .MEETINGS,  PROFESSIONAL 
DEVELOPMENT  PROGRAMS,  BANQUETS  AND  SPECIAL 

EVTNTs.  W Our  Newark  Center  features  Ciavton 
Hall,  the  mo.st  technologically  ai7\’an'ced  confer- 
ence FACII.nY'  IN  THE  STATE,  WITH  ON-CAMPUS  HOUSING 

a\’A]iable  Jl'ne  through  Augu.st  The  facilities  at 
OUR  Wilmington  Center  are  more  intimate, 
ranging  from  the  .stately  Goodstay  Mansion  to 

THE  NESX'LY  OPENED  ArsI  IT  HaLL,  ThE  ATMOSPHERE  AT 

OUR  Virden  Center  in  Lewes  is  retreatlike;  the 
.SEASIDE  .surroundings  ARE  BEAITIFUL  and  iraOILED, 
W Call  for  more  information.  Now  .making  an 

educated  choice  in  CONFERENCES  IS  ACADEMIC.  W 


Newark  Wilmington  Lewes 


(302)  (302)  (302) 

831-2214  573-4419  645-4100 
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We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained 
as  well  as  low  cost  life  insurance. 
One  weekend  a month  plus  two 
weeks  a year  or  less  can  bring 
you  pride  and  satisfaction  in 
serving  your  country. 


Call:  (301)981-9829 

Name 

Or  Fill  Out  Coupon  and  Mail  Today! 

To:  MSGT  Johnson  or  MSGT  Farr 
2400  RRMS/RSH-1 
STP  3.  Bldg  3720  RM  16 
Andrews  AFB,  DC  20331-5757 

A(idress 

rit-y 

State 

ZiD 

Phone 

Prior  Service?  Yes 

No 

Medical  Specialty 

. Date  of  Birth 

AIR  FORCE  RESERVE 


25-30 1-00 17 


A GREAT  WAY  TO  SERVE 


I LETTER  TO  THE  EDITOR 


Response  to  “Cognitive 
Physician”  Editorial 


I Dr.  Newman’s  editorial,  “Cognitive  Services 
I and  the  New  World  Order,”  prompted  an  in- 
i creasingly  familiar  response  as  I read.  I recog- 
I nize  the  cognitive  physician  in  my  father  and  in 
I my  current  family  physician.  A cognitive  physi- 
k cian  is  a doctor  who  all  patients  want;  a doctor 
' who  listens,  who  cares,  and  who  heals.  I have 
! seen  cognitive  physicians  heal  by  listening  when 
i specialists  and  testing  have  been  unable  to 
I discover  the  problem.  I agree  with  Dr.  Newman 
: that  members  of  the  internal  medicine  commu- 
I nity  are  comparatively  underpaid. 

As  a parent,  it  sometimes  seems  that  most 
I of  my  children’s  illnesses  surface  in  the  evening, 

^ on  weekends  or  over  holidays.  I’m  sure  this 
) phenomenon,  coupled  with  the  “I-want-to-talk- 
I to-a-doctor-no«;”  syndrome  is  familiar  to  most 
parents  who  have  worried  over  a sick  child. 

I Every  time  I am  reassured  by  a late-night  or  off- 
hour  return  call  from  my  family  physician,  I 
I think  about  how  dedicated  a doctor  must  be  to 
i be  “on  call” ...  and  how  much  the  doctor’s  family 
I must  miss  the  time  he  or  she  has  to  spend 
I calling  or  treating  patients.  What  seems  most 
1 unfair  to  me  is  that  this  time  spent  calling 
patients  is  basically  “unpaid.” 

I had  a lawyer  once  who  charged  me  a 
minimum  of  $15  every  time  he  picked  up  a 
telephone  on  my  behalf.  Yet  when  my  doctor 
' does  the  same,  he  gets  no  compensation. 

Perhaps  physicians  should  charge  for  an 

II  office  visit  (or  some  other  set  fee)  when  they 
conclude  a telephone  consultation,  especially  if 
the  patient  is  not  required  to  come  in  for  an 
: examination.  Patients  are  making  use  of  your 
I knowledge  and  expertise  at  bargain  rates  ... 
free\ 


Though  this  wouldn’t  solve  the  inequities 
between  the  cognitive  and  procedural  pay  rates, 
perhaps  the  medical  “industry”  would  appreci- 
ate more  the  long  hours  put  in  by  the  dwindling 
numbers  of  internal  medicine  physicians.  You 
could  even  put  in  for  “shift  differential”  for 
nights  and  weekends! 

Just  an  idea  from  one  patient  who  thanks 
her  lucky  stars  for  cognitive  family  physicians. 

Ruth  Ann  Ashby 


Medical  Office  Space 
For  Sale  or  Lease 


2300  Pennsylvania  Avenue 

Suites  from  1 ,300  to  2,700  sq.  ft. 
Call  Page  Wilgus,  429-4574 


■iiiMifteUiiA 

nilTERSON 

SCHWARTZ 

COMMERCIAL  PROPERTIES 
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ENDORSED  BY 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

*V.E.B.A.  PLAN 

\ 

FEATURES 

TAX 

DEDUCTIBLE 
CONTRIBUTIONS 
TO  AN 

LR.S.  APPROVED 
TRUST 

EVEN  IF . . . 

• YOUR  PENSION  PLAN  IS  MAXIMUM  FUNDED 

• YOUR  PENSION  PLAN  IS  OVER  FUNDED 

• YOU  HAVE  NO  PENSION  PLAN 


PLEASE  SEND  ME  A copy  of  your  informational  pamphlet  on  the  *V.E.B.A. 

program.  I understand  there  Is  no  obligation. 

NAME 

ADDRESS 

DATE  OF  BIRTH TELEPHONE  # ( ) 

Mail  to:  THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA.  19047 

(800)  283-7666 (215)  750-7616 FAX  (215)  750-7791 

‘VOLUNTARY  EMPLOYEE  BENEFICIARIES  ASSOCIATION 


OBITUARIES 


Edgar  Norman  Johnson,  M.D. 


Edgar  N.  Johnson,  M.D.,  a board  certified  spe- 
cialistin  otolaryngology  and  pioneer  surgeon  in 
Wilmington  in  the  treatment  of  the  hearing 
impaired  and  whose  patients  honored  him  for 
his  work  in  this  field,  died  on  March  16,  1993. 
Dr.  Johnson  had  been  a patient  at  the 
Wilmington  Hospital  and  died  from  heart  fail- 
ure and  complications  from  a stroke. 

Dr.  Johnson,  78,  of  Wellington  Road, 
Welshire,  was  born  in  Everett,  Mass. , and  raised 
in  Milford,  N.H.,  a small  town  in  the  southern 
part  of  the  state,  which  in  the  mid  1930s  had  a 
population  ofless  than  5,000  people.  In  1937,  at 
the  age  of  22,  he  graduated  from  the  University 
of  New  Hampshire.  He  worked  a year  to  earn 
money  for  medical  school,  then  was  admitted  to 
Jefferson  Medical  School,  from  which  he  re- 
ceived his  M.D.  degree  in  1942.  Several  of  his 
classmates  were  from  Wilmington,  and  they 
could  have  been  the  factor  which  helped  him 
decide  to  come  to  the  Delaware  Hospital  for  an 
internship. 

After  nine  months,  he  was  drafted  into  the 
Navy  and  was  assigned  to  the  Portsmouth,  Va., 
Naval  Hospital  for  training  prior  to  duty  over- 
seas. Dr.  Johnson,  at  about  that  same  time, 
married  Madeline  Nurnberg,  R.N.,  a nurse  in 
the  emergency  room  of  the  Delaware  Hospital. 
As  a lieutenant,  junior  grade,  in  the  Navy,  Dr. 
Johnson  was  involved  in  the  medical  support  of 
groups  of  landing  craft  during  various  opera- 
tions in  the  Mediterranean  and  also  during  the 
invasion  of  Europe  across  the  English  Channel 
into  France.  After  this  duty,  he  was  sent  to  the 
Pacific  Theater,  and  at  the  end  of  the  war  was 
assigned  to  the  Naval  facility  at  Bainbridge, 
Md.,  from  which  he  was  discharged.  He  re- 


turned to  Wilmington  and,  as  a navy  veteran 
assisted  by  encouragement  from  Dr.  Emil 
Mayerberg,  a prominent  otolaryngologist  at 
the  Delaware  Hospital,  the  opportunity  to  spe- 
cialize was  open  and  he  entered  a residency 
program  in  ENT  at  Columbia/Presbyterian 
Hospital  in  New  York  from  1946  to  1948.  He 
then  returned  to  Wilmington  and  began  the 
practice  of  this  specialty  for  which  he  was  well 
trained  and  obtained  his  specialty  boards  in 
1950. 

This  was  a specialty  which  was  undergoing 
rapid  change  because  of  a number  of  factors. 
Dr.  Johnson’s  appointments  to  the  staff  at  the 
Delaware,  Wilmington  General  and  St.  Francis 
Hospitals  during  the  1950s  indicated  increas- 
ing responsibility  and  activity.  However,  by  the 
end  of  the  decade  it  was  obvious  that  ENT  as  a 
specialty  was  not  what  it  had  been  when  he  had 
obtained  his  specialty  training.  Again,  with 
encouragement  from  Dr.  Mayerberg  and  the 
support  of  his  wife,  and  even  with  a family  of 
four  boys,  he  returned  to  New  York  for  special 
training  in  the  new  surgery  for  treatment  of 
deafness  under  Dr.  Samuel  Rosen  at  the  Mount 
Sinai  Hospital.  New  surgical  techniques  in 
otology  were  technically  difficult,  and  experi- 
ence in  the  procedure  was  necessary  so  three 
months  in  New  York  was  a beginning  and  was 
followed  by  three  more  months  of  training  on 
many  more  procedures  at  a hospital  in  Vienna. 
These  operations  included  fenestration,  the 
Lempert  operation  and  Stapes  mobilization. 

During  this  time,  he  wrote  letters  to  the 
administration  of  the  Delaware  Hospital  and 
Wilmington  General  which  recounted  his  daily 
work  schedule,  the  number  of  hours  and  the 
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number  of  operations  he  was  doing  and  what  he 
hoped  the  hospital  would  have  available  in 
order  to  implement  the  surgery  he  was  learn- 
ing. The  letters,  as  I read  them,  were  insightful 
pictures  of  a physician  who  had  made  a signifi- 
cant personal  sacrifice  to  learn  something  new. 
The  hospital  administrators  responded  appro- 
priately. Furthermore,  an  audiologist  was  part 
of  the  plan,  and  at  the  Delaware  Hospital  a new 
program  was  set  up  for  the  careful  diagnosis  of 
hearing  problems.  Mr.  L.  Leroy  Horne  was 
employed  and,  according  to  a newspaper  ac- 
count in  1961,  the  Delaware  Hospital  in  coop- 
eration with  the  State  Board  of  Health  equipped 
a soundproof  room  with  all  the  latest  testing 
equipment  and  was  able  to  offer  patients  mod- 
ern diagnostic  services  of  the  highest  quality. 

From  the  time  he  returned  to  Wilmington 
following  his  otology  training  in  Vienna,  Dr. 
Johnson  limited  his  practice  solely  to  diseases 
of  the  ear,  and  it  was  this  dedication  which  led  . 
to  his  recognition  by  patients  and  staff  in  1967 
when  he  was  characterized  in  the  newspaper 
account  of  the  occasion  as  “The  Man  of  the  Ear.” 
At  a special  affair  in  his  honor  in  the  Gold 
Ballroom  of  the  Hotel  du  Pont  he  was  feted  by 
some  300  who  regarded  Dr.  Johnson  as  the 
“miracle  man  who  with  his  skills  was  able  to 
restore  their  hearing.”  As  an  expression  of  their 
appreciation,  they  initiated  a scholarship  fund 
for  some  future  doctor  who  might  need  finan- 
cial help  to  pursue  studies  in  the  same  field. 
This  recognition  was  associated  with  the  con- 
current responsibilities  of  a family  of  five  sons, 
whose  careers  are  notable  and  important. 

The  next  six  years  were  characterized  by 
increasing  devotion  to  his  specialty  of  otology. 
Dr.  Johnson’s  insistence  that  he  had  limited  his 
practice  to  that  single  subspecialty  after  the 
merger  of  the  three  ENT  staffs  forming  the 
Medical  Center  of  Delaware  created  consider- 
able reaction  within  this  particular  section  of 
the  surgical  staff.  Some  physicians  seemed  to 
mesh  easily  and  others  had  some  difficulties 
adapting  to  this  organizational  change. 

When  I reviewed  his  hospital  staff  appoint- 
ment after  1973, 1 realized  that  somethingmust 
have  happened  because  his  staff  privileges  had 
been  changed  to  courtesy  and  his  operating 


privileges  had  been  withdrawn  without  any 
notation  as  to  why.  His  surgical  career  was 
prematurely  ended  when  he  was  strickened 
with  a cerebellar  astrocytoma,  although  it  was 
successfully  removed  by  Dr.  Livio  Olmedo  at 
the  Delaware  Hospital. 

Dr.  Johnson  learned  to  write  with  his  left 
hand.  He  began  to  work  with  a Wilmington 
branch  of  the  Elwyn  Institute  once  a week 
doing  screening  of  their  clientele  for  hearing 
disorders  and  offering  diagnostic  and  treat- 
ment recommendations.  His  wife,  a nurse  in 
her  own  right,  was  his  helper,  doing  much  of  the 
physical  work  of  ear  washing  and  other  aspects 
of  the  program.  During  this  time  he  also  be- 
came an  active  supporter  of  the  Olympic  swim- 
ming activities,  stimulated  by  his  son,  David, 
who  was  a championship  swimmer  at  Yale 
University  and  represented  the  USA  as  part  of 
the  swimming  team  in  the  1968  Olympics  in 
Mexico  City.  However,  in  1980,  Dr.  Johnson 
developed  difficulties  with  his  cardiac  function 
and  was  diagnosed  as  having  aortic  stenosis. 
For  surgery  on  this,  he  went  to  the  Graduate 
Hospital  in  Philadelphia,  where  Dr.  Gerald 
Lemole  did  a valve  replacement,  which  with 
anticoagulants  functioned  well  until  the  time  of 
his  death. 

Dr.  Johnson’s  five  sons  are  Edgar  N.,  Jr., 
director  of  athletics  at  the  University  of  Dela- 
ware; David,  an  orthopedic  surgeon  in  Chevy 
Chase,  Maryland;  Steven,  a biochemist  in  the 
Department  of  Pathology  at  the  Medical  Center 
of  Delaware;  Robert,  a graduate  of  the  Univer- 
sity of  Delaware  and  an  entomologist  in 
Gaithersburg,  Maryland;  and  Richard,  the 
youngest,  who  graduated  from  Widener  Uni- 
versity and  is  employed  with  Slocum  Indus- 
tries. He  is  survived  by  his  brother  who  is  still 
living  in  New  Hampshire  and  eight  grandchil- 
dren. 

Dr.  Johnson  was  widely  known  for  his  pio- 
neer work  in  otology  in  Wilmington.  As  I learned 
more  about  Dr.  Johnson,  his  life  and  family,  his 
struggles  and  accomplishments,  I have  realized 
how  difficult  it  is  to  practice,  be  private,  be 
responsible  and  be  a force  for  change,  and  to 
disting^uish  truth  from  ignorance.  After  I read 
and  thought  about  Dr.  Johnson  and  what  he 
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M l accomplished  and  the  adversities  he  and  his 
i i wife  and  children  overcame,  I hoped  that  those 
II  of  us  who  value  our  role  in  a profession  we  love 
1 1 and  honor  can  learn  much  from  what  he  repre- 
sented and  contributed  to  this  community.  If  a 
; medical  career  is  judged  by  what  good  we  have 
accomplished,  then  Dr.  Johnson's  career,  un- 
t timely  shortened  though  it  was,  achieved  a 
success  that  we  only  dream  about  when  we 
enter  this  profession.  His  patients  gave  him  the 
I ultimate  report  card  of  the  “Man  of  the  Ear.” 
' This  will  be  an  inspiration  for  us  all. 

Dr.  Johnson  was  buried  on  Thursday,  March 


18, 1993,  after  a Mass  in  the  Immaculate  Heart 
of  Mary  Catholic  Church,  Shipley  and  Weldin 
Roads.  The  burial  was  private.  The  family  has 
suggested  that  any  memorial  contributions  be 
sent  to  the  Medical  Center  of  Delaware  Foun- 
dation in  care  of  the  Hearing  Clinic  at  the 
Wilmington  Hospital,  14th  and  Washington 
Streets  or  the  Outreach  Program  of  the  above- 
named  church. 

Norman  L.  Cannon,  M.D. 


James  V.  Gallagher  III,  M.D. 


I James  Vincent  Gallagher  HI,  M.D.,  was  born 
I on  October  20,  1932,  in  Long  Branch,  New 
I Jersey.  He  attended  Mount  St.  Mary’s  College 
in  Emmitsburg,  Maryland,  graduating  in  1954. 
He  was  a graduate  of  the  University  of  Virginia 
School  of  Medicine  in  1958.  He  completed  an 

I internship  at  Montreal  General  Hospital  in 
1959  and  had  a private  practice  of  family  medi- 
I cine  until  1964.  Dr.  Gallagher  then  completed  a 
residency  in  orthopedic  surgery  from  1964- 
1969.  He  joined  the  medical  staff  at  Kent  Gen- 
eral Hospital  in  February  1970  and  was  its  first 
full-time  orthopedist.  He  attained  board  certifi- 
cation in  1974. 

His  practice  rapidly  developed,  and  he  had 
partners  through  the  years  including  Drs. 
Ghassam  Nejad,  Richard  DuShuttle,  John  E. 
i Spieker,  Edward  Krisiloff  and  Robert  Moyer. 

I Dr.  Gallagher  was  department  chairman  of  the 
I Department  of  Surgery  at  Kent  General  Hospi- 
i tal  from  1989  to  1991.  He  developed  a serious 
blood  disease  and  died  unexpectedly  on  March 
i 14,  1993. 

Dr.  Gallagher  is  survived  by  his  wife,  three 
sons,  three  daughters,  a brother,  a sister,  and 
five  grandchildren.  He  was  involved  with  the 
' Problem  Pregnancy  Center  of  Dover  and  par- 
ticipated in  the  Work  and  Witness  Program  of 
j the  Nazarene  Church  in  Dover.  He  was  a mem- 
I ber  of  Holy  Cross  Parish  of  Dover. 


Dr.  Gallagher  was  a kind  and  gentle  physi- 
cian, well  respected  by  his  medical  colleagues, 
the  staff,  employees  and  administration  of  Kent 
General  Hospital  as  well  as  by  many  friends  in 
Dover. 

Norman  P.  Jones,  M.D. 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  ‘magic’  uxrrds  of  MASTER  CARE'S  service. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient . . . not 
patients  for  the  product. 
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MEDICAL  EQUIPMENT  AND  SERVICES 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark,  DE 
Call  the  CARELINE  (302)  368*5300 
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iNFECnOUS  k TERMINAL 
DISEASE  CARE 


FROM  THE  ARBORS  AT  NEW  CASTLE 

Placing  patients  with,  infectious  and  terminal 
diseases  into  a setting  which  provides  the 
specialized  care  required  in  a cost-effective 
manner  used  to  be  a difficult,  if  not  impossible 
task — until  now.  With  the  Arbors  at  New  Castle's 
Infectious  and  Terminal  Disease  Care  Program 
you  have  a source  that  you  can  depend  on  to 
give  your  patients  the  specialized  medical  care 
and  personal  attention  so  important  in  these  cases. 
Our  program  provides  care  to  patients  with: 


Hepatitis  A,  B,  and  C • Meningococcal  Infections 

• Encephalitis 


HIV/AIDS 

MRSA 

TB 

Legionnaires  Disease 


Toxic  Shock  Syndrome 
Rubella 


For  details  on  our  program,  call  or 
write  for  your  copy  of  our  "Infectious 
& Terminal  Disease  Care"  pamphlet. 


Wilmington  Airport 

1 

A 

N 

(40J 

Tia) 

1 Hospital  1 

Buena  Vista  Drive 

ARBOR 
ARBORS  AT  NEW  CASTLE 

Rehabilitation  and 
Subacute  Care  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 
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BOOK  REVIEWS 


Principles  and  Practice  of  Emergency 
Medicine,  Schwartz,  Cayten,  Mangelson, 
Mayer,  Hanke  (editors).  Lea  and  F ebiger,  1992, 
3,380  pages. 

The  third  edition  of  Principles  and  Practice  of 
Emergency  Medicine  is  an  expanded  and  re- 
vised two-volume  text  reflecting  the  growth 
and  maturity  of  the  field  of  emergency  medi- 
cine. With  the  vast  majority  of  the  over  300 
contributors  being  practitioners  of  emergency 
medicine,  this  text  has  taken  a hands-on  ap- 
I proach  to  teaching  the  art  and  science  of  the 
specialty.  Among  the  contributors  are  James  K. 
Bouzoukis  and  John  Madden,  local  emergency 
medicine  physicians  at  the  Medical  Center  of 
Delaware. 

The  broad  range  of  knowledge  required  in 
! emergency  medicine  is  well  represented,  with 
sections  that  include  ob/gyn,  pediatric,  geriat- 
ric, toxicologic  and  psychiatric  and  behavioral 
emergencies.  Topics  at  the  core  of  the  specialty, 
j such  as  resuscitation  and  trauma,  are  thor- 
oughly presented  and  include  special  consider- 
ation of  ethical  issues  of  resuscitation,  brain 
I death  and  organ  retrieval.  Nontraumatic  organ 
s:  system  injury  is  a greatly  expanded  section. 
1 Included  is  a section  on  procedures,  diagnostic 
i tools,  and  laboratory  and  radiologic  techniques, 

1 incorporating  detailed  descriptions  of  indica- 
tions,  interpretation,  limitations,  and  compli- 
' cations  of  commonly  used  and  useful  proce- 
i'  dures  and  tests  in  the  emergency  department. 
Unfortunately,  this  section  does  not  provide 
enough  detail  in  its  diagrams  and  descriptions 
;|  of  techniques  to  guide  the  inexperienced  prac- 
I titioner. 


Specific  to  the  field  of  emergency  medicine 
are  sections  dedicated  to  emergency  depart- 
ment management  and  medicolegal  aspects  of 
emergency  medicine.  The  emergency  medical 
services  section  incorporates  discussions  on  ter- 
rorism and  disaster  planning,  as  well  as  foreign 
models  of  emergency  medical  service  organiza- 
tions. A welcome  addition  is  the  incorporation 
of  wilderness  and  travel  medicine  in  the  section 
on  environmental  emergencies. 

Well- written  chapters  that  are  readable 
and  easy  to  use  abound  in  this  text.  The  graph- 
ics are  excellent, with  large,  dark  type  printed 
on  nonglossy  paper.  The  tables,  graphs,  and 
algorithms  are  highlighted  in  contrasting  col- 
ors and  provide  a good  summary  of  the  pre- 
sented data.  The  index  is  extensively  cross 
referenced  and,  along  with  the  large  subdi- 
vided table  of  contents,  allows  easy  retrieval  of 
information. 

Ease  of  use  is  enhanced  through  the 
organization  of  sections  and  chapters.  A 
capsule  containing  a focused  overview  be- 
gins each  chapter,  which  then  follows  a 
specific  order.  Subheadings  which  follow 
include  pathophysiology  and  anatomy, 
prehospital  assessment  and  stabilization, 
clinical  presentation  and  exam,  differential  di- 
agnosis, stabilization,  lab  and  procedures, 
and  management  of  the  patient.  Additional 
features  not  often  found  in  other  texts  include 
sections  on  indications  for  hospitalization, 
clinical  pitfalls,  medicolegal  pearls,  future 
diagnostic  and  therapeutic  horizons,  and 
access  to  additional  information  through  the 
inclusion  of  national  contacts.  Each  chapter 
ends  with  up-to-date  references. 
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The  third  edition  Principles  and  Practice 
of  Emergency  Medicine  is  a comprehensive  and 
authoritative  text  that  has  achieved  the  edi- 
tors’ goal  of  clinical  usefulness.  It  is  an  excellent 
text  that  is  highly  recommended  for  the  emer- 
gency department  medical  library  and  one  that 
most  primary  physicians  should  find  useful  in 
their  office  library. 

Vasilios  T.  Diamantopoulos,  MD 
Senior  Emergency  Medicine  Resident 
The  Medical  Center  of  Delaware 


Medical  Directors:  What,  Why,  How,  George 
E.  Linney,  Jr.,  M.D,  and  Barbara  J.  Linney, 
M.A.,  American  College  of  Physician  Execu- 
tives, 1992,  44  pages. 

Well,  I finally  found  a book  that  I can  send  to  my 
mother.  That’s  right.  My  mother  is  always 
asking,  “What  exactly  do  you  do?”  and  I can 
never  quite  explain  it  to  her.  But,  this  book  will. 

Seriously,  this  brief  paperback,  published 
by  the  American  College  of  Physician  Execu- 
tives, is  a very  basic  primer  on  what  the  various 
roles  are  of  physician  executives  in  today’s 
health  care  climate.  The  book  describes  the 
variety  of  functions  that  medical  directors  can 
serve  and  the  variety  of  organizations  in  which 
they  have  been  asked  to  perform  these  func- 
tions. It  also  lists  the  14  basic  tasks  that  medical 
directors  are  asked  to  perform: 

• Perform  direct  utilization  review 

• Oversee  quality  assurance 

• Recruit  physicians 

• Evaluate  physician  performance 

• Manage  physician  performance 

• Manage  impaired  physicians 

• Serve  as  liaison  between  administra- 
tion and  medical  staff 

• Oversee  credential! ng  and  privileging 
of  physicians 

• Develop  provider  relations 

• Resolve  grievances 

• Mediate  professional  disputes  and  in- 
terdepartmental problems 

• Serve  on  a board  of  directors 


• Develop  staffing  plans  ' 

• Prepare  the  expense  budget  for  the  i 

medical  department  ^ 

• Ensure  compliance  with  the  mission 
statement,  corporate  policies,  and  by- 
laws 

• Participate  in  strategic  planning 

• Ensure  that  medical  staff  efforts  meet  ‘ 

or  exceed  standards  of  the  various  ac-  ; 
crediting  and  approving  bodies  ! 

It  further  describes  the  basic  skills  necessary  | 
for  a medical  director  in  the  1990s;  these  include:  ; 
computer  applications,  budgeting,  fiscal  control, 
knowledge  of  political  and  regulatory  processes, 
personnel  management,  program  development,  i 
and  planning  and  organization. 

This  book  also  sets  out  some  of  the  key 
requirements  that  someone  applyingfor  a medi- 
cal director’s  position  should  have.  These  in-  f 
elude  the  need  to  be  certain  of  the  lines  of  i 
reporting  for  the  position  involved,  with  a list  of  i 
specific  responsibilities  and  clear-cut  author-  ; 
ity.  In  any  organization  in  which  these  func-  i 
tions  are  not  clearly  outlined,  medical  directors  | 
are  faced  with  very  ambiguous  roles,  and  this 
often  leads  to  inefficiency  and  frustration. 

In  summary,  this  short  book  is  an  excellent 
introduction  for  any  physician  who  is  thinking 
about  a position  in  management;  and  certainly 
with  the  health  care  reforms  that  we  face  in  the  I 
near  future,  the  role  for  physician  managers  r 
will  only  increase  during  the  remainder  of  the  i 
1990s  and  well  into  the  21st  century. 

Stephen  R.  Permut,  M.D.  I 

Managing  In  An  Academic  Health  Care 
Center  Environment,  edited  by  William  F. 
Minogue,  M.D.,  ACPE  Publications,  1992,  213 
pages. 

If  I were  ranking  this  book  according  to  the 
scale  on  American  Bandstand  in  the  1960s,  I 
probably  would  rank  it  a 6,  say  that  I liked  the 
lyrics,  but  you  can’t  dance  to  it. 

This  book,  like  a lot  of  other  books  that  put 
together  a series  of  chapters  by  unrelated  au- 
thors, is  often  disjointed  and  without  a central 
theme. 
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However,  reviewing  the  16  chapters,  most 
of  them  are  very  good  primers  for  the  subjects 
with  which  they  deal.  If  you  could  construct  a 
theme  for  this  book,  however,  I believe  that  the 
theme  would  be  that  academic  health  care  cen- 
ters (AHC)  or  university  health  care  centers 
need  to  be  as  prepared  for  change  in  the  ’90s  and 
21st  century,  as  all  other  health  care  providers 
need  to  be. 

However,  AHCs  will  probably  find  it  even 
more  difficult  than  the  rest  of  us  to  adapt 
because  of  the  multiple  layers  of  complexity  and 
the  often  conflicting  roles  that  the  AHCs  play. 
AHCs  have  the  task  of  providing  health  care  to 
their  surrounding  communities  as  do  the  rest  of 
us;  however,  they  also  need  to  serve  as  referral 
centers  for  a much  wider  geographic  area  than 
most  community  medical  centers  do  in  addition 
to  the  tasks  of  medical  education  and  research. 

Moreover,  AHCs  are  not  as  well  organized 
as  are  most  community  hospitals;  that  is,  that 
the  generally  top-down  administration  that  most 
community  hospitals  have,  while  present  at 
AHCs,  it  is  not  nearly  as  effective  as  it  is  in 
community  hospitals.  The  organizational  unit 
at  AHCs  tends  to  be  the  various  departments, 
which  are  power  structures  unto  themselves, 
and  this  often  makes  decision  making  for  the 
institution  as  a whole  complex  and  difficult. 
Furthermore,  the  department  chairs,  deans 
and  even  vice  presidents  for  health  science 
centers  at  AHCs  tend  to  be  physicians  who 
excelled  in  research  but  who  seldom  have  had 
formal  management  training.  Despite  this  com- 
plexity and  more  difficult  administrative  hier- 
archy, however,  the  health  care  challenges  of 
the  ’90s  and  beyond  will  fall  no  more  easily  and, 
in  fact,  will  fall  harder  on  academic  health 
centers. 

Malpractice  issues  are  greater  in  that  AHCs 
tend  to  have  sicker  patients  and  many  name- 
less students,  residents,  and  junior  attendings, 
all  of  whom  tend  to  increase  liability.  The  phy- 
sician/patient relationships  at  AHCs  tend  to  be 
of  a transient  nature  since  patients  are  referred 
in  and  then  referred  back  to  their  referring 
physicians. 

AHCs  will  be  under  the  same  cost  con- 
straints and  utilization  scrutiny  as  are  commu- 
nity hospitals.  The  resulting  shortened  lengths 


of  stay,  however,  make  hospital-based  medical 
education  and  research  more  difficult. 

Furthermore,  much  of  the  clinical  care  at 
AHCs  is  part  of  research  protocols.  This  tends 
to  add  to  rather  than  reduce  costs,  and  thus, 
medical  research  will  similarly  be  under 
scrutiny  and  pressure  in  the  future.  As 
AHCs  attempt  to  compete  with  community- 
based  providers,  they  will  have  several  disad- 
vantages. AHCs  tend  to  attract  sicker  patients 
and,  thus,  under  capitation  models  they  will  be 
at  a distinct  financial  disadvantage.  This  will 
make  AHCs  less  attractive  providers  to  man- 
aged care  plans.  Furthermore,  the  practice  style 
at  academic  health  centers  tends  not  to  be  cost- 
effective  or  efficient,  again  making  it  difficult  to 
survive  financially  under  capitation  models. 

In  summary,  the  individual  chapters  of  this 
book  are  quite  good  and  have  much  information 
that  even  community-based  institutions  can 
benefit  from.  The  bottom  line  for  AHCs  is  that 
they  will  have  to  adjust  and  adapt,  as  will  the 
rest  of  us,  under  the  pressure  of  health  care 
reform.  They  will  need  to  be  competitive,  will 
need  to  strategically  plan  for  the  future,  in- 
crease their  marketing  activities,  and  begin 
negotiating  alongside  community  institutions 
that  in  the  past  have  been  their  referral  sources. 

Stephen  R.  Permut,  M.D. 
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At  least  one-thiw  of  all  breast  cancer  patients  could  have 

LUMPECTOMY  FOLLOWED  BY  RADIATION  THERAPY 


American  Cancer  Society,  the  American 
College  of  Surgeons  and  the  American 
College  ot  Radiology  have  agreed  that 
women  whose  early  breast  cancer  was  detected 
by  mammography  are  candidates  for  breast- 
saving  treatment.  This  treatment  consists  of 
lumpectomy  with  axillary  node  sampling 
followeei  by  radiation  therapy  to  the  breast. 
According  to  new  standards,  women  with  small 
lumps,  those  with  tumors  as  large  as  two  inches, 
and  even  some  women  with  positive  nodes  may 
be  candidates  for  this  treatment. 


The  purpose  of  the  breast-conserving  treatmen 
is  to  treat  these  patients  adequately  but  with  a 
good  cosmetic  result.  Stage  for  stage,  patients 
treated  in  this  manner  have  the  same  longevity 
and  the  same  freedom  from  local  recurrence  as 
those  treated  with  mastectomy. 

For  copies  of  the  standards  please  contact 
Keri  Sperry,  American  College  of  Radiology, 
1891  Preston  White  Drive,  Reston,  VA  22091. 
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CANCER 
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WHEN  THEY  ARE 


READY 
TO  LEAVE 
THE  HOSPITAL... 


HAPPY  HAnnrs 


'■0eai!(fi(h>ie.Ii7e. 


For  All  Your  Patient’s  Home  Health  Care  Needs 

Home  Medical  Equipment  • Products  • Services 


Three  Convenient  Locations 


Baycourt  Plaza  16-A  Trolley  Sq.  311RutharDr, 

Dover,  DE  19901  Wilmington,  DE  19806  Newark,  DE  19711 

(302)  678-0504  (302)  654-8181  (302)  454-4941 


PHYSICIANS  — FOR  COVERAGE 

2 FP/IM  for  all  telephone  coverage 
when  solo  FP  is  out  of  office.  Also  to 
accept  all  hospital  admissions  to  your 
service.  The  2 covering  physicians  will 
share  these  responsibilities. 

EXCELLENT  COMPENSATION 

Requires  Delaware  Medical  License, 
DEA,  MOD  Privileges  and  own  mal- 
practice insurance. 

Opportunity  for  young  physicians  to 
supplement  income  while  building 
hospital  practice. 

Reply  to  Box  214,  Rockland,  DE  19732 


Rehabilitation  Consultants,  Inc. 


SERVICES 


• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

HTNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 


TWO  LOCATIONS 

CONCORD  PLAZA  OFFICE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD, 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFFICE 

2100  BAYNARD  BOULEVARD,  ’WILMINGTON 
302  - 655  - 5877 

All  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 

Owner:  Robert  Catalano,  M.A.,  P.T. 


r 


REHABILITATION  CONSULTANTS,  INC.  SINCE  1970  ■ ■ ■ 
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Precious  Life 


Not  too  many  years  ago,  this  nurse 
was  a patient  at  St.  Jude  Children’s 
Research  Hospital.  She  fought  a tough 
battle  with  childhood  cancer.  And  won. 

Now  married  and  with  a child  of  her 
own,  she  has  returned  to  St.  Jude  Hospi- 
tal to  care  for  cancer-stricken  children. 

Until  every  child  can  be  saved,  our 
scientists  and  doctors  must  continue 


their  research  in  a race  against  time. 

To  find  out  more,  write  St.  Jude 
Hospital,  P.O.  Box  3704,  Memphis,  TN 
38103,  or  call  1-800-877-5833. 


ST  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 


CLEAN  AIR 

ARE  YOU  MOVING? 

^^vis  UP  TO  YOU!  ^ 

If  you  are  a member  of  the 

Medical  Society  of  Delaware  and  have: 

^ Drive  Less  r 

X Conserve  Energy 

✓ Moved  to  a new  office  location 

X Keep  Indoor  Air  Clean 

✓ Changed  office  phone  or  fax  numbers 

✓ Moved  to  a new  private  address 

X Support  Clean  Air 

✓ Changed  private  phone  numbers 

Legislation 

✓ Achieved  Board  Certification 

support  Clean  Air  Week® 

Please  notify  us  at  the  Society 

1925  Lovering  Avenue 

Wilmington,  DE  19806 

302/658-7596 

± AMERICAN  LUNG  ASSCXMATION® 

800/348-6800  (Kent  and  Sussex  Counties) 

Papasiavros'  Associates  Relocation  and  E^ansion 

AT  Drummond  Plaza  Office  Park 

Officials  of  Papastravos'  Associates  have  announced  that  a new  two-story 
* medical  diagnostic  imaging  facility  is  being  built  at  the  Drummond  Plaza 
Office  Park,  located  at  the  comer  of  Polly  Dmmmond  Road  and  Kirkwood 
I Highway,  on  the  outskirts  of  Newark, 

Papastravos'  intends  to  occupy  the  entire  first  floor,  which  will  house 
i complete  X-ray  and  laboratoiy  facilities.  The  second  floor  will  be  available 
' for  rental  to  general  office  space  users  and/or  other  medical-related 
support  facilities.  Completion  is  targeted  for  late  summer  or  early  fall. 

This  site  was  chosen  for  its  proximity  to  the  Christiana  Hospital  and  central 
location,  with  access  from  major  arteries  in  a highly  populated  growth  area 
and  minutes  from  Maryland  and  Pennsylvania.  The  adjoining  Goddard 
Early  Learning  Center  has  agreed  to  reserve  priority  standings  for  the 
convenience  of  the  relocated  and  newly  employed  staff  of  this  facility. 

For  leasing  information  call  Bob  Stella  at  Amato  & Stella 
at  (302)  633-5650  or  (302)  429-0800. 
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MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  oui 
Newark  or  Wilmington  site,  call  ; 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1.5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  imaging  Associates,  P.A. 
Omega  Magnetic  Resonance  Imaging  Center,  lp. 

Omega  Professional  Center  • 1-6  Omega  Drive 
Newark,  DE  1 97 1 3 • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-985f 
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The  Medical  Society  of  Delaware 
is  pleased  to  announce  the 
endorsement  of 
Stellimann  Kaissey  Limited, 
a full-service,  Wilmington-based 
computer  consulting  firm 
that  offers  a full  range  of 
computerized  practice 
management  solutions. 


To  learn  more  about  discount  pricing  for 
MSD  members  and  other  exclusive 
benefits  offered  by  SKL,  contact: 
Robert  Joseph,  president,  SKL 
888-3200  or  501  Shipley  Street, 
Wilmington,  Delaware  19801. 


stellimann  kaissey  limited 


Christiana  Imaging  Center  offers 
state-of-the-art  mammography 
seiTices  in  a pleasant,  comfortable 
atmosphere. 


Cliristiana  Imaging  Center  c ( 
a full  range  of  mammograp, 
services. 


Oiir  mammography  program  is 
accredited  by  the  American  College 
of  Radiology.  Needle  localization 
prior  to  biopsy  is  done  in  coopera- 
tion with  the  Medical  Center  of 
Delaware’s  new  Cliiistiana 
Surgicenter.  All  radiographs  are 
interpreted  by  experienced  radiolo- 


gists affiliated  with  the  Medical 


Center  of  Delaware. 

Accuracy  and  timeliness  of  readings 
are  the  hallmarks  of  our  mammo- 
graphy seiYice. 


Our  patients  think  we’re  pretty 
good,  too.  Our  mammography 
facility  consistently  receives 
excellent  ratings  from  the  women 
we  serve.  Tlieir  comfort  and 
privacy  is  a top  priority. 


Patient  education  progra: 
Evening  hours  by  appoir  ] 
Private  office  environmei 
Ample  free  parking 


Christiana  Imaging  Center 

A Division  of  MCD  Holding  Company 


Excellence  in  Imaging 


To  schedule  a mammo. 
caU  731-9558. 


Christiana  Imaging  Center  is  conv 
located  adjacent  to  Christiana  Hos 


4751  Ogletown-Stanton  Rd.,  Newat 


Medical  Directors: 

Zelimir  Kozic,  M.D. 
Leonard  Rosenbaum,  M.D. 
John  Wills,  M.D. 


a. 


What  Is  the  Best  Health  Care  System  for  the  United  States? 


I was  going  to  try  to  write  about  something 
other  than  health  care  reform,  the  health  care 
delivery  system,  etc.,  this  month,  but  it  really  is 
not  possible.  You  cannot  go  anywhere  without 
the  issue  of  health  care  reform  surfacing. 

The  day  that  I wrote  this  President’s  Page 
I attended  a medical  conference  and  expected  to 
hear  primarily  a didactic  lecture  about  a so- 
phisticated area  of  medicine.  Instead,  I heard 
mostly  about  health  care  reform,  health  care 
economics,  medical  politics  and  a very  little  bit 
about  the  technical  aspects  of  medicine. 

This  is  a problem!  It  used  to  be  that  in  the 
corridors  of  the  hospital,  at  the  breakfast  or 
lunch  table,  and  at  medical  meetings,  physi- 
cians discussed  interesting  cases.  You  almost 
never  hear  casual  conversations  about  the  tech- 
! nical  aspects  of  medicine  anymore.  Virtually  all 

II  medical  conversation  is  revolving  around  the 
■ socioeconomics  of  medicine.  This  is  not  reflec- 
! tive  of  greed  on  the  part  of  physicians  and  other 
1’  health  care  providers,  but  rather  the  over- 
; whelming  attention  that  is  being  paid  to  this 
I subject  by  the  media  and  public  officials. 

11  As  I reflect  on  the  debate  that  is  going  on,  a 
. lot  of  attention  can  certainly  be  paid  to  the 
various  proposals,  suggested  systems,  payment 
III  mechanisms,  incentives,  disincentives  and  so 
il  forth.  However,  those  reflections  are  particu- 
|l  larly  disturbing  because  is  that  our  patients 
h and  the  public  at  large  are  not  playing  a major 
'I  role  in  the  debate. 

I believe  that,  as  Mrs.  Rodham  Clinton  has 
discovered  or  is  in  the  process  of  discovering, 
anyone  who  is  knowledgeable  about  health  care 
s|  can  sit  down,  and  on  paper,  devise  an  ideal 
I system.  However,  whether  public  officials  and 
i various  constituencies  will  accept  that  ideal- 

i 


ized  solution  is  very  much  open  to  debate.  There 
have  been  some  excellent  proposals  put  forth 
for  how  the  nation’s  health  care  cost  crisis  can 
be  solved,  but  many  of  those  excellent  proposals 
face  opposition  from  politically  powerful  groups. 

The  concept  of  taxing  benefit-rich  plans, 
much  the  same  way  that  excess  employer-pro- 
vided group  life  insurance  is  taxed,  seems  like 
an  excellent  idea,  except  that  the  unions  like 
their  rich  benefit  plans  and  first-dollar  cover- 
age and  immediately  opposed  it.  Folding  the  VA 
system  into  the  rest  of  the  nation’s  health  care 
delivery  system  is,  again,  an  excellent  idea,  but 
veterans  groups,  again  politically  powerful,  balk 
at  any  modification  of  the  veterans  system 
other  than  expanding  it.  And  so  it  goes. 

Once  you  have  evaluated  all  the  sacred 
cows,  as  I believe  the  Clinton  administration  is 
in  the  process  of  doing,  you  wonder  if  there  is, 
in  fact,  a solution  to  the  nation’s  health  care  cost 
crisis. 

I believe  that  ultimately  the  major  deci- 
sions that  need  to  be  made  with  regard  to  the 
health  care  cost  crisis  and  improving  access  to 
care  are  societal  decisions.  And  they  must  be 
made  by  the  public  at  large  with  their  interests 
at  heart. 

For  instance,  do  we  know  that  the  public  at 
large  is  dissatisfied  with  the  systems  or  mecha- 
nisms through  which  health  care  is  currently 
delivered  in  this  country,  other  than  cost?  I 
believe  that  this  is  a major  aspect  of  the  debate 
which  is  not  being  adequately  addressed  either 
in  conversations  within  the  profession  or  by  our 
public  officials. 

The  process  of  health  care  reform  must  be 
sensitive  to  what  the  needs  of  the  patients/ 
customers/public  are,  and  until  there  is  a good 
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sense  of  what  they  want,  I fear  that  we  will 
either  not  arrive  at  a solution  to  the  health  care 
cost  crisis  in  this  country,  or  we  will  arrive  at  an 
unsatisfactory  one. 


Stephen  R.  Permut,  M.D. 
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SCIENTIFIC  ARTICLE 


Nephrotic  Syndrome  Associated  with 
Schistosoma  Mansoni  Infection 


Abstract 

A case  of  nephrotic  syndrome  in  which 
Schistosoma  mansoni  infection  associated  with 
membranoproliferative  glomerulonephritis  type 
1 is  reported.  In  endemic  areas  glomerulopathy 
secondary  to  Schistosoma  mansoni  has  been 
described.  Although  not  commonly  seen  in 
mainland  United  States,  Schistosoma  mansoni 
infection  should  be  considered  in  the  differen- 
tial diagnosis  of  proteinuria  in  persons  who 
have  visited  or  are  from  endemic  regions. 

Introduction 

Of  the  three  major  schistosome  species, 
Schistosoma  mansoni  (S.  mansoni),  Schisto- 
soma haematobium,  and  Schistosoma  japoni- 
cum,  S.  mansoni  is  the  most  common  schisto- 
some species  to  infect  humans.  The  worm  is 
indigenous  to  South  Africa  and  certain  islands 
of  the  Caribbean  Sea,  Africa  and  the  Middle 
East,  where  the  frequency  of  infection  can  be 
relatively  high.  Because  of  the  absence  of  the 
snail  intermediate  host,  S.  mansoni  is  notfound 
in  the  mainland  United  States.  In  endemic 
areas,  glomerulopathy  secondary  to  S.  mansoni 
has  been  described.^'^  Although  not  commonly 
seen  in  the  United  States,  S.  mansoni  infection 
should  be  considered  in  the  differential  diagno- 
sis of  proteinuria  in  persons  who  have  visited  or 
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Jefferson  Medical  College,  Philadelphia,  Pa. 


Brajesh  N.  Agarwal,  M.D. 

are  from  endemic  regions.  We  report  a case  of 
nephrotic  syndrome  in  which  S.  mansoni  infec- 
tion was  associated  with  membranoproliferative 
glomerulonephritis. 

Case  Report 

A 60-year-old  Puerto  Rican  male  was  admitted 
to  the  Wilmington  Veterans’  Affairs  Medical 
Center  with  a four-month  history  of  crampy 
abdominal  pain,  nausea,  watery  diarrhea  and 
lower  extremity  edema.  He  denied  vomiting, 
melena  or  urinary  symptoms. 

The  patient’s  past  medical  history  is  re- 
markable for  diet-controlled  diabetes  mellitus 
for  four  years,  hypertension  for  four  years  con- 
trolled with  atenolol  and  chlorthalidone  once  a 
day,  hypercholesterolemia  being  treated  with 
cholestyramine  and  a gastric  ulcer  in  1970 
treated  then  with  cimetidine.  In  September 
1989,  he  underwent  TURP  for  benign  prostatic 
hypertrophy.  He  does  not  smoke  or  drink.  He 
was  born  in  Puerto  Rico  and  now  lives  in  the 
United  States  mainland.  He  has  made  several 
return  trips  to  Puerto  Rico,  his  last  trip  was  five 
months  prior  to  admission.  He  has  no  risk 
factors  for  HIV  infection.  His  physical  exam 
was  remarkable  for  a temperature  of  98.6°F. 
His  blood  pressure  was  150/80  mm  of  Hg  with  a 
pulse  of  78/minute  and  no  orthostatic  changes. 
He  was  well-developed  and  in  no  distress.  He 
had  2+  pedal  edema.  The  remainder  ofhis  exam 
was  normal. 

The  patient’s  admission  laboratory  values 
were  as  follows;  white  blood  cell  count  3500/ 
cumm  with  54  percent  neutrophils,  1 percent 
band  form,  25  percent  lymphocytes,  13  percent 
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monocytes,  4 percent  eosinophils  and  2 percent 
basophils,  hematocrit  31.9  percent,  platelet 
count  212,000/cumm,  sodium  138  mmol/L,  po- 
tassium 5.1  mmol/L,  chloride  110  mmol/L,  COg 
20  mmol/L  and  glucose  6.8  mmol/L  ( 123  mg/dl). 
His  blood  urea  nitrogen  (BUN)  was  14.63  mmol/ 
L (41  mg/dl)  and  his  creatinine  was  141.4  mmol/ 
L ( 1.6  mg/dl)  with  previous  BUN  and  creatinine 
in  July  1987  of  13.5  mmol/L  (38  mg/dl)  and  97.2 
mmol/L  (1.1  mg/dl)  respectively.  Total  protein 
was  found  to  be  4.5  gm/dl,  albumin  1.9  gm/dl 
and  cholesterol  was  360  mg/dl.  His  aspartate 
and  alanine  aminotransferase  levels,  alkaline 
phosphatase,  bilirubin,  calcium,  phosphorus, 
uric  acid,  prothrombin  and  partial  thrombo- 
plastin time  were  normal.  Urinalysis  was 
remarkable  for  pH  of  5.00,  3-i-  protein,  few 
granular,  hyaline  and  fatty  casts. 

A 24-hour  urine  collection  revealed  5 grams 
of  total  protein,  60  percent  albumin,  20  percent 
beta  globulin,  10  percent  alpha  globulin,  10 
percent  gamma  globulin,  and  a creatinine  clear- 
ance of  65  ml/minute.  A stool  sample  was  nega- 
tive for  C.  difficile,  ova  and  parasites. 

The  patient  had  a normal  glucose  tolerance 
test  and  an  ophthalmologic  exam  revealed  no 
diabetic  changes.  B^g,  folate,  iron,  total  iron- 
binding capacity  and  ferritin  were  normal.  The 
patient’s  sedimentation  rate  was  52;  comple- 
ment levels  (Cg  and  C J were  normal.  ANA  and 
ASO  titers  were  not  elevated.  An  RPR  was 
nonreactive.  Serum  protein  electrophoresis 
showed  decreased  gamma  globulins  without 
any  monoclonal  peak. 

An  upper  gastrointestinal  series  with  small 
bowel  follow-through  showed  thickened  stom- 
ach, duodenal  bulb  and  duodenal  loop.  Barium 
enema  showed  diverticulosis.  Sigmoidoscopy 
showed  sigmoid  diverticuli  and  the  rectal  biop- 
sies revealed  ova  of  S.  mansoni  (Figure  1). 

A CAT  scan  of  the  abdomen  showed  normal 
liver  and  spleen  and  a 3 x 2.5  cm  cyst  of  the  left 
kidney.  Abdominal  ultrasound  showed  the  kid- 
neys to  be  normal  size  with  no  hydronephrosis; 
renal  scan  was  normal.  A needle  biopsy  of  the 
liver  showed  mild  inflammation  of  the  portal 
triads  with  no  evidence  of  fibrosis  and  no  S. 
mansoni.  Kidney  biopsy  revealed  large 
hypercellular  lobulated  glomeruli  with  wide- 
spread GBM  reduplication  (Figure  2).  Immun- 


Figure  1 . Ova  of  S.  mansoni  seen  in  wet  prepa-  j 
ration  of  rectal  mucosa  biopsy. 


Figure  2.  Kidney  biopsy.  Large  hypercellular 
lobulated  glomeruli.  Foam  cells  are  seen  in 
glomerulocapillary  lumen. 
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ofluorescence  showed  moderate  to  large  amount 
of  subendothelial  deposits  of  Cg,  C and  C_,  in  a 
granular  pattern  along  the  basement  mem- 
brane. Extensive  GBM  reduplication  with 
subendothelial  deposits  were  confirmed  on  elec- 
tron microscopy  (Figure  3).  A large  number  of 
foam  cells  were  also  seen  in  the  capillary  lu- 
mens and  some  mesangeal  deposits  were  also 
seen. 


Figure  3.  Electron  microscopy.  Widespread 
GBM  reduplication  with  subendothelial  elec- 
tron dense  deposits.  No  significant  intramem- 
branous  deposits  are  seen. 


The  findings  were  consistent  with  a very 
active  phase  of  membranoproliferative  glomeru- 
lonephritis, type  1.  The  patient  was  treated 
with  praziquantel  450  mg  orally  every  eight 
hours  for  three  doses.  He  tolerated  the  treat- 
ment well.  Follow-up  exam  one  month  later 
revealed  absence  of  gastrointestinal  complaints 
but  persistent  proteinuria  with  a BUN  of  12.8 
mmol/L  (36  mg/dl)  and  creatinine  of  150.3  mmol/ 
L (1.7  mg/dl).  The  patient’s  pedal  edema  was 
treated  with  furosemide  40  mg  a day  with  some 
improvement. 


Discussion 

The  renal  lesions  associated  with  schistosomal 
glomerulopathy  include  mesangial  prolifera- 
tive glomerulonephritis,  membranoproliferative 
glomerulonephritis,  membranous  glomerulone- 
phritis, focal  and  segmental  glomerulosclerosis 
and  amyloidosis.  Of  these,  the  most  common  is 
membranoproliferative  glomerulonephritis,  fre- 
quently with  lobular  accentuation.^ 

Circulating  immune  complexes  in  serum'* 
and  immunofluorescent  and  electron  micro- 
scopic studies  of  schistosomal  glomerular  le- 
sions have  indicated  that  glomerulonephritis  is 
mediated  by  immune  complexes.®®  IgG,  IgM, 
IgE,  occasional  IgA  and  B^-C  proteins  have 
been  found  in  the  mesangial  and  subendothelial 
deposits.  The  antigenic  component  for  these 
immune  complexes  is  not  fully  clarified.  A dia- 
lyzable  and  thermostable  schistosomal  antigen 
found  in  the  intestinal  lumen  of  the  adult  worm 
has  been  found  in  the  serum  and  urine  of 
infected  animals  and  may  have  a role.^®  A 
soluble  egg  antigen  (SEA)  which  provokes 
granulomatous  reactions  in  humans  may  play  a 
role  but  has  yet  to  be  isolated  from  glomerular 
lesions  of  schistosomal  infected  hosts.  Sobh,  et 
al®  *°  have  recently  implicated  two  schistosomal 
antigens,  circulating  anodic  antigen  (CAA)  and 
circulating  cathodic  antigen  (CCA),  in  contrib- 
uting to  the  glomerular  lesions  of  schistosomal 
nephropathy.  Histological  findings  of  our  case 
are  very  much  consistent  with  immune  com- 
plex mediated  membranoproliferative  glome- 
rulonephritis. Significance  of  the  presence  of 
foam  cells  in  the  glomerular  capillary  lumen  is 
unclear.  Perhaps  they  represent  degenerated 
macrophages. 

As  opposed  to  our  patient,  those  with  schis- 
tosomal glomerulopathy  are  usually  young 
adults,  more  frequently  male  than  female  (2:1). 
The  finding  of  viable  eggs  in  stool  specimens, 
rectal  or  liver  biopsies  is  diagnostic  for  S. 
mansoni  infection.  Nephropathy  is  usually 
manifested  by  nephrotic  syndrome.  Some  pa- 
tients show  milder  degrees  of  proteinuria.  The 
nephrotic  syndrome  occurs  almost  exclusively 
in  patients  with  significant  liver  disease  char- 
acterized by  periportal  fibrosis  on  biopsy  and 
portal  hypertension.  Our  patient  had  mild  por- 
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tal  triad  inflammation  on  needle  biopsy  but  no 
evidence  of  fibrosis.  The  small  tissue  sample 
obtained  by  needle  biopsy  might  have  missed 
the  fibrosis.  Wedge  resection  is  preferred  when 
attempting  to  demonstrate  schistosomal  infec- 
tion of  the  liver.  Other  causes  of  nephrotic 
syndrome  such  as  SLE,  malaria,  syphilis,  dia- 
betes mellitus,  amyloidosis,  post-streptococcal 
glomerulonephritis  and  idiopathic  causes  should 
be  considered  in  the  differential  diagnosis. 

The  treatment  of  patients  with  schistoso- 
mal glomerulopathy  has  been  disappointing. 
Treatment  with  antiparasitic  drugs  for  the  worm 
load  in  addition  to  corticosteroids  and 
cyclosporine  for  the  renal  lesions  has  shown  no 
benefit  in  reversing  renal  pathology.®”  Once 
glomerulopathy  has  become  clinically  mani- 
fest, most  patients  progress  to  end-stage  renal 
disease.  The  reason  for  progression  is  unclear 
at  the  present  time.  To  prevent  schistosomal 
glomerulopathy  reaching  end-stage,  renal  dis- 
ease schistosomal  infection  should  be  treated 
early,  before  renal  involvement  becomes  clini- 
cally apparent. 
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-;Dur  friends,  your  neighbors, 
sDur  patients,  your  relatives, 
j.eople  who  know  and  care 
Ijbout  the  people  you  care  for. 


Maybe  that's  why  more 
than  5 times  as  many  physi- 
cians in  Delaware  choose 
Medlab  Clinical  Testing  Inc. 
for  their  patients,  than  any 
other  laboratory. 

So  the  next  time  they  try 
to  sell  you  their  latest  ideas, 
ask  them  when  they  intend 
to  deliver  on  their  old  ones. 


For  more  information,  call 
your  Medlab  Representative 
at  302-655-LABS. 

iiieillsili 

CLINICAL  TESTING  INC. 


'1991 , Medlab,  Inc 


...BECAUSE  QUALITY  IS  ESSENTIAL^ 


DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  eleven  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

MR  Angiography  (Superior  1.5  Tesla  image  quality) 

Nuclear  diagnostic  studies  and  SPECT  imaging 
CT  Scan 

Low-dose  mammography 
OB  and  general  ultrasound 
Fluoroscopy 
General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  eleven  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting 
via  fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K- 15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K- 15  Omega  Professional  Center  • Newark  • 368-5100 
Linden  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 
Linden  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 992-0108 
Brandywine  Imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Sports  Medicine  Center  3105  Limestone  Road  • Wilmington  • 633-4400 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 
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Fatal  Injury  Surveillance  Report,  Delaware,  1990 
Head  and  Spinal  Cord  Injuries 


Abstract 

The  Delaware  Disabilities  Prevention  Program 
is  funded  through  a five-year  Centers  for  Dis- 
ease Control  and  Prevention  (CDC)  grant  to 
prevent  primary  and  secondary  disabilities  as- 
sociated with  mental  retardation  and  low  socio- 
economic status;  head  and  spinal  cord  injuries; 
and  sickle  cell  disease.  This  report  focuses  on 
fatal  head  and  spinal  cord  injuries.  Death  cer- 
tificates and  autopsy  reports  from  1990  were 
the  data  sources  used  for  this  study. 

In  1990, 122  fatal  head  injuries  and  20  fatal 
spinal  cord  injuries  occurred  among  Delaware 
residents.  Eight  of  these  individuals  experi- 
enced both  head  and  spinal  cord  injuries.  Motor 
vehicle  crashes  caused  the  majority  of  both 
head  and  spinal  cord  deaths.  Suicides,  homi- 
cides, and  falls  were  the  other  major  causes  of 
fatal  head  injuries.  Deaths  are  only  the  tip  of 
the  injury  iceberg.  Head  and  spinal  cord  inju- 
ries can  cause  lifelong  disabilities  affectingfam- 
ily,  friends,  and  the  entire  community. 

Dr.  Cowan  is  an  epidemiologist  in  the  Division  of  Public 
Health. 

Ms.  Ccmnon  is  a senior  health  planner  in  the  Division  of 
Management  Services. 

Dr.  Hathcock  is  state  epidemiologist  in  the  Division  of 
Public  Health. 

Dr.  Konigsberg  is  division  director  of  the  Division  of  Public 
Health. 

Robert  O'Connor,  M.D.,  editor  of  Emergency  Medicine 
Forum,  is  board-  certified  member  of  D.F.E.S. 

This  report  was  funded  in  part  through  a cooperative 
agreement  (U59/CCU306950-2)  from  the  Centers  for  Dis- 
ease Control  and  Prevention,  the  United  States  Public 
Health  Service,  to  Delaware  Health  and  Social  Services. 


Laurie  S.  Cowan,  M.D. 
Mary  E.  Cannon,  M.S. 
A.  Leroy  Hathcock,  Jr.,  Ph.D. 
Charles  Konigsberg,  Jr.,  M.D. 

Introduction 

The  Delaware  Disabilities  Prevention  Program 
(DDPP)  is  located  in  the  Health  Monitoring  and 
Program  Consultation  Section  of  Delaware 
Health  and  Social  Services’  Division  of  Public 
Health.  The  CDC  funds  the  program  as  a State 
Capacity  Building  Grant  for  the  Prevention  of 
Primary  and  Secondary  Disabilities  for  years 
1991  to  1996.  Through  the  implementation  of  a 
disability  and  injury  surveillance  system,  com- 
munity interventions  for  capacity  building  and 
disability  prevention  programs  are  developed, 
delivered,  and  evaluated. 

The  Delaware  Disabilities  Prevention  Pro- 
gram has  targeted  the  following  disabilities: 

• Traumatic  brain  injuries; 

• Spinal  cord  injuries; 

• Mental  retardation  associated  with 
low  socioeconomic  status; 

• Secondary  disabilities  associated 
with  sickle  cell  disease;  and 

• Other  disabilities  as  future  surveil- 
lance activities  indicate. 

This,  the  first  surveillance  report  produced 
by  the  Delaware  Disabilities  Prevention  Pro- 
gram, focuses  on  fatal  head  and  spinal  cord 
injuries  in  the  State  of  Delaware  for  1990. 

Methodology 

Death  certificates  in  the  state  of  Delaware  are 
collected  by  the  Division  of  Public  Health’s 
Office  of  Vital  Statistics.  Data  on  the  certifi- 
cates are  coded  at  the  University  of  Delaware 
under  contract  with  the  Delaware  Center  for 
Health  Statistics,  Division  of  Management  Ser- 
vices. International  Classification  of  Diseases 
version  9 (ICD-9)  coding  is  done  by  the  Office  of 
Vital  Statistics  and  by  a nosologist  under  con- 
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tract  to  the  Delaware  Center  for  Health  Statis- 
tics. Single  underlying  cause  of  death  coding  is 
collected  by  the  state  of  Delaware.  In  the  case  of 
injuries,  this  coding  is  the  external  cause  of 
injury,  or  E code.  For  example,  an  E code  may 
describe  a driver  of  a motor  vehicle  which 
crashed  with  another  motor  vehicle  on  a road, 
or  a person  who  intentionally  shothim-Zherself. 

In  order  to  ascertain  what  bodily  injuries 
led  to  death,  death  certificates  listing  the  body 
parts  injured  were  examined.  The  head  or  spi- 
nal cord  injuries  were  coded,  using  ICD-9  N 
(nature  of  injury)  codes.  It  is  customary  in  a 
state  with  a small  population  such  as  Delaware 
to  compare  five  years  of  death  data,  which  are 
averaged,  with  a different  five  years  of  aver- 
aged data.  For  this  first  surveillance  report, 
however,  death  certificates  for  all  resident  1990 
deaths  were  examined  for  the  presence  of  head 
or  spinal  cord  injury.  When  the  death  certifi- 
cate did  not  explicitly  state  head  injury  or 
spinal  cord  injury,  and  if  an  autopsy  had  been 
performed,  autopsy  reports  were  examined.  Only 
if  autopsy  reports  explicitly  indicated  head  or 
spinal  cord  injury  were  individuals  included  as 
cases  of  fatal  head  or  spinal  cord  injury.  Ex- 
cluded were  19  victims  of  multiple  blunt  trauma 
who  were  not  autopsied. 

Age-adjusted  rates  were  calculated  by  the 
direct  method  using  the  1940  U.S.  population 
as  standard.'  The  actual  numbers  of  licensed 
drivers  in  the  State  of  Delaware  in  1990  were 
provided  by  the  Delaware  Division  of  Motor 
Vehicles.  The  annual  miles  driven  per  1990 
licensed  driver,  broken  down  by  age  groups  and 
sex,  were  provided  by  the  Federal  Highway 
Administration.^  Multiplying  these  two  num- 
bers produced  the  total  number  of  miles  driven. 
A death  rate  per  hundred  million  miles  driven 
was  obtained  by  dividing  the  number  of  deaths 
by  the  total  number  of  miles  driven  per  age 
group. 

Fatal  Traumatic  Brain  Injury  Case  Definition 

Any  subject  whose  death  certificate  included 
head  or  brain  injury  or  skull  fracture  as  a cause 
of  death,  or  whose  autopsy  report  indicated 
brain  injury  or  skull  fracture,  was  included  as 
a case. 

Fatal  Spinal  Cord  Injury  Case  Definition 

Any  subject  whose  death  certificate  included 
spinal  cord  injury,  vertebral  dislocation,  or  ver- 
tebral fracture  as  a cause  of  death,  or  whose 
autopsy  report  indicated  spinal  cord  injury  or 


vertebral  dislocation  or  vertebral  fracture,  was 
included  as  a case. 

Injury  is  unintentional  or  intentional  dam- 
age to  the  body  resulting  from  acute  exposure  to 
thermal,  mechanical,  electrical,  or  chemical 
energy,  or  from  the  absence  of  such  essentials 
as  heat  or  oxygen.^  Unintentional  injuries  in- 
clude those  caused  by  motor  vehicle  crashes, 
falls,  g(nd  unintentional  discharges  of  firearms. 
Intentional  injuries  include  those  caused  by 
suicides  and  homicides.. 

Data  was  analyzed  using  both  PC  and  main- 
frame versions  of  SPSS  statistical  analysis  soft- 
ware. Relative  risk  in  this  report  was  the  injury 
death  rate  of  one  group  divided  by  the  injury 
death  rate  of  another  comparison  group.  Rela- 
tive risks  and  95  percent  confidence  intervals 
were  determined  using  EPI-INFO  andEpitable. 
Two-tailed  exact  P-values  were  calculated."* 

Head  Injury  Deaths 

In  1990, 326  Delawareans  died  of  injuries  of 
all  causes.  The  majority  of  these  fatal  injuries 
were  unintentional.  Thirty-seven  percent,  or 
122  (18.3  fatal  head  injury  deaths  per  100,000 
residents),  were  caused  in  some  part  by  head 
injuries.  The  largest  number  of  head  trauma 
deaths  were  in  the  age  groups  spanning  15 
through  34  years.  There  were  29  such  deaths  in 
the  15-24  year  age  group,  and  30  in  the  25-34 
age  group.  The  rates  per  100,000  were  highest 
in  the  same  age  groups,  28.8  for  the  15-24  age 
group  and  25.8  for  the  25-34  age  group.  Another 
peak  was  seen  in  the  75-i-  age  group,  with  a rate 
of  25.7.  Of  these  122  cases  of  fatal  head  injury, 
76  individuals  (62  percent)  experienced  only 
head  injury.  The  remaining  56  individuals  had 
both  head  and  other  injuries.  Table  1 and  Charts 
la  and  lb  summarize  this  fatal  injury  data. 


Age 

in  Years 

Number 

Percent 

Rate  per 
100.000 

0-  4 

3 

2.5 

6.1 

5-14 

9 

7.4 

10.0 

15-24 

29 

23.8 

28.8 

25-34 

30 

24.6 

25.8 

35-44 

15 

12.3 

15.2 

45-54 

9 

7.4 

13.2 

55-64 

11 

9.0 

18.4 

65-74 

8 

6.6 

16.1 

75+ 

8 

6.6 

25.7 

Total 

122 

100.0 

18.3 

Table  1.  Fatal  head  injury  by  age,  Delaware 
1990. 


436 


Del  Med  Jrl,  July  1993,  Vol  65  No  7 


Emergency  Medicine  Forum 


Chart  la.  Fatal  head  injury  by  age. 


Chart  lb.  Rate  of  fatal  head  injury  by  age. 


Fatal  Head  Injury  by  Race 

The  rate  for  fatal  head  i njury  for  whites  was 
18.5  per  100,000  and  the  rate  for  blacks  was 
18.7  per  100,000.  Analysis  revealed  that  there 
was  not  a difference  in  risk  for  fatal  head  injury 


between  blacks  and  whites,  with  a relative  risk 
of  blacks  compared  to  whites  of  1.01.  Age- 
adjusted  rates  for  whites,  blacks,  and  all  races 
were  calculated.  Table  2 and  Chart  2 summa- 
rize fatal  head  injuries  by  race. 
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Race 

Number 

Rate  per 
100,000 

Relative  Risk 

Aqe-Ad  justed 
Death  Rate 

White 

99 

18.5 

1.00 

17.9 

Black 

21 

18.7 

1.01  (.63-1.62) 

17.7 

Other 

2 

* 

/ 

All  Races 

* Not  Applicable 

122 

18.3 

18.0 

Table  2.  Fatal  head  injury  by  race,  Delaware  1990. 


Chart  2.  Rate  of  fatal  head  injury  by  race. 


Fatal  Head  Injury  by  County 

The  fatal  head  injury  rate  per  100,000  was 
14.0  in  New  Castle  County,  25.2  in  Kent  County, 
and  28.3  in  Sussex  County.  The  increased  risks 
in  Kent  and  Sussex  County,  including  95  per- 
cent confidence  intervals,  are  given  relative  to 
New  Castle  County.  The  risk  of  dying  from  a 
head  injury  in  Sussex  County  was  twice  the 
risk  relative  to  New  Castle  County.  This  differ- 
ence was  statistically  significant.  Age-adjusted 
rates  for  all  three  counties  and  Delaware  as  a 
whole  were  calculated,  since  the  population  in 
Sussex  County  is  older  than  that  of  the  other 


two  counties.  Table  3 and  Chart  3 summarize 
the  fatal  head  injury  rate  by  county. 

Underlying  Cause  of  Fatal  Head  Injury 

Head  injury  deaths  in  Delaware  in  1990 
were  caused  by  motor  vehicle  crashes,  suicides, 
homicides,falls,  unintended  firearm  discharge, 
and  other  causes.  This  data  is  summarized  in 
Table  4 and  Chart  4.  The  suicides  and  homi- 
cides were  primarily  due  to  firearms  use,  which 
will  be  explored  later  in  this  report  (Table  11, 
Chart  11). 
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County 

Number  of  Head 

Death  Rate 

Relatiye  Risk 

Aqe-Adjusted 

Injury  Deaths 

per  100,000 

Death  Rate 

New  Castle 

62 

14.0 

1.00 

13.8 

Kent 

28 

25.2 

1.80  (1.15-2.81)+ 

24.2 

Sussex 

32 

28.3 

2.01  (1.31-3.09)* 

28.6 

Delaware 

122 

18.3 

18.0 

+ p = .012 

* p = .001 

Table  3.  Fatal  head  injury  by  county  of  residence,  Delaware  1990. 


0 5 10  IS  20  25  30 

Deaths  per  100,000 

Delaware,  1990 


Chart  3.  Rate  of  fatal  head  injury  by  county. 


Underivina  Cause 

Number 

Percent 

Motor  Vehicle  Crash 

72 

59.0 

Suicide 

30 

24.6 

Homicide 

14 

11.5 

Falls 

3 

2.5 

Unintended  Firearm 

1 

0.8 

Discharge 

Other 

2 

1.6 

Total 

122 

100.0 

Table  4.  (Above)  Underlying  cause  of  fatal  head 
injury,  Delaware  1990. 


Chart  4.  (Right)  Underlying  cause  of  fatal  head 
injury. 
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Underlying  Cause  of  Fatal 
Motor  Vehicle  Head  Injury 

Motor  vehicle  crashes  were  the  underlying 
cause  of  72  out  of  122  (59  percent)  of  all  head 
injury  deaths  in  Delaware.  These  head  injury 
victims  were  further  subdivided  into  drivers  of 
motor  vehicles,  motor  vehicle  passengers,  pe- 
destrians, motorcyclists  (both  drivers  and  rid- 
ers), bicycle  riders,  and  unspecified.  These  data 
are  summarized  in  Table  5 and  Chart  5.  In 
addition  to  motor  vehicle  crashes  being  the 
largest  underlying  cause  of  fatal  head  injuries, 
head  injuries  were  present  in  72  out  of  142  (51 
percent)  of  all  motor  vehicle  crash  victims. 


Tvoe  of  Vehicle  and  Position 

Number 

Percent 

of  Decedent  in  Vehicle 

MV  Driver  (Driver) 

25 

34.7 

MV  Passenger 

22 

30.6 

Pedestrian 

12 

16.7 

All  Motorcyclists 

6 

8.3 

Bicycle  Rider 

2 

2.8 

Unspecified  (Other) 

5 

6.9 

Total 

72 

100.0 

Table  5.  Underlying  cause  of  fatal  motor  ve- 
hicle head  injury,  Delaware  1990. 


Chart  5.  Underlying  cause  of  fatal  motor  ve- 
hicle head  injury. 

Fatal  Motor  Vehicle  Head  Injury 
by  Type  of  Vehicle  and  Position  of  Victim 

Victims  in  motor  vehicle  crashes  had  differ- 
ent types  of  injuries,  depending  upon  the  type  of 
motor  vehicle  and  the  position  of  the  victim  in 
the  vehicle.  Both  bicycle  riders  who  collided 
with  cars  had  head  injuries.  Six  of  eight  motor- 


cycle riders  (75  percent)  had  head  injuries,  and 
39  percent  of  the  automobile  and  truck  drivers 
had  head  injuries,  compared  with  67  percent  of 
the  passengers.  Table  6 and  Chart  6 summarize 
these  data. 

Fatal  Motor  Vehicle  Driver  Injury 
(All  Causes)  by  Age 

The  age  of  motor  vehicle  drivers,  excluding 
motorcyclists,  who  experienced  any  type  of 
bodily  injury  was  examined.  There  was  one 
underage  driver  who  died  in  a motor  vehicle 
crash.  The  death  rate  per  100,000  among  motor 
vehicle  drivers  ranged  from  11.9forthose  15-24 
years  old,  to  6.7  for  those  55-64  years  old.  The 
rate  for  those  65-74  years  old  was  24.2  and  for 
those  age  75-i-  was  28.9.  The  risk  in  the  two  65-h 
age  groups  was  determined  relative  to  all  driv- 
ers 64  years  and  younger,  and  includes  the  95 
percent  confidence  intervals.  The  relative  risk 
of  dying  was  more  than  2.5  times  higher  than 
for  drivers  65  years  and  older,  compared  with 
drivers  64  years  old  and  younger.  This  data  was 
statistically  significant.  This  data  is  summa- 
rized in  Table  7 and  Chart  7. 

Fatal  Motor  Vehicle  Driver  Injury  (All  Causes) 
by  Sex  and  Age  per  Miles  Driven 

The  number  of  male  and  female  motor  ve- 
hicle drivers  per  hundred  million  miles  driven, 
excluding  motorcyclists,  who  were  killed  in 
motor  vehicle  crashes  due  to  all  causes  was 
examined.  Male  drivers  had  a death  rate  per 
hundred  million  miles  driven  ranging  from  2.98 
for  drivers  16-19  years  old  to  .46  for  drivers  55- 
64  years  old.  The  rate  for  65-i-  male  drivers  was 
7.40.  The  risk  of  dying  due  to  a fatal  crash  for 
65-1-  drivers  was  8.63,  relative  to  drivers  64 
years  and  younger.  The  rates  for  females  ranged 
from  0 for  drivers  16-19  to  .99  for  drivers  55-64 
years  old.  The  rate  for  female  65-t-  drivers  was 
4.48.  The  relative  risk  for  all  female  S5+  drivers 
was  9.88  times  the  risk  for  female  drivers  64 
years  old  and  younger.  The  relative  risks  were 
significantly  greater  for  drivers  65  years  and 
older,  compared  with  drivers  64  years  and 
younger  for  both  sexes.  Tables  8a  and  8b  show 
driver  deaths  per  hundred  million  miles  driven 
by  sex  and  by  age  group. 
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Type  of  Vehicle  and  Position 

Number  with 

Total  Number  Dvina 

Percent  Dvina 

of  Decedent  in  Vehicle 

Head  Iniurv 

Due  to  All  Causes 

from  Head  Iniurv 

Bicycle  Rider 

2 

2 

100.0 

Motorcyclist 

6 

8 

75.0 

MV  Passenger 

22 

33 

66.7 

Pedestrian 

12 

20 

60.0 

MV  Driver 

25 

64 

39.1 

Unspecified 

5 

14 

35.7 

Table  6.  Percent  of  fatal  motor  vehicle  crahses  involving  head  injury  (by  type  of  vehicle  and  position 
of  decedent),  Delaware  1990. 
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Chart  6.  Percent  of  fatal  motor  vehicle  chrashes  involving  head  injury. 


Fatal  Resident  Motor  Vehicle  Injury 
(All  Causes)  by  Month  of  Crash 

Table  9 and  Chart  9 summarize  the  month 
of  injury  due  to  all  causes  of  all  fatal  motor 
vehicle  crashes  involving  Delaware  residents 
occurring  in  any  state.  The  data  do  not  exhibit 
a discernible  pattern. 

Fatal  Nonresident  Motor  Vehicle  Injury  (All 
Causes)  by  Month  of  Crash 

Table  10  and  Chart  10  summarize  the  month 
of  death  for  all  non-Delaware  residents  who 


died  in  motor  vehicle  crashes  due  to  all  types  of 
injury  in  Delaware.  Although  there  appears  to 
be  an  increase  during  summer  months  and 
around  heavily -traveled  holidays,  numbers  are 
too  small  to  identify  any  clear  patterns. 

Underlying  Cause  of  Fatal 
Firearm  Head  Injury 

Firearms  contributed  to  38  of  122  head 
injury  deaths  in  Delaware,  through  their  use  in 
suicides,  homicides,  and  unintended  firearm 
discharges.  Thirty  one  percent  of  all  head  in- 
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Aqe  of  Driver 

Number 

Percent  of 
Driver  Deaths 

Death  Rate 
per  100,000 

Relative  Risk“ 

5-14 

1 

1.6 

1.1 

15-24 

12 

18.8 

11.9 

25-34 

12 

18.8 

/ 10.3 

35-44 

9 

14.1 

9.1 

45-54 

5 

7.8 

7.3 

55-64 

4 

6.3 

6.7 

65-74 

12 

18.8 

24.2 

2.50  (1.32-4.73)+ 

75+ 

9 

14.1 

28.9 

2.98  (1. 45-6.1 2)‘ 

Total 

64 

100.0 

9.6 

+ p = .010 

* p = .006 

‘‘Compared  to  < 65  years 

Table  7.  Motor  vehicle  injury  by  age  of  driver,  Delaware  1990. 


Chart  7.  Rate  of  fatal  motor  vehicle  injury  be  age  of  driver. 
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Male 

Age 

Miles  Driven 

Licensed 

Miles  Driven 

Drivers 

Drivers  Killed  per 

Relative 

per  Driver  * 

Drivers 

bv  Drivers 

Killed 

100,000,000  Miles 

Risk" 

16-19 

9,543 

14,082 

134,384,526 

4 

2.98 

20-34 

18,310 

84,905 

1,554,610,550 

17 

1.09 

35-54 

18,871 

85,201 

1,607,828,071 

9 

0.56 

55-64 

15,224 

28,543 

-'34,538,632 

2 

0.46 

65+ 

6,162 

30,697 

189,154,914 

14 

7.40 

8.63 

(4.61-16.17)+ 

All 

17,536 

243,428 

4,268,753,408 

46 

1.08 

* Data  Source:  Summary  of  Travel  Trends 

, Federal  Highway  Administration 

+ p = 

.000 

Compared  to  < 65  years 

Table  8a. 

Motor  vehicle  driver  dealth  per  miles  driven  by  driver 

sex  and  age,  Delaware  1990. 

Female 

Age 

Miles  Driven 

Licensed 

Miles  Driven 

Drivers 

Drivers  Killed  per 

Relative 

per  Driver  * 

Drivers 

bv  Drivers 

Killed 

100,000.000  Miles 

Risk" 

16-19 

7,387 

13,741 

101,504,767 

0 

0.00 

20-34 

11,174 

84,930 

949,007,820 

3 

0.32 

35-54 

10,539 

90,392 

952,641,288 

5 

0.52 

55-64 

7,211 

28,059 

202,333,449 

2 

0.99 

65+ 

4,750 

32,894 

156,246,500 

7 

4.48 

9.88 

(3.76-25.96)+ 

All 

9,528 

250,016 

2,382,152,448 

17 

0.71 

* Data  Source:  Summary  of  Travel  Trends  , 

Federal  Highway  Administration 

+ p = .000  ‘'Compared  to  < 65  years 

Table  8b.  Motor  vehicle  driver  death  per  miles  driven  by  driver  sex  and  age,  Delaware  1990. 


Chart  8.  Driver  deaths  per  100,000,000  miles  driven. 
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Month 

Number  of 
Deaths 

Percent 

January 

11 

7.8 

February 

16 

11.3 

March 

13 

9.2 

April 

15 

10.6 

May 

6 

4.3 

June 

11 

7.8 

July 

10 

7.1 

August 

13 

9.2 

September 

12 

8.5 

October 

10 

7.1 

November 

13 

9.2 

December 

11 

7.8 

Year 

141 

100.0 

Table  9.  Resident  fatal  motor  vehicle  injury  by 
month  of  crash,  Delaware  1990. 


jury  deaths  in  Delaware  were  caused  by  fire- 
arms. Table  11  and  Chart  11  summarize  these 
data. 

Underlying  Cause  of  Fatal  Spinal  Cord  Injury 
There  were  20  cases  of  fatal  spinal  cord 
injuries  in  Delaware  in  1990.  These  injuries 
were  /caused  by  motor  vehicle  crashes,  falls, 
suicides,  and  one  homicide.  Eight  of  these  spi- 
nal cord  injury  deaths  also  had  head  injuries. 
Table  12  and  Chart  12  summarize  the  underly- 
ing causes  of  fatal  spinal  cord  injuries  in  Dela- 
ware. 

Further  analysis  of  spinal  cord  injury  deaths 
was  not  performed,  due  to  the  small  numbers  of 
victims. 

Discussion 

In  1990,  injuries  were  the  fourth  largest  cause 
of  death  in  Delaware,  following  cardiovascular 
disease,  malignant  neoplasms,  and  cerebrovas- 


January 

February 

March 

April 

s: 

i/i 

(D 

May 

o 

June 

x: 

July 

c 

o 

5 

August 

September 

October 

November 

December 

0 


4 


6 8 10 
Number  of  Deaths 


12  14  16 

Delaware,  1990 


Chart  9.  Resident  fatal  motor  vehicle  injury  by  month  of  crash. 
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Month 

Number  of 
Deaths 

Percent 

January 

2 

6.7 

February 

2 

6.7 

March 

3 

10.0 

April 

2 

6.7 

May 

2 

6.7 

June 

3 

10.0 

July 

3 

10.0 

August 

5 

16.7 

September 

1 

3.3 

October 

1 

3.3 

November 

5 

16.7 

December 

1 

3.3 

Year 

30 

100.0 

Table  10.  Nonresident  fatal  motor  vehicle  in- 
jury by  month  of  crash,  Delaware  1990. 


as  the  Delaware  Safe  Kids  Coalition  and  the 
Delaware  State  Police,  include  injury  preven- 
tion in  their  program  areas.  Legislative  efforts 
often  focus  on  injury  prevention.  Injury  sur- 
veillance in  Delaware  detects  trends  by  focus- 
ing on  differences  over  time,  and  identifies  risk 
factors  such  as  age  associated  with  injury  oc- 
currence. These  risk  factors  can  then  be  used  to 
target  interventions. 

Injuries,  in  general,  affect  a younger  popu- 
lation than  heart  disease  and  cancer.  Looking 
at  the  difference  between  the  age  at  death  for 
injury  victims  and  a reference  year  (in  thi  s case, 
65  years),  a measurement  of  premature  death 
called  years  of  potential  life  lost  can  be  calcu- 
lated. “Unintentional  injuries  accounted  for  4.5 
percent  of  all  deaths  in  Delaware  dxiring  1986 
to  1990.  However,  this  same  cause  accounted 
for  18.4  percent  of  all  years  of  potential  life  lost 
during  the  same  period.”® 


cular  diseases.  Unintentional  injuries  were  the 
leading  cause  of  death  of  Delawareans  ages  one 
through  44.  By  definition,  injuries  are  largely 
preventable  by  changing  people’s  behavior  and 
their  environment. 

Injury  surveillance  is  extremely  useful. 
Many  public  and  private  health  programs,  such 


This  study  found  two  peaks  in  head  injury 
rates:  in  the  15-34  age  group  and  in  the  75-t-  age 
group.  Because  of  the  larger  population  in  the 
15-34  age  group,  interventions  focused  on  this 
age  group  would  have  a large  impact  on  the 
incidence  of  head  injury  deaths.  Head  trauma 
affected  whites  and  blacks  in  Delaware  equally, 
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Cause  of 

Number 

Percent  of  Firearm- 

Death 

Related  Deaths 

Suicide 

29 

76.3 

Homicide 

8 

21.1 

Unintentional 

1 

2.6 

Discharge 

Total 

38 

100.0 

Table  11.  Underlying  cause  of  firearm  fatal 
head  injury,  Delaware  1990. 


Chart  11.  Underlying  casue  of  fatal  firearm  — 
related  head  injury. 

with  nearly  identical  rates. 

Motor  vehicle  injuries,  the  major  cause  of 
head  trauma  deaths  in  1990,  were  responsible 
for  59  percent  of  such  deaths.  Motor  vehicle 
drivers,  passengers,  and  pedestrians  struck  by 
motor  vehicles  were  the  major  victims  of  motor 
vehicle  crashes.  However,  a larger  percentage 
of  bicyclists  in  crashes  with  motor  vehicles  ( 100 
percent),  motorcyclists  (75  percent),  motor  ve- 
hicle passengers  (66.7  percent),  and  pedestri- 
ans (60  percent)  dying  of  injuries  died  of  head 
injuries  than  the  39  percent  of  motor  vehicle 
drivers  (excluding  motorcyclists)  who  died  in 
fatal  crashes. 

The  age  and  sex  of  motor  vehicle  drivers 
had  an  association  with  their  death  rates.  Both 
a population-based  rate  and  a miles-driven  rate 


show  a small  peak  for  the  youngest  drivers, 
with  the  death  rate  slowly  dropping  until  age 
64.  The  rate  then  rose  (using  either  methodol- 
ogy), to  a rate  more  than  twice  as  high  for  65-t- 
drivers  than  for  any  other  age  group.  Males  had 
higher  death  rates  than  females  for  all  but  the 
55-64  age  group. 

Tl)e  relative  risk  of  dying  from  head  injury 
in  Sussex  County  was  twice  that  in  New  Castle 
County.  There  are  two  possible  factors  contrib- 
uting to  this.  First,  motor  vehicle  crashes  occur- 
ring in  rural  areas  tend  to  involve  high  speeds 
and  a greater  chance  of  severe  injury.  The 
typical  fatal  crash  involves  a single  vehicle  on  a 
rural  road  at  night;  the  typical  nonfatal  crash 
occurs  on  an  urban  street  during  the  day®. 
Second,  until  December  14, 1990,  there  was  no 
paramedic  advanced  life  support  available  in 
Sussex  County  and  rural  Kent  County,  although 
this  service  was  available  in  the  City  of  Dover, 

' in  Kent  County,  and  in  all  of  New  Castle  County. 
Before  December  of  1990,  the  time  from  injury 
to  arrival  at  an  adequate  health  care  facility 
was  probably  greater  in  rural  Kent  and  all  of 
Sussex  Counties. 

Thirty-one  percent  of  head  injuries  in  Dela- 
ware were  firearm-related,  due  to  their  use  in 
suicides,  homicides,  and  their  unintentional 
discharge.  Twenty-nine  of  30  suicide  victims 
dying  of  head  injuries  used  firearms  to  commit 
this  act.  A recent  article  on  this  subject  found  a 
strong  association  between  firearm  suicides 
and  the  presence  of  firearms  in  the  home.^  Any 
interventions  aimed  at  firearm  mortality  pre- 
vention in  Delaware  should  focus  on  their  use 
in  suicides,  as  well  as  the  more  commonly 
targeted  homicides  and  unintentional  use. 

Twenty  deaths  in  Delaware  in  1990  were 
due  to  spinal  cord  injuries.  Motor  vehicle  crashes 
caused  70  percent  of  these  deaths.  Other  causes 
were  falls,  a homicide,  an  unintentionally  dis- 
charged firearm,  and  a suicide. 

Using  death  certificates  as  an  injury  sur- 
veillance system  is  very  sensitive.  Sensitivity  of 
a surveillance  system  refers  to  the  “proportion 
of  people  who  truly  have  a designated  disorder 
who  are  so  identified”®  by  the  surveillance.  In 
1990,  this  surveillance  system  potentially 
missed  19  cases  of  possible  head  trauma  where 
the  death  certificate  indicated  “multiple  blunt 
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Underivinq  Cause 

Number 

Percent 

Motor  Vehicle  Crash 

14 

70 

Falls 

3 

15 

Suicide 

1 

5 

Unintended  Firearm  Discharge 

1 

5 

Homicide 

1 

5 

Total 

20 

100 

Table  12.  Underlying  cause  of  fatal  spinal  cord  injury,  Delaware  1990. 


Chart  12.  Underlying  cause  of  fatal  spinal  cord  injury. 


trauma”  and  no  autopsy  was  performed.  This 
was  out  of  152  possible  cases,  or  a sensitivity 
rate  of  88  percent.  Predictive  power  positive 
refers  to  “the  proportion  of  persons  identified  as 
being  cases  who  actually  do  have  the  condition 
under  surveillance.”®  The  predictive  value  posi- 
tive of  this  system  approached  100  percent, 
since  case  attainment  was  performed  based  on 
death  certificates,  which  are  required  on  all 


deaths  in  Delaware,  and  on  autopsies,  which  in 
Delaware  are  performed  by  physician  patholo- 
gists for  victims  dying  of  unnatural  causes. 
This  surveillance  system  is  also  highly  repre- 
sentative ofinjury  deaths  occurringinthe  popu- 
lation. It  accurately  describes  the  occurrence  of 
injury  deaths  over  time  and  its  distribution  in 
the  population  by  place  and  person.  However, 
in  order  for  an  injury  surveillance  system  to  be 
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truly  representative  of  what  is  happening  in 
the  population,  it  must  also  monitor  all  injury 
morbidity,  including  both  nonfatal  injuries  and 
mortality. 

Using  death  certificates  as  the  basis  of  an 
injury  surveillance  system  is  not  timely.  Death 
certificates  are  collected  on  in-state  deaths 
within  weeks  of  the  deaths.  Electronic  data 
entry  of  in-state  deaths  of  all  data  fields  except 
the  important  ICD-9  codes  are  completed  within 
a month  of  receipt  of  the  death  certificates.  The 
completed  tape  containing  all  data  for  Dela- 
ware residents  who  die  both  in  and  out  of  state 
is  not  available  until  two  years  from  the  year  of 
death.  Adding  head  and  spinal  cord  injury  ICD- 
9 codes,  receiving  autopsy  reports,  analyzing 
data,  and  developing  a report  which  is  accept- 
able for  publication  can  take  up  to  another  year. 

The  goal  of  the  Delaware  Disabilities  Pre- 
vention Program  is  to  properly  target  proven 
interventions  to  populations  at  highest  risk  for 
disabilities.  Proven  interventions  in  the  motor 
vehicle  area  are  helmets  for  motorcyclists  and 
bicyclists,  and  seat  belts  and  airbags  for  auto- 
mobile and  truck  drivers  and  passengers.  Pas- 
sengers of  automobiles  and  trucks  had  a higher 
head  injury  rate  than  drivers.  Encouraging  all 
passengers  to  use  seat  belts  in  vehicles  would 
target  this  group.  Analysis  of  pedestrian-re- 
lated motor  vehicle  deaths  will  be  expanded  to 
include  data  from  1986  to  1990.  In  order  to 
properly  reflect  the  effect  of  injury  on  the  popu- 
lation, there  are  plans  to  study  morbidity  as 
well  as  mortality. 
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Sexual  Misconduct  in  the  Physician-Patient  Relationship 


Most  problems  between  doctors  and  patients 
originate  in  misunderstanding.  Of  course,  acci- 
dents still  happen.  Every  few  years  a good 
surgeon  puts  a suture  through  a ureter  or 
damages  a common  duct,  but  the  vast  majority 
of  the  times  it  is  failure  of  communication  that 
creates  the  problem.  In  some  cases  there  may 
not  even  be  any  outward  communication;  each 
side  just  knows.  For  example,  the  woman  who 
knows  her  children’s  medical  records  belong  to 
here  versus  the  doctor  who  is  equally  certain 
they  belong  to  him.  These  are  a result  of  cus- 
toms and  woes  and  more  apt  to  arise  when  there 
is  a cultural  barrier. 

It  is  largely  to  avoid  cultural  barriers  that 
Delaware  requires  completion  of  three  years  of 
U.S.  residency  trainingfor  international  medi- 
cal graduates,  whereas  American  graduates 
are  eligible  for  licensure  after  one  year  of  resi- 
dency. Actually,  it  is  rather  unusual  for  a for- 
eign physician  to  get  in  trouble  over  compe- 
tence, skill  or  knowledge.  When  they  get  in 
trouble,  it  is  nearly  always  cultural.  In  fact,  in 
this  melting  pot  nation  of  ours,  cultural  differ- 
ences are  at  the  root  of  some  of  our  most  trouble- 
some national  problems. 

But  what  happens  when  the  culture  and 
expectation  ofthe  whole  nation  change?  Clearly 
they  do  not  change  everywhere  to  the  same 
degree  and  at  the  same  time.  For  example,  the 
old  work  ethic  may  still  be  alive  in  some  seg- 
ments of  our  society,  but  not  in  all  by  any 
means.  Another  example  might  be  exemplified 
by  the  absolute  integrity  of  the  Quakers,  which 
was  a major  factor  in  the  business  success  of  the 
Philadelphia  area.  Contrast  that  with  the  ex- 
pectation of  business  by  bribes  and  favors  so 


prevalent  in  most  parts  of  the  world.  Business 
cannot  prosper  if  there  is  no  trust,  and  if  that 
trend  takes  roothere  we  shall  be  in  trouble,  too. 

Some  of  the  most  rapid  and  drastic  changes 
in  attitudes  and  customs  in  recent  years  have 
been  sexual.  This  is  not  just  the  women’s  rights 
movement,  or  the  sexual  freedom  associated 
with  the  removal  of  the  fear  of  pregnancy  and 
venereal  diseases.  In  some  part  this  is  also  the 
result  of  the  admixture  of  more  permissive 
cultures  which  accept  unmarried  cohabitation, 
single-parent  homes,  easy  divorce  and  promis- 
cuity as  the  norm.  Although  this  does  not  result 
in  a productive,  emotionally  stable  society,  it 
certainly  appears  to  be  more  fun;  and  since 
most  people  seem  to  confuse  fun  with  happi- 
ness, we  pursue  fun  instead. 

In  this  general  movement  of  our  culture 
toward  easy  access  to  other  bedrooms,  what  has 
happened  to  the  doctor-patient  relationship? 
Have  the  old  stringencies  and  taboos  been  re- 
laxed? Surprisingly,  no\  In  fact,  quite  the  oppo- 
site. The  prohibition  of  anything  even  remotely 
related  to  sex  has  become  more  absolute  than 
ever  before. 

The  whole  purpose  of  this  rambling  dis- 
course is  to  warn  those  of  you  who  may  not  be 
aware  of  the  drastic  penalties  that  courts  and 
boards  are  imposing  on  physicians  for  even 
seemingly  minor  “sexual”  infraction  between 
consenting  adults.  A promising  professional 
career  can  disappear  in  the  blink  of  an  eye  — or 
should  I say  “wink  of  an  eye?”  Nobody  ever 
taught  my  generation  about  these  things  in 
medical  school  or  even  in  residency.  We  were 
just  expected  to  learn  them,  bit  by  bit,  here  and 
there.  “Never  examine  a patient  of  the  opposite 
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Board  of  Medical  Practice 

sex  without  a chaperone”;  “Beware  the  woman 
patient  whose  husband  is  cheating.  She  may 
want  to  test  her  charms  (safely)  on  you.”  But 
now  these  old  aphorisms  no  longer  suffice. 

Just  how  common  is  sexual  misconduct  in 
the  physician-patient  relationship?  Is  it  signifi- 
cant or  trivial?  What  is  the  philosophy,  the 
thinking  behind  these  “new”  rules,  and  where 
are  the  boundaries?  I got  some  grasp  of  the 
answers  to  these  questions  at  a recent  meeting 
of  the  Federation  of  State  Medical  Boards.  It  is 
a big  enough  problem  that  they  devoted  about 
a quarter  of  the  three-day  meeting  to  this. 

It  is  difficult  to  get  firm  figures  for  several 
reasons.  Most  polls  and  surveys  have  a low- 
response  rate,  perhaps  understandably.  Most 
include  anyone  who  uses  the  title  “doctor,”  just 
like  the  newspapers,  so  you  will  find  counselors 
and  psychologists,  dentists  and  podiatrists,  chi- 
ropractors and  physical  therapists,  in  many  of 
the  studies. 

Also  a lot  depends  on  the  definition  of  sexual 
misconduct.  If  we  use  a fairly  strict  definition, 
“exploitation  of  the  doctor-patient  relationship 
for  physical  contact  that  results  in  gratification 
of  the  physician,”  and  look  at  the  well-con- 
trolled studies,  it  appears  that  somewhere  be- 
tween 7 and  23  percent  of  physicians  are  guilty 
of  at  least  one  transgression  in  a lifetime  of 
practice.  Typically  the  doctor  is  between  40  and 
60  years  old  and  has  been  in  practice  an  average 
of  25  years.  Over  85  percent  are  male  doctor/ 
female  patient,  8 percent  female  doctor/male 
patient,  5 percent  male/male  and  1 percent 
female/female. 

The  philosophy  behind  the  prohibitions  is 
that  the  physician  in  taking  unfair  advantage 
of  the  trust  implicit  in  the  doctor-patient  rela- 
tionship to  satisfy  his  (or  her)  own  lascivious 
impulses.  The  doctor  is  always  in  the  position  of 
power  and  the  patient  always  in  relative  depen- 
dency. It  is  a totally  unequal  and  unfair  situa- 
tion and  always  harmful  to  the  patient.  As  such 
it  is  highly  unethical  and  grounds  for  revoca- 
tion or  suspension  of  the  license  to  practice  in 
all  or  nearly  all  jurisdictions.  When  it  happens 
it  undermines  the  confidence  of  the  public  in 
the  entire  medical  profession,  and  thus  must  be 
dealt  with  “swiftly,  surely  and  severely,”  ac- 
cording to  the  authorities.  The  usual  physician 
defense  is  “I  fell  in  love,”  or  phrased  another 
way,  “We  planned  to  get  married.”  This  is  felt  to 


be  no  defense.  In  every  physician-patient  rela- 
tionship, to  use  a psychiatric  term,  there  is 
transference  and  counter-transference.  In  other 
words,  there  is  always  a bit  of  love.  In  fact,  one 
of  my  early  mentors  used  to  say  “If  you  love  your 
patients  enough  it  would  be  downright  un- 
grateful of  them  not  to  get  better,  and  most  of 
them  will,  just  to  please  you.”  The  doctor  must 
be  aware  of  the  counter-transference  and  guard 
against  it.  He  has  an  obligation  to  treat  the 
patient  and  return  her  to  her  husband  (or 
family)  unsullied. 

Obviously  there  are  all  degrees  of  infrac- 
tions, from  trivial  or  accidental  to  sexual  liai- 
sons lasting  for  years.  Most  do  not  get  repeated 
for  more  than  a year.  Some  represent  patient 
misconceptions.  Some  women  think  that  only 
gynecologists  do  breast  or  pelvic  examinations, 
and  may  claim  they  have  been  compromised  by 
what  the  doctor  calls  a normal  physical.  A 
bizarre  one  was  a doctor  doing  a neurologic 
examination  who  tested  superficial  sensation 
by  light  touch  instead  of  a wisp  of  cotton.  The 
patient  (and  her  husband  who  was  in  the  exam 
room)  misinterpreted  this  as  sexual  stroking. 

Usually  — but  not  always  — a discussion  of 
sexual  adjustment  is  acceptable.  Usually  — but 
not  always  — a touch  on  the  arm,  hand  or 
shoulder  is  acceptable.  However,  an  appoint- 
ment or  date  outside  the  office  is  suspect — may 
be  okay  in  a very  public  place  like  the  hospital 
cafeteria  for  lunch.  An  arm  across  the  shoulder 
or  about  the  waist  is  risky  unless  the  patient  is 
old  enough  to  be  your  mother.  And  any  kiss  is 
clearly  over  the  boundary,  as  is  a touch  on  the 
buttock  or  breast.  Anything  during  a physical 
examination  that  could  be  interpreted  as  fon- 
dling is  definitely  out. 

And  finally,  when  does  the  physician-pa- 
tient relationship  end?  Certainly  not  the  day 
after  the  patient  and  records  are  transferred  to 
another  physician.  Some  say  it  ends  three  years 
after  the  last  visit.  Others  say  never.  In  fact, 
some  states  are  considering  legislation  saying 
there  is  no  such  thing  as  “consent”  between 
adults  if  a physician-patient  relationship  has 
ever  existed. 

So  think  it  over  carefully,  and  remember 
that  our  permissive  society  does  not  include 
you,  doctor. 

E.  Wayne  Martz,  M.D. 
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A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 

A DIVISION  OF 

^ PULMONARY  ASSOCIATES,  P^. 

' -y  Medical  Specialists  in  Lung  Health 

(Sit fH  Off 

Sinakiuif 

•O'  Physician  Directed 
tt  *0-  Multi-Interventional 
•O-  Emphasis  on  Relapse 
Prevention 

•0-  Nicotine  Patch  Therapy 

Albert  A.  Rizzo,  M.D.,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 

Group  and  Employer-Sponsored  Program 
Discounts  Available 


Rehabilitation  Consultants,  Inc. 


SERVICES 

• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

HTNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 

■ 


TWO  LOCATIONS 

CONCORD  PLAZA  OFFICE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFFICE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

All  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 


Owner:  Robert  Catalano,  M.A.,  P.T. 


REHABILITATION  CONSULTANTS,  INC.  SINCE  1970 
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OB-GYPi,  ABDOMINAL  AND  BREAST  ULTRASOUND 


SPECIAL  REPORT 


Medical  Society  of  Delaware  Insurance  Services,  Inc. 
Report  to  the  Stockholders 


This  year,  1993,  represents  the  10th  anniver- 
sary of  the  incorporation  by  the  Medical  Society 
of  Delaware  (MSD)  of  the  Medical  Society  of 
Delaware  Insurance  Services  (MSDIS).  Many 
members  of  MSD,  as  well  as  other  physicians 
within  Delaware,  do  not  realize  the  unique 
position  of  MSDIS  as  the  only  insurance  com- 
pany in  Delaware  that  provides  quality  insur- 
ance products  only  to  Delaware  physicians. 

Over  the  years,  and  particularly  now, 
MSDIS  has  provided  an  advocacy  role  for  phy- 
sicians not  provided  by  any  other  agency  in  the 
state.  This  role  has  been  unselfishly  demon- 
strated not  only  for  MSDIS  insureds,  but  even 
for  those  who  may  use  other  brokers.  It  is 
interesting  to  note  that  when  insurance  diffi- 
culties arise,  as  has  persistently  occurred  since 
the  mid-1970s,  that  physicians  rightly  turn  to 
their  medical  society  and  to  its  subsidiary  for 
assistance,  guidance  and  advocacy. 

For  those  of  us  elected  to  the  MSDIS  Board 
of  Directors,  these  circumstances  are  simulta- 
neously rewarding  and  frustrating.  Rewarding 
in  our  service  to  our  fellow  physicians;  frustrat- 
ing in  that  so  many  physicians  do  not  hold 
policies  with  MSDIS. 

The  stockholders  of  MSDIS  are  the  mem- 
bers of  MSD  and  by  virtue  of  their  corporate 
charter,  the  House  of  Delegates  and  the  Board 
of  Trustees  provide  appropriate  oversight  of 
MSDIS  and  the  MSDIS  Board  of  Directors  to 
include  the  annual  election  of  the  MSDIS  Board. 
Notwithstanding  the  relationship  with  MSD, 
all  physicians  practicing  medicine  in  Delaware 
are  eligible  for  insurance  coverage  by  MSDIS 
whether  they  are  MSD  members  or  not. 


Since  its  inception,  MSDIS  has  provided  a 
full  range  of  quality  insurance  products  for  the 
physicians  of  Delaware.  Though  the  primary 
emphasis  has  been  on  medical  liability  insur- 
ance, insurance  is  currently  available  for  office 
protection,  disability,  workers  compensation 
and  a myriad  of  standard  insurance  coverages 
for  health  (through  MSD),  life,  property  and 
casualty,  long-term  care  and  the  like. 

Also,  from  the  beginning  MSDIS  has  pro- 
vided significant  support  to  MSD  from  direct 
payment  of  annual  dividends,  to  an  early  con- 
tribution to  establish  the  Medical  Society  of 
Delaware  Education  Foundation. 

For  a number  of  reasons,  MSDIS’  earnings 
have  declined  over  the  last  three  years.  Some  of 
this  decline  can  be  attributed  to  reductions  and 
discounting  in  premium  rates  for  malpractice 
insurance  and  increases  in  our  operating  ex- 
penses; however,  the  sales  of  new  policies,  par- 
ticularly medical  malpractice  would  be  expected 
to  affect  this  decline,  but  such  sales  have  not 
kept  pace  with  the  potential  market  of  new 
physicians  entering  practice. 

Considering  that  our  mission  is  to  serve  all 
Delaware  physicians,  we  have  developed  and 
continue  to  develop  a broad  product  base.  We 
want  to  serve  all  physicians  by  providing  for 
their  individual  needs.  Though  one  product 
may  be  best  for  one  group  of  physicians,  a 
different  product  may  be  required  for  others. 
While  it  may  possibly  have  been  necessary  in 
the  past  for  physicians  in  this  state  to  tie  them- 
selves contractually  to  one  insurance  provider, 
such  an  arrangement  today  does  not  seem  pru- 
dent. We  must  deal  in  a businesslike  fashion 
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with  a number  of  insurance  companies.  “En- 
dorsements” and  “approvals”  must  be  carefully 
evaluated  and  reviewed  periodically. 

Many  initiatives  are  underway  in  this  tenth 
anniversary  year.  Foremost  among  them  are  to 
develop  a formal  marketing  plan  — the  corner- 
stone of  which  will  be  an  effort  to  involve  all 
physicians  to  assist  in  the  recognition  of  the 
unique  role  that  MSDIS  plays  with  physicians. 
Other  activities  will  include  an  effort  to  provide 
a traditional  health  insurance  plan,  obtaining 
malpractice  carriers  with  a rating  higher  than 
A-I-,  improving  our  exposure  at  medical  meet- 
ings, developing  appropriate  sales  brochures, 
developing  joint  committees  with  MSD  for 
review  of  companies  and  products  and  for 
marketing.  Consideration  will  be  given  that 
a for-profit  corporation  may  have  to  con- 
sider compensation  for  its  officers  and  board 
members  to  obtain  the  time  and  participation 
needed  for  managing  a successful  business, 
formalizing  an  oversight  role  for  MSDIS  within 
MSD  and  a review  of  the  MSDIS  bylaws. 

No  report  to  the  stockholders  would  be 
complete  without  an  expression  of  thanks  and 
appreciation  to  Executive  Vice  President  and 


Healthcare  Management  Services^  Inc. 

/4s  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 
professionals  who  specialize  in  the  "Business  of  Medicine".  Healthcare  Management  Services.  Inc,  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today’s  evolving  healthcare  environment.  Some  of  the  valuable  services  that 
we  provide  to  our  local  clients  are  — 

Revenue  Enhancement  Programs  Accounts  Receivable  Management 

Reimbursement  & Coding  Reviews  Practice  Operational  Reviews 

Medical  Billing  & Collections  Medicare  Pre-Audit  Evaluations 

To  speak  to  our  consultants,  please  contact  Bill  Carello,  Michael  Bradley  or  David  Krigstein  at  — 

Healthcare  Management  Services,  Inc. 

3513  Concord  IHke 
Wilmington,  DE  19803 

Telephone:  (302)  737-6200  or  (302)  478-9283 


Chief  Operating  Officer,  Mrs.  Anne  Shane 
Bader.  Mrs.  Bader  has  held  this  role  since  the 
inception  of  MSDIS,  and  its  success  is  her 
success.  The  time  and  effort  she  devotes,  and 
her  dedication  to  MSDIS  can  neither  be  ad- 
equately portrayed  or  compensated  for. 

All  stockholders,  officers  and  board  mem- 
bers /nust  visibly  support  and  directly  assist 
MSDIS  in  its  efforts  to  provide  insurance  ser- 
vices to  all  physicians  in  Delaware.  Both  myself 
and  Mrs.  Bader  stand  ready,  literally  24  hours 
a day,  seven  days  a week,  to  do  whatever  is 
necessary  to  ensure  the  success  of  the  Medical 
Society  of  Delaware  Insurance  Services,  Inc.,  in 
whatever  way  the  stockholders  may  see  fit. 

William  H.  Duncan,  M.D. 

Office;  (302)  571-0986 
Home:  (302)  478-1345 
Anne  Shane  Bader 

Office:  (302)571-0986 
Home:  (302)  762-3666. 

William  H.  Duncan,  M.D. 

President,  Medical  Society  of  Delaware 
Insurance  Services,  Inc. 
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K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


FOR  RENT 

2323  Pennsylvania  Avenue 
Wilmington,  DE  19806 

Centrally  located 
88  parking  spaces 
100%  owner-occupied 
Handicap  access  (elevator) 
Utilities  included 
Approimately  1 ,000  sq.  ft. 

& reception  desk 

Available  for  inspection 
Immediate  occupancy 
Call  655-4510 


BRANDYWINE  IMAGING  CENTER,  L.P. 

A Diagnostic  Imaging 
Center  for  Women 

A women's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 
Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical 
management  patients. 

Low-dose  state-of-the-art  film  screen 
Mammography 

OB/gyn  Ultrasound 

Breast  aspiration  of  solid  and  cystic  masses 
under  ultrasonic  guidance 

Educational  videotapes  and  models 

Instruction  in  breast  self-examination 

Separate  and  private  suites  for  testing 

Brandywine  Imaging  Center  also  provides  General  Radiology 
and  Ultrasound  services  in  an  adjacent  suite. 

Rita  Gottesman,  M.D.  - Medical  Director 


BRANDYWINE 


701  Foulk  Road,  Suite  El 
Foulk  Plaza 

Wilmington,  DE  19803 

(302)  654-5300 


IMAGING  Accredited  by  the 

American  College  of  Radiology 


CENTER,  L.P. 


An  Affiliate  of  Diagnostic  Imaging  Associates 
Ka-Ktiy  Tze,  M.D.,  (Oo-Director  • Joseph  R.  Peacock,  M.D.,  (2o'Director 


TWO  MONTHS  FREE  RENT 
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If  you  didn’t 
get  one, 
maybe  you’re 
insured  by  the 


wrong  company.. 


the  check  really  was  in  the  mail. 

Just  ask  your  colleagues  insured  by  PHICO  Insurance  Company.  Right 
now  they’re  probably  out  spending  their  share  of  the  more  than  $300,000 
in  malpractice  insurance  dividends  we  paid  this  year. 

You  see,  PHICO  offers  Delaware  doctors  a group  dividend  plan  that  shares  savings 
from  better-than-expected  claims  experience  and  investment  income  from  premiums. 
And  we’ve  now  returned  money  under  the  plan  three  straight  years. 

This  year,  it  was  the  $300,000.  Last  year,  $127,000.  The  year  before,  over  $800,000. 

That’s  over  $1.2  million  by  our  count... 

If  you’re  not  in  on  the  plan,  see  your  agent  or  broker  to  get  PHICO  coverage. 

After  all,  why  miss  out  on  the  chance  to  get  some  of  your  premiums  back  for  a change? 


Endorsed  insurer  of  the  Medical  Society  of  Delaware 


INSURANCE  COMPANY 


1-800-382-1378 


T 
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I HEALTH  LAW 


Asset  Protection  Primer 


I 

Lawrence  G.  Braitman,  Esq. 


The  United  States  is  the  most  litigious  society 
in  the  world.  Contingent  fee  plaintiff  attorneys 
launch  class  action  lawsuits  or  “civil  RICO” 
claims.  Defendants  can  be  pressured  into  quick, 
often  expensive,  settlements.  Once  in  court, 
juries  (not  judges  as  in  the  legal  systems  of  most 
other  countries)  can  award  punitive  damages 
and  “pain  and  suffering”  damages  many  times 
the  size  of  the  actual  damages.  These  conditions 
add  to  the  perception  that  the  United  States’ 
civil  litigation  system  has  run  amok,  penalizing 
those  with  “deep  pockets,”  regardless  of  the 
strength  of  the  case. 

Many  individuals  concerned  about  the  risk 
that  litigation  poses  to  their  lifestyles  and  lega- 
cies reposition  their  assets  to  protect  them- 
selves against  this  risk.  Physicians,  real  estate 
developers,  business  owners  and  others  who 
may  find  themselves  embroiled  in  litigation 
should  consider  taking  measures  to  protect 
their  assets.  If  done  properly,  asset  protection 
planning  will  enhance  a potential  defendant’s 
bargaining  position,  eliminate  the  “strike  suit” 
potential  of  the  litigation,  and  set  the  stage  for 
reasonable  settlement  negotiations. 

Asset  protection  is  effective  only  against 
the  claims  of  future  potential  judgment  credi- 
tors. Future  potential  creditors  are  the  name- 
less, faceless  hordes  that  may  some  day  file  a 
lawsuit  against  you  arising  from  events  that 
have  not  yet  occurred.  Existing  creditors  or 


Mr.  Braitman  is  a partner  in  the  Tax  Section  of  the  Busi- 
ness Department  at  the  law  firm  of  Saul,  Ewing,  Remick  & 
Saul. 


future  creditors  that  you  can  reasonably  antici- 
pate are  entitled  to  protection  that  cannot  be 
circumvented  through  asset  protection  plan- 
ning. Repositioning  assets  to  protect  yourself 
from  these  creditors  may  be  viewed  by  a court 
as  a “fraudulent  conveyance”  and  set  aside  for 
the  benefit  of  the  creditor.  In  addition,  you  must 
retain  assets  in  your  own  name  sufficient  to 
cover  anticipated  expenses  and  meet  your  cur- 
rent debts.  Finally,  although  asset  protection 
does  provide  a degree  of  confidentiality  regard- 
ing ownership,  itis  notbased  upon  concealment 
of  assets. 

State  law  exempts  certain  assets  from  the 
claims  of  creditors.  In  Delaware,  for  example, 
so  long  as  property  is  held  by  husband  and  wife 
as  tenants  by  the  entireties,  it  is  exempt  from 
execution  by  a creditor  of  one  spouse.  (Note, 
however,  that  a tenancy  by  the  entireties  is 
destroyed  by  death  or  divorce.)  Moreover,  in- 
surance and  annuity  contracts  are  exemptfrom 
creditors’  claims.  For  many  people,  a careful 
review  of  the  manner  in  which  their  assets  are 
held,  and  perhaps  some  fairly  cosmetic  changes 
(e.g.,  retitling  bank  accounts)  may  provide  suf- 
ficient protection. 

Assets  that  cannot  be  held  in  joint  name 
may  be  transferred  to  a family  partnership  or 
trust.  Limited  partnership  interests  transferred 
to  family  members  remove  a portion  of  the 
assets  from  the  reach  of  future  creditors.  More- 
over, the  partnership  interest  retained  by  the 
defendant  is  less  attractive  to  a creditor  than 
the  underlying  assets.  In  many  states,  a credi- 
tor of  a partner  is  entitled  to  receive  only  the 
distributions  made  by  the  partnership  to  that 
partner.  Inter  vivos,  or  “living”  trusts,  an  estate 
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planning  standby,  also  provide  asset  protection 
benefits.  So-called  “spendthrift”  clauses  pre- 
vent the  creditor  of  a beneficiary  from  reaching 
the  underlying  assets. 

Those  seeking  the  ultimate  protection  may 
consider  establishing  a “foreign  situs  trust.” 
This  is  a trust  created  in  a country  with  laws 
that  are  particularly  protective  of  the  assets, 
such  as  the  Isle  of  Man,  the  Cook  Islands,  the 
Cayman  Islands  and  Gibraltar.  Many  of  these 
countries  allow  an  individual  to  create  a trust 
with  himself  or  herself  as  the  beneficiary  and  to 
receive  spendthrift-type  protections.  In  addi- 
tion, these  jurisdictions  do  not  recognize  U.S. 
judgments,  so  a plaintiff  would  have  to  recom- 
mence the  lawsuit  in  a foreign  court  in  order  to 
reach  those  trust  assets. 

The  foreign  situs  trust  can  be  combined 
with  a partnership  structure  to  provide  the 
creator  with  effective  control  of  the  assets  un- 
less (and  until ) he  or  she  is  placed  in  jeopardy  of 
a lawsuit.  Moreover,  the  assets  can  remain  in  a 
United  States  account  prior  to  a crisis.  Foreign 
situs  trusts  raise  complex  tax,  estate  planning 
and  international  law  questions. 

Each  of  the  techniques  described  above  has 
advantages  and  drawbacks.  No  one  technique 
is  appropriate  in  every  situation.  If  the  vagaries 
of  the  United  States  legal  system  could  threaten 
your  financial  well-being,  then  you  should  con- 
sider asset  protection  planning  as  part  of  your 
overall  estate  and  financial  planning. 

Health  Law  is  a feature  of  the  Delaware  Medi- 
cal Journal  which  presents  practical  informa- 
tion for  the  practicing  physicians  about  current 
trends  in  health  law. 


MEDICIlSrK 
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Computers  in  Medicine 


Everyday  we  read  in  magazines  and  hear  in  our 
news  media  how  computers  are  revolutionizing 
our  home  and  work  environments.  Businesses 
have  been  quick  to  utilize  computers  and  com- 
puter networks  to  promote  the  efficiency  and 
1 productivity  of  their  workplaces.  It  appears 
that  physicians  have  been  slow  to  utilize  the 
full  potential  of  computer  communications  net- 
works to  facilitate  their  daily  activities. 

Most  physicians  are  using  computer  billing 
systems  in  their  practices.  Imagine  what  the 
I billing  process  would  be  like  without  the  effi- 
I ciency  of  the  software  systems  currently  em- 
I ployed.  Trying  to  keep  track  of  multiple  third- 
I party  payers,  secondary  coverage  and  accounts 
( receivable  would  be  overwhelming  and  would 
],  require  large  amounts  of  paperwork  and  per- 
sonnel. Computer  electronic  billing  is  being 
actively  encouraged  by  the  federal  government 
through  the  local  Medicare  offices. 

The  potential  of  the  computer  in  the  daily 
activities  of  the  health  care  professional  go  well 
beyond  the  billing  and  reimbursement  process. 
Our  hospitals  have  laboratory  data  on  com- 
puter systems  in  order  to  rapidly  provide  the 
results  to  the  nurses  on  the  hospital  floors, 
j A logical  extension  of  this  would  be  to  allow 
physicians  in  their  office  or  in  their  homes 
through  a simple  and  inexpensive  computer  set 
up  and  modem  to  tap  into  the  hospital  labora- 
tory data  base  and  immediately  check  labora- 
tory data  and  possibly  historical  laboratory 
data  regarding  any  patient.  Private  laborato- 
ries could  also  offer  this  service  to  physicians. 

' The  costs  are  minimal  to  set  up  such  a system 
1 and  most  importantly  would  increase  the  qual- 
j ity  of  patient  care  by  virtue  of  the  better  vigi- 


1 

I 


lance  that  busy  clinicians  could  have  in  over- 
seeing their  patients  in  multiple  locations  both 
inpatients  and  outpatients. 

Many  hospitals  andfacilities  currently  have 
radiology  reports  on  computer  systems,  again 
to  allow  rapid  report  distribution  to  the  nursing 
stations.  Access  to  this  computer  system  would 
also  allow  physicians  to  immediately  obtain 
radiology  reports  as  soon  as  the  report  is  tran- 
scribed into  the  computer  system  at  the  radiol- 
ogy department.  Again  hospital  and  private 
facilities  could  offer  this  service  for  minimal 
start-up  costs.  The  physician's  investment  would 
be  an  inexpensive  personal  computer,  and  mo- 
dem and  a local  telephone  call. 

Teleradiology  systems,  which  at  first  were 
quite  expensive,  are  now  quite  inexpensive. 
Initially  teleradiology  units  worked  over  a mi- 
crowave system  but  now  these  systems  are 
easily  transmittable  over  the  phone  lines.  To 
obtain  adequate  radiology  images  a computer 
monitor  with  a resolution  of 2000  by  2000  pixels 
would  be  required,  but  the  remaining  computer 
hardware  and  modem  would  be  the  same  as 
required  for  laboratory  data  and  radiology  re- 
ports. 

Imagine  being  able  to  ask  the  Emergency 
Room  physician  who  calls  at  2:00  a.m.  to  “ Tely” 
the  X-ray  image  from  the  ER  to  your  home  in 
order  for  you  to  personally  examine  the  chestX- 
ray  or  fracture  your  patient  has  sustained. 
Certainly  teleradiology  units  should  be  avail- 
able in  the  hospitals  and  the  attending  radiolo- 
gists' homes  for  emergency  consultation  with 
clinicians,  which  frequently  occurs  at  nights 
weekends  and  holidays.  Emergency  Room  phy- 
sicians would  not  have  to  wait  for  the  consult- 
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ant  to  arrive  in  the  ER  before  deciding  on  the 
disposition  of  a patient.  The  X-ray  image  could 
be  transmitted  to  the  consultant  for  decision  on 
whether  the  patient  requires  admission,  dis- 
charge or  further  diagnostic  evaluation. 

The  fax  machine  has  facilitated  the  trans- 
mission of  information  throughout  the  medical 
community,  but  the  logical  extension  would  be 
to  form  a computer  network  which  would  have 
great  potential  in  improving  productivity.  In 
this  age  of  decreasing  third-party  reimburse- 
ment, physicians’  time  management  will  be- 
come evermore  important.  Only  the  Medical 
Society  serves  as  an  independent  institution 
through  which  all  hospitals,  private  lab  and  X- 
ray  facilities  and  physicians  could  participate 
in  one  medical  computer  information  network. 

The  technology  is  here,  the  costs  are  a 
fraction  of  what  they  were  several  years  ago, 
and  medical  economics  will  demand  more  effi- 
cient, productive  and  high-quality  information 
retrieval  systems.  It  is  time  for  the  medical 
community  to  catch  up  and  set  an  example  for 
the  business  community  in  using  our  current 
computer  technology  for  increasing  the  quality 
of  our  daily  activities. 

Leo  W.  Raisis,  M.D. 


Through  the  Looking  Glass 


Once  there  was  a southern  belle  named  Hilari- 
ous. She  was  very  intelligent,  beautiful  and 
ambitious  — most  of  all,  ambitious.  She  mar- 
ried a handsome  prince  of  dubious  but  effective 
ethics  with  an  appreciation  for  such  young 
women.  Hilarious  said,  “Make  me  top  lady  and 
I won't  complain  about  your  extracurricular 
interests.  Take  me  to  the  maison  blanc  in 
Wondertown  where  everyone  looks  the  other 
way  until  the  occupants  change.  Everyone  then 
makes  a fortune  writing  books.  Everyone  will 
benefit.” 


In  November  came  looking  glass  day,  when 
left  becomes  right  and  right  is  left,  and  they 
were  magically  transported  to  Wondertown. 
True  to  his  promise,  the  handsome  prince  of- 
fered Hilarious  three  wishes.  Her  first  was  to  be 
put  in  charge  of  health  care  reform,  and  this  he 
was  happy  to  grant,  because  it  was  a political 
hdt  potato  and  extremely  complex.  The  second 
was  to  allow  her  to  select  a secret  500-person 
committee  to  develop  the  new  plan. 

As  for  the  third  wish,  the  prince  told  her  to 
hold  that  in  reserve  in  case  she  needed  it  to 
extricate  herself  from  a difficult  situation.  “My 
motto  is  — ‘Always  have  a fall-back  position,’  ” 
he  said.  “Besides,  I may  need  some  smoke  and 
mirrors  myself,  just  like  my  predecessors,  to 
work  on  a major  budget.  Also,  in  true 
Wondertown  fashion,  since  I have  no  military 
knowledge  or  experience,  this  gives  me  the 
expertise  to  make  military  decisions.  As  Com- 
mander in  Chief,  I shall  bring  a little  gaiety  into 
the  military,  and  this  may  take  some  magic  to 
achieve.” 

Hilarious  clapped  her  hands  in  glee  and  set 
about  her  task  of  reforming  health  care.  First 
was  the  selection  of  her  committee.  To  guaran- 
tee passage  by  Congress,  it  must  be  pure  — all 
Demos,  no  Repubs,  and  to  be  sure  it  works,  as 
few  physicians  as  possible.  No  more  than  15 
percent  and  all  of  those  must  pass  the  double 
litmus  test:  1)  absolutely  no  previous  experi- 
ence in  the  practice  of  medicine,  and  2)  all  must 
be  federal  employees  and  therefore  subject  to 
thought  control  or  dismissal.  A few  outside 
consultants  might  be  called  in  if  their  advice  is 
politically  correct  (P.C.) 

Next  came  the  basic  guidelines.  First  we 
want  to  provide  care  for  everyone,  an  expansion 
of  about  35  million  people.  Second,  we  want  to 
do  it  for  less  cost.  That  seems  consistent  with 
the  old  Wondertown  system  of  saving  money  by 
spending  more.  Third,  we  want  only  top-quality 
care,  and  everyone  agrees  that  to  achieve  that, 
too  much  education  or  training  is  a real  handi- 
cap. Everyone  knows  that  quality  is  inversely 
proportional  to  knowledge  in  Wondertown. 
Thus,  basic  health  care  should  be  delivered  by 
people  with  two  to  four  years  education  beyond 
high  school. 
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The  concern  was  expressed  that  these  people 
might  be  so  much  better  than  the  doctors  that 
we  would  have  two  levels  of  care,  separate  but 
unequal.  Covering  35  million  people  will  take  a 
lot  of  manpower,  but  fortunately  there  exists  a 
large  pool  of  experienced  people  who  have  been 
second-guessing  doctors  for  years  on  decisions 
whether  to  hospitalize  patients  or  not,  and 
whether  claims  for  tests  or  treatments  should 
be  allowed.  Using  these  people  should  save  a lot 
of  money,  so  as  an  incentive  and  reward,  their 
fees  for  some  services  would  be  double  the 
doctor’s.  Someone  pointed  out  that  this  had 
already  been  done  for  several  years,  as  nurses 
already  receive  double  what  doctors  get  for 
house  calls.  “Good,”  said  Hilarious.  “We  shall 
expand  on  that  thinking.” 

‘Tinally,”  she  said,  “we  need  to  address  the 
shortage  of  primary  care  physicians.”  The  old 
plan  of  pouring  billions  into  research  was  very 
popular  and  has  produced  an  astounding  num- 
ber of  subspecialty  fellowships.  They  are  espe- 
cially popular  in  the  medical  schools,  where 


they  enhance  the  glamour  of  the  school  so  much 
that  there  is  hardly  any  real  limit  on  what  they 
can  charge  as  tuition.  The  numbers  of  tertiary 
care  specialists  produced  is  exactly  what  we 
need  to  expand  the  availability  of  transplants 
and  genetic  manipulations  to  meet  the  demands 
of  the  people,  as  was  done  with  open  heart 
surgery.  Everyone  knows  that  success  story, 
that  has  made  heart  surgery  available  in  every 
hospital  over  200  beds.  So  maybe  it  will  be 
enough  if  we  just  talk  piously  about  the  need  for 
primary  care,  and  then  we  won't  have  to  do 
anything  about  removing  the  root  causes  of  the 
shortage.” 

All  agreed  this  was  an  excellent  framework 
" for  a Wondertown  approach  to  the  problems  of 
health  care  in  the  1990s  and  beyond.  If  it  fails 
we  can  always  blame  the  greedy  doctors  and  the 
AMA. 

E.  Wayne  Martz,  M.D. 

Editor 
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i LETTERS  TO  THE  EDITOR 


Teachers  Should  Follow  School  No  Smoking  Rule 


I have  enjoyed  reading  the  “Special  Report” 
written  by  Dr.  Frelick  in  the  April  issue  of  the 
Delaware  Medical  Journal. 

The  Medical  Society  of  Delaware  has  been 
trying  for  at  least  37  years  to  stimulate  better 
teaching  of  healthy  lifestyles  in  the  schools  and 
a better  understanding  of  health  problems  by 
students.  This  is  correct. 

I opened  my  clinic  in  1957  in  Dagsboro, 
Delaware.  I have  put  up  “No  Smoking”  signs  in 
the  building  and  they  have  been  respected  by 
all  of  my  patients  and  employees.  Being  a school 
physician,  I have  asked  the  School  Board  for 
permission  to  give  talks  in  schools  about  the 
dangers  of  smoking  and  encourage  all  students 
not  to  start  smoking.  This  has  been  denied 
repeatedly  by  the  School  Board. 

Dr.  Frelick  writes  in  his  article  that  the 
Board  of  Education  in  1990  required  specific 
hours  for  health  education  for  all  grades  in  all 
schools  in  the  state  of  Delaware.  About  the 
same  time  the  board  ruled  that  there  would  be 
no  smoking  for  students  in  the  schools,  but  that 
did  not  apply  to  the  school  staff  except  for  two 
school  districts  which  chose  to  be  totally  smoke 
free. 

This  is  wrong.  How  can  a teacher  expect 
that  students  are  not  allowed  to  smoke  while 
they  are  smoking  themselves?  Thirty-seven 
years  seems  not  to  be  enough  time  to  teach 
about  healthy  lifestyles. 

Alois  E.  Maresch,  M.D. 


ClariRcation  of  Access 
to  Patient  Records 

I have  reviewed  your  good  article  (Board  of 
Medical  Practice)  in  the  June  issue  of  the  Dela- 
ware Medical  Journal.  There  seems  to  be  some 
small  miscommunication  between  the  two  of  us 
which  is  probably  my  responsibility. 

I did  not  mean  to  say  that  the  physician’s 
records  belong  to  the  patient.  They  do  not,  they 
belong  to  the  physician.  The  difference  is  that 
the  patient  has  a right  of  access  to  the  records 
and  the  patient  is  entitled  to  have  a copy  of  his 
records  upon  his  request.  In  the  instances  where 
the  patient  requests  copies  of  his  records,  then 
the  physician  has  an  obligation  to  make  them 
available  to  the  patient  unless  there  is  some 
discernable  medical  reason  why  it  would  be 
antagonistic  to  the  patient’s  best  interest  to 
have  a copy  of  the  records. 

I sincerely  hope  that  this  clears  up  any 
miscommunication  between  us  and  I apologize 
for  any  inconvenience  that  may  have  caused 
you. 

Victor  F.  Battaglia,  Esq. 


Paramedic  Standing  Orders 

An  essential  component  of  the  Delaware  Para- 
medic program  is  the  Statewide  Standard  Treat- 
ment Protocol  or  Paramedic  Standing  Orders, 
which  allows  paramedics  to  treat  a variety  of 
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conditions  which  would  otherwise  have  signifi- 
cant morbidity  and  mortality. 

The  paramedics  are  authorized  to  institute 
treatment  of  adult  and  pediatric  patients  with 
respiratory  distress  and  failure,  chest  pain, 
various  dysrhythmias,  cardiac  arrest,  altered 
mental  status,  seizures,  shock  and  trauma  un- 
der indirect  medical  supervision.  Indirect  medi- 
cal supervision  is  permitted  only  if  establishing 
direct  medical  control  via  the  radio  would  delay 
treatment  and  jeopardize  patient  care.  Even 
when  treating  a patient  using  the  Standing 
Orders,  direct  medical  control  (radio  contact 
with  the  emergency  physician  must  be  estab- 
lished as  soon  as  the  patient  is  stabilized,  or  the 
orders  have  been  completed. 

The  Statewide  Standard  Treatment  Pro- 
tocol was  created  by  the  Prehosptial  Care 
Subcommittee  to  the  Advanced  Life  Sup- 
port Standards  Committee  of  the  Board  of 
Medical  Practice.  It  should  be  emphasized 
that  the  paramedics  are  not  licensed,  but 
are  instead  authorized  to  render  treatment 
under  the  license  of  the  state  medical  director 
and  the  physician  providing  direct  medical  con- 
trol. 

For  more  information  or  to  receive  a copy,  write 
to:  Office  of  Paramedic  Administration,  Divi- 
sion of  Public  Health,  Jesse  Cooper  Building, 
Federal  and  Water  Streets,  Dover,  DE 19901,  or 
call  739-6638. 


Doctor  Appreciation  Letter 

On  Wednesday,  February  24,  1993,  I had  an 
appointment  with  my  doctor  to  discuss  Retin  A. 
I had  read  many  articles  in  magazines  about 
this  creme  and  thought  it  would  work  miracles 
on  wrinkles.  He  spent  at  least  30  minutes  ex- 
plainingthe  importance  of  maintaining  a proper 
diet,  staying  out  of  the  sun  and  avoiding  harsh 
cleaners.  He  convinced  me  that  magazines  and 
advertisers  don’t  always  have  my  best  interests 
at  heart  and  not  to  believe  everything  I read. 

I at  once  had  a much  higher  appreciation  of 
the  medical  profession.  My  doctor  and  his  nurse 
couldn’t  have  been  nicer,  and  to  top  it  all  off,  he 
refused  payment  for  his  services  even  after  I 
insisted. 

In  a day  when  most  letters  contain  words  of 
disagreeable  complaints,  I thought  you  would 
enjoy  hearing  about  a positive  medical  experi- 
ence. 

Kathy  Puit 
Montchanin 


Robert  O'Connor,  M.D. 


TOTAL  HEALTH  CARE  SYSTEMS 
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Personnel  Training  & Service  Contracts 
Medical  Billing  Service 


Risk-free  30-day 
software  guarantee! 
Call  to  schedule  a free 
software  demonstration. 


3636  Silverside  Road 
Wilmington,  DE  19810 

(302)  478-4008 
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NEW  MEMBERS 


As  a service  to  our  readers,  the  members  of  the 
Medical  Society  of  Delaware,  the  Delaware 
Medical  Journal  periodically  provides  a listing 
of  new  members  to  each  of  the  state’s  three 
counties.  Each  entry  provides  the  following 
information,  as  available:  name,  office  address 
and  phone  number,  specialty,  and  medical 
school.  Those  members  who  do  not  yet  have  an 
office  address  or  phone  number  may  be  con- 
tacted through  the  Medical  Society  offices. 

New  Castle  County  Medical  Society 

Peter  E.  Dross,  M.D. 

Suite  301  B,  7234  Lancaster  Pike 
Wilmington  19707-9263 
234-5800 

Radiology  (1986);  Neuroradiology 
West  Virginia  University  - 1981 

Mark  S.  Finkelstein,  D.O. 

Alfred  I.  duPont  Institute,  Med.  Imaging 
1600  Rockland  Road 
Wilmington  DE  19899 
651-4645 

Radiology  (1986);  Pediatric  Radiology 
Philadelphia  College  of  Osteopathic  Medicine  - 
1980 

Joseph  M.  Henry,  M.D. 

Medical  Center  of  Delaware  - Occupational 
Health  Services 

501  W.  14th  St.,  Wilmington  DE  19801 
428-4250 

Emergency  Medicine  (1989);  Occupational 
Medicine 

Jefferson  Medical  College  - 1983 


Michael  W.  Lankiewicz,  M.D. 

129  Medical  Arts  Pavillion,  4745  Ogletown- 

Stanton  Road,  Newark  19713 

368-2900 

Internal  Medicine;  Hematology /Transfusion 
Medicine 

University  of  Massachusetts  - 1987 

Bruce  J.  Rudin,  M.D. 

225  Medical  Arts  Pavillion,  4745  Ogletown- 

Stanton  Road,  Newark  19713 

731-2888 

Orthopaedic  Surgery;  Spine  Surgery 
Albert  Einstein  College  of  Medicine  - 1987 

Pamela  A.  Taylor,  M.D. 

220  Medical  Arts  Pavillion,  4745  Ogletown- 

Stanton  Road,  Newark  19713 

366-1929 

Cardiovascular  Disease  (1989) 

Harvard  Medical  School  - 1982 

Associate  Members 

Brajesh  N.  Agarwal,  M.D. 

VA  Medical  Center,  1601  Kirkwood  Highway 

Wilmington  19805 

633-5302 

Internal  Medicine  (1973);  Nephrology  (1974, 
1980) 

King  Georges  Medical  College,  India  - 1962 

Martin  F.  Konwinski,  M.D. 

VA  Medical  Center,  1601  Kirkwood  Highway 

Wilmington  19805 

994-2511 

Oncology  (1987);  Hematology  (1986) 

Medical  Academy  of  Warsaw  - 1969 
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New  Members 


John  R.  Prehatny,  M.D. 

VA  Medical  Center,  1601  Kirkwood  Highway 

Wilmington  19805 

633-5380 

General  Surgery  ( 1965);  Thoracic  and  Vascu- 
lar Surgery 

Thomas  Jefferson  University  Medical  College  - 
1957 

Alex  M.  Raney,  M.D. 

VA  Medical  Center,  1601  Kirkwood  Highway 

Wilmington  19805 

994-2511 

Urology  (1967);  Endourology 
Meshed  University  - 1956 

Affiliate  Members 

Leslie  D.  Klabbatz,  M.D. 

Christiana  Hospital,  P.  O.  Box  6001 

Newark  19718 

733-1000 

Surgery 

Medical  College  of  Pennsylvania  - 1992 


Can  you? 


Steven  Kushner,  M .D. 

Christiana  Hospital/Emergency  Medicine 
P.  O.  Box  6001,  Newark  19718 
428-4178 

Emergency  Medicine 

State  University  of  New  York  - 1992 

James  L.  Marcum,  M.D. 

Christiana  Hospital/Medicine,  P.  O.  Box  6001 

Newark  19718 

733-1000 

Internal  Medicine 

University  of  Texas  - 1991 

Richard  J.  Morris,  M.D. 

2999  Philadelphia  Pike,  Claymont  19703 
2304  Edgmont  Avenue,  Chester  PA  19013 
792-1631,  215-874-4014 
Family  Practice  (1990) 

Temple  Medical  School  - 1955 

Christa-Marie  Singleton,  M.D. 

Christiana  Hospital/Pediatrics,  P.  0.  Box  6001 

Newark  19718 

733-4200 

Pediatrics 

University  of  Louisville  - 1992 


The  great  Renaissance  man  could  have  made  it  on  the 
strength  of  his  medical  writing  alone... 

Or  as  an  illustrator, 

Or  simply  as  a medical  scientist. 

You  can  earn  membership  in  the  American  Medical 
Writers  Association  — AMWA — by  being  any  one  of  these, 
as  well  as  by  being  a doctor,  dentist,  editor,  librarian,  educa- 
tor, medical  photographer...  or  by  being  professionally 
involved  in  medical  communication. 

The  one  inflexible  criterion:  you  must  share  the  con- 
viction of  AMWA's  3,700  members  that  clear,  concise  com- 
munication is  a vitally  important  art  that  must  be  cultivated 
and  refined.  ) 

To  achieve  that  end,  AMWA  conducts  extraordinary 
workshops,  plenary  sessions  and  forums  m a variety  of  spe- 
cialized facets  of  communications  — including  explorations 
into  the  latest  electronic  media.  It  holds  local,  regional, 
national,  and  international  meetings  that  enable  writers, 
editors,  physicians,  film-  and  videomakers,  publishers,  illus-  i 
trators  — a wide  spectrum  of  scientific  communicators  to  | 
meet  and  exchange  ideas.  And  AMWA  publishes  a refereed 
journal  that  exists  for  one  purpose  only  — to  encourage  and 
nurture  concise,  lucid  medical  communications. 

To  learn  more  about  how  to  join  the  rapidly  growing 
ranks  of  AMWA  members  who  share  your  concerns,  write, 
call,  or  fax  the  American  Medical  Writers  Association,  9650 
Rockville  Pike,  Bethesda  Maryland  20814,  (301-493-0003, 
fax  301-493-0005). 


lust  because  da  Vinci  missed  out  on  AMWA 
membership  is  no  reason  you  should! 


AMERICAN 
MEDICAL  WRITERS 
ASSOCIATION 


AW 
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BOOK  REVIEWS 


Murder,  Magic  and  Medicine,  John  Mann, 
Oxford  University  Press,  New  York,  1992,  232 

pp. 

Dr.  John  Mann  is  a professor  of  organic  chemis- 
try at  the  University  of  Reading.  In  his  preface, 
he  says  that  no  previous  knowledge  by  the 
reader  of  the  science  or  medicine  is  assumed.  In 
my  opinion,  the  reader  without  some  such  knowl- 
edge will  sometimes  lose  the  track  of  this  tale. 
Even  for  such  a reader,  though,  the  story  is 
interesting,  and  for  those  with  a modicum  of 
science  background,  it  is  fascinating. 

The  book  describes  the  search  of  primitive 
men  for  drugs  derived  from  the  plants  and 
animals  around  them,  and  how  they  identified 
their  properties  by  trial  and  error,  then  used 
them  in  religion,  in  hunting  and  warring,  and  as 
medicines  to  cure  all  ills.  It  proceeds  in  orderly 
steps  to  those  modern  antibiotic  and  anti-cancer 
drugs  which  were  identified  either  from  folklore 
usage,  or  by  scientific  extraction  from  plants 
and  animals,  or  by  synthetic  copying. 

The  author  concludes  by  bemoaning  the 
presently  occurring  destruction  of  the  rain  for- 
ests: “It  is  likely  that  only  a fraction  of  the  plant 
species  that  exist  in  the  rain  forests  have  been 
investigated,  yet  these  same  forests  are  being 
destroyed  — every  minute.  There  is  no  way  of 
knowing  how  many  potential  drugs  are  being 
lost  in  this  way  — . The  destruction  of  nature 
will  be  man’s  last  mistake.” 

David  Platt,  M.D. 


Travel  and  Routine  Immunizations,  Rich- 
ard F.  Thompson,  M.D.,  Shoreland  Medical  Mar- 
keting, Inc.,  Milwaukee,  1993,  96  pages. 

This  is  a thin  paperback  guide  to  both  routine 
and  not-so-routine  immunizations.  General  in- 
formation on  each  vaccine,  as  well  as  dose, 
schedule,  side  effects,  and  precautions  is  given 
in  a concise,  pragmatic  format. 

A“Special  Situations”  section  details  impor- 
tant considerations  when  preparing  certain 
groups  of  patients  for  travel  abroad  (i.e.,  the 
pregnant,  pediatric,  corporate,  or  HIV-positive 
traveler). 

This  book  does  have  some  shortcomings, 
however.  The  author  does  not  make  country- 
specific  recommendations  for  the  vaccines.  He 
does  not  discuss  malaria  prophylaxis.  Lastly,  he 
does  not  mention  food  and  water  precautions  or 
antidiarrheal  regimens. 

A more  complete  paperback  is  the  Centers 
for  Disease  Control’s  Health  Information  for 
International  Travel. 

Joseph  Henry,  M.D. 
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FIRSi;  YOU  CAN'T 
SWAlim 

THEN  YOU  CANa 
SPEAK. 

FINAUY,  YOU  CANa 
BREAIHE. 


You  have  ALS  — "Lou  Gehrig's  disease." 

Gradually,  you'll  become  unable  to  walk  or 
use  your  hands.  You'll  find  yourself  drooling. 

Your  reflexes  will  disappear.  . „ 

Your  mind,  however,  will 
remain  completely  clear,  leaving 
you  a frustrated  prisoner  in  a body 
you  can't  control. 

ALS  is  a fatal  neuromuscular 
disorder  that  attacks  adults  in  the 
prime  of  life.  Right  now,  no  cure  is 
known.  But  the  Muscular  Dystrophy 
Association  has  launched  an  all-out 
assault  against  this  dread  disease. 

MDA  has  developed  the 
world's  largest  integrated  ALS  re- 
search and  patient  services  program. 

The  Association  has  established  five 


Lou  Gehrig 

Yankee's  Hall-of-Famer 


major  ALS  research  centers  and  maintains  some 
230  clinics  to  help  people  with  ALS  and  other 
neuromuscular  disorders.  And  MDA  is  the  only 

voluntary  health  agency  that 

provides  patients  with  a wide  range 
of  medical  care  and  equipment  free 
of  charge. 

You  can  help  MDA  fight  ALS 
and  dozens  of  other  neuromuscular 
disorders  by  making  a tax-deductible 
donation  to  the  Association.  You 
can  even  specify  that  your  check  is 
to  be  used  exclusively  to  benefit 
ALS  patients. 

There  are  20,000  ALS  patients 
in  America  who  can't  write  checks  or 
even  read  this  ad  out  loud.  Please 
send  your  contribution  to  MDA  today. 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Chairman 


To  make  a donation  or  bequest  to  MDA,  or  for  more  mfonnation  on  MDA  and  ALS,  write  to: 

Muscular  Dystrophy  Association,  810  Severith  Avenue,  New  York,  NY  10019.  Or  contact  your  local  MDA  office. 


MDA  ® is  a registered  service  mark  of  Muscular  Dystrophy  Association.  Inc. 


|l  IN  BRIEF 


If  you  have  an  event  you  would  like  considered 
for  publication  in  In  Brief,  send  the  relevant 
information  to  Editor,  Delaware  Medical  Jour- 
nal, 1925  Lovering  Avenue,  Wilmington,  DE 
19806-2166.  Information  must  be  received  by 
the  15th  of  the  month,  three  months  before  the 
issue,  to  ensure  timely  publication. 

Physicians’  Health  Committee 

Do  you  know  an  impaired  physician  or  a 
physician  in  trouble?  The  Physicians’ 
Health  Committee  wishes  to  help.  Please 
call  (302)  654-1001.  All  actions  of  the  Phy- 
sicians’ Health  Committee  are  confiden- 
tial, and  the  identity  of  the  reporter  will 
not  be  disclosed. 


AC  PE  National  Awards  Program  Honors 
Andrew  G.  Weinstein,  M.D.,  and  Thomas 
C.  Scott,  D.O. 


Andrew  G.  Weinstein, 
M.D.,  of  Alfred  I.  duPont 
Institute,  was  recog- 
nized by  the  National 
Awards  Program  of  the 
American  College  of 
Physician  Executives. 
Dr.  Weinstein  was  hon- 
ored for  his  innovation. 
Family  Participation 
Prerequisite  in  Asthma 
Control  Program,  which 
will  be  featured  in  the 
soon  to  be  released  book. 
Innovations  ’93. 


Andrew  G.  Weinstein,  M.D. 


Dr.  Weinstein,  along  with  Douglas  S.  Faust, 
Ph.D.,  and  Raj  Padman,  M.D.,  authored  “Fam- 
ily-Centered Short-Term  Rehabilitation  for  Se- 
vere Childhood  Asthma,”  which  appeared  in 
the  May  1991  (Vol  63,  No.  5)  issue  of  the  Dela- 
ware Medical  Journal. 

Thomas  C.  Scott,  D.O.,  of  St.  Clare  Medical 
Outreach/St.  Francis 
Hospital,  Wilmington, 

De.,  was  recognized  by 
the  National  Awards 
Program  of  the  Ameri- 
can College  of  Physician 
Executives.  Dr.  Scott 
was  honored  for  his  in- 
novation, Van  Brings 
Medical  Services  to 
Poor,  Homeless,  which 
will  be  featured  in  the 
soon  to  be  released  book. 

Innovations  ’93. 

Drs.  Weinstein  and 
Scott  were  honored  at  the  National  Awards 
Program  Presentation  at  the  national  confer- 
ence, Perspectives  in  Medical  Management, 
held  May  12-15, 1993,  in  New  Orleans,  La.  The 
program  recognizes  exceptional  work  done  by 
health  care  professionals  who  have  made  ad- 
vances in  improving  the  quality  of  health  care 
or  who  have  made  advances  in  improving  the 
management  of  health  care  costs. 


Thomas  C.  Scott,  D.O. 


Books  Available  for  Review 

Several  books  are  available  for  physician  re- 
view. Once  read,  the  physician  would  be  ex- 
pected to  submit  a book  review  to  be  published 
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In  Brief 


in  the  Delaware  Medical  Journal.  After  review, 
physicians  may  either  donate  the  book  to  the 
Lewis  B.  Flinn  Library  at  the  Delaware  Acad- 
emy of  Medicine  or  keep  the  book  for  personal 
use. 

Books  available  are; 

• Doctors  and  the  Law:  Defendants  and  Ex-  ^ 
pert  Witnesses  by  Hon.  Hiller  B.  Zobel  and 
Stephen  N.  Rous,  M.D. 

• Targeted:  The  Anatomy  of  an  Animal  Rights 
Attack  by  Lorenz  Otto  Lutherer  and  Marg- 
aret Sheffield  Simon. 

• Miners  and  Medicine:  West  Virginia  Memo- 
ries by  Claude  A.  Frazier,  M.D.,  with  F.K. 
Brown. 

• Sickle  Cell  Disease:  Pathophysiology,  Diag- 
nosis, and  Management  edited  by  Vipul  N. 
Mankad  and  R.  Blaine  Moore. 

• Immunology  of  Pregnancy  and  Cancer  by 
Valentin  I.  Govallo,  M.D. 


Emergency  Medical  Workers  Face 
Trials  of  Farming  Accidents 

Farming  is  one  of  the  most  dangerous  occu- 
pations in  the  United  States  and  presents 


emergency  medical  workers  with  some  of 
their  greatest  challenges. 

Farming  accidents  claimed  the  lives  of  1,400 
persons  and  left  140,000  with  disablinginjuries ' 
in  1991.  Agriculture  leads  all  other  industries 
in  occupational  fatalities  with  a rate  of  44 
deaths  per  100,000  workers,  compared  with  43 
deaths  per  100,000  workers  in  mining  and 
quarrying. 

Farming  injuries  frequently  involve  major 
trauma,  said  Robert  A.  Worsing,  M.D. , editor  of 
Rural  Rescue  and  Emergency  Care,  a new  pub- 
lication of  the  American  Academy  of  Orthopaedic 
Surgeons. 

“Rescue  services  usually  are  called  only! 
after  there  have  been  attempts  made  to  extri- 1 
cate  the  injured  patient,”  said  Dr.  Worsing.  ’ 

Most  of  the  accidents  involve  large,  heavy 
machines  which  contain  sharp  cutting  and  pierc- 
ing elements,  he  explained. 

‘Tarmers  often  work  in  remote  locations  so 
an  accident  may  go  unnoticed  for  several  hours. 
Rescue  teams  serving  agricultural  areas  may 
be  limited  by  geographic  isolation,  extended 
response  time  and  long  distances  from  medical 
facilities.” 


PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.  Thomas  W.  Fiss,  Jr.,  M.D. 

Msg  id  Mansoory,  M.D.  Stephen  J.  Lawless,  M.D. 

Magnetic  Resonance  Imaging 


is  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1701  Augustine  Cut-Off  - Suite  100 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 
(302)  737-5990 
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American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


For  Your  Benefit 


UA  poised  to  respond  to  reform  plan 

The  AMA  is  prepared  to  respond  and 
communicate  to  the  public,  Congress 
and  physicians  once  Clinton  unveils  his 
health  system  reform  package. 

AMA  leaders  will  give  Association 
members  and  patients  immediate 
feedback  and  analysis  of  the  proposal. 
The  feedback  will  help  them  determine 
if  the  plan  meets  medicine’s  needs. 

AMA  strategy  includes  nationwide 
communications  to  physicians  through 
an  all-physician  mailing  that  will  reach 
the  718,000  physicians  and  medical 
students  soon  after  the  unveiling. 


Also,  a broad-based  communications 
program  will  be  executed  to  give  the 
media  and  public  AMA  reaction  and 
views  on  elements  of  the  proposal.  A 
grassroots  strategy  is  planned  for 
physicians  and  physician  leaders  to 
communicate  with  Congress. 

American  Medical  Television  (on 
CNBC)  will  outline  the  plan’s  impact 
on  physicians  and  give  physician 
response. 

AMA  publications  will  also  compare  its 
elements  to  those  in  the  Association’s 
own  plan.  Health  Access  America. 


UA  triumphs,  HCFA  consultation  policy  reversed 


Substantial  AMA  efforts  helped  reverse 
HCFA  policies  prohibiting  primary 
care  physicians  from  billing  for  pre-  and 
postoperative  consultations. 

Effective  June  28,  the  new  policy 
eliminates  distinctions  between  primary 
care  physicians  and  specialists.  It 
instructs  carriers  to  use  the  current 
CPT  definition  of  consultation  in 
determining  payments. 


A letter  from  AMA  EVP  James  S. 
Todd,  MD,  to  HCFA  said,  “This  policy 
is  wrong  and  must  be  corrected.’’ 

“Current  clinical  practice  includes 
numerous  circumstances  in  which  the 
surgeon’s  request  to  the  patient’s 
primary  care  physician  for  a pre- 
operative medical  clearance  or  history 
and  physical  constitutes  a request  for  a 
consultation,”  Dr.  Todd  wrote. 


rared  by  the  Department  of  Communications  Services.  For  information,  coll  800  AMA-3211,  ext.  4416. 


0^  ‘PtctofUal  ^o^ten. 

There  are  still  1992-1993  pictorial  rosters  available  for 
purchase  by  MSD  members  and  nonmembers. 

The  Roster  Includes: 

^ physicians'  addresses,  phone  numbers  and  fax  numbers 
4 photographs  of  physicians 
^ specialties 
4 medical  school 
4 6-month  update 

To  purchase  a roster,  please  call  the  Society  at  658-7596  or  (800)  348-6800 
(Kent  & Sussex  Counties).  Staff  members  will  forward  an  order  form  to  you. 


INDEX  TO  ADVERTISERS 


Air  Force  Reserve 464 

Amato  & Stella 418 

American  Medical  Association 473 

American  Medical  Writers  Association...  468 

Arbors  at  New  Castle 419 

Blue  Cross  Blue  Shield  of  Delaware 475 

Brandywine  Imaging  Center,  L.P 457 

Cardiac  Diagnostic  Center 414 

Central  Delaware  MRI 415 

Christiana  Imaging  Center 424 

CompHealth  Comprehensive  Health 

Care  Staffing 426 

DBA  Collection  and  Administrative 

Services  Inc 449 

Diagnostic  Imaging  Associates, 

P.A 426,  434,  460 

Healthcare  Management  Services,  Inc...  456 

Kentmere 457 

The  Kirwan  Companies 450 

Eli  Lilly  and  Company  (Humulin) 428 

MasterCare 418 


Medical  Society  of  Delaware  Insurance 


Services,  Inc 417 

Medlab 420,433 

Muscular  Dystrophy  Association 470 

Office  for  Rent 453 

Office  Space  for  Rent 457 

Office  Space  to  Share 448 

Papastavros’  Associates  Medical 

Imaging 472 

Performance  Physicial  Therapy 422 

PHICO  Insurance  Company 458 

Physical  Therapy  Associates 463 

Pictorial  Rosters 474 

Position  Available 432 

Princeton  Insurance  Company 476 

Prudential  Securities 418 

Pulmonary  Associates,  P.A 453 

Rehabilitation  Consultants,  Inc 453 

Stellimann  Kaissey  Limited 423 

Total  Health  Care  Systems 466 

Visiting  Nurse  Association 427 


Women’s  Imaging  Center  of  Delaware. ...454 
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COURSE  DESCRIPTION 


CURRENT 

PULMONARY 

CONCEPTS 

Wednesday,  September  22,  1993 
1:30  pm  — 5:30  pm 


The  Difficult  Asthmatic  Patient  — 
Anthony  R.  RookJin,  M.D. 

Exploration  of  triggers,  goals  of  asthma 
management,  approaches  to  treatment, 
variables  to  treatment,  severity  of 
patients,  and  reasons  for  failure. 


Delaware  Academy  of  Medicine 
1925  Lovering  Avenue 
Wilmington,  DE  19806 


Sponsored  by 


/789  ^ 


Medical  Society  of  Delaware 


In  Cooperation  With 


Pulmonary  Rehabilitation  and  Its  Role  in 
the  Treatment  of  Chronic  Obstructive 
Pulmonary  Disease  — 

Albert  A.  Rizzo,  M.D. 

Discussion  includes  an  examination  of 
historical  perspective,  definition  and 
components  of  pulmonary  rehabilitation, 
patient  and  program  goals,  and  programs 
available  locally. 

Chronic  Obstructive  Pulmonary  Disease  — 
Leonard  Berkowitz,  M.D. 

Identify  high-risk  population  through 
medical  history,  case  finding  with 
spirometry  in  the  office,  opimal  step  care 
therapy  for  stable  chronic  obstructive 
pulmonary  disease  decompensation 
infections  and/or  bronchospasm. 


Delaware  Valley  HMO 
Healthcare  Delaware 
American  Health  Alternatives 
American  Health  Preferred 


TUITION 


Physicians $25.00 

Residents  and  Students Courtesy 


Tuition  includes  course  syllabus  and 
i<refreshments.  Advance  registration  is 
required  by  September  14, 1993,  to  ensure 
reservations. 


Accreditation 

The  Medical  Society  of  Delaware  is  accredited  by  the  Accreditation 
Council  for  Continuing  Medical  Education  (ACCME)  to  sponsor  con- 
tinuing medical  education  for  physicians.  The  Medical  Society  of  Dela- 
ware designates  this  continuing  medical  educaiton  activity  for  3 credit 
hours  in  Category  1 of  the  Physician's  Recognition  Award  of  the  Ameri- 
can Medical  Association. 

Conflict  of  Interest 

It  is  the  policy  of  the  Medical  Society  of  Delaware  to  comply  with  the 
ACCME  Standards  for  Commerical  Support  of  Continuing  Medical 
Education.  In  keeping  with  these  standards,  all  faculty  participating  in 
continuing  medical  education  programs  sponsored  by  the  Medical  Soci- 
ety of  Delaware  are  expected  to  disclose  to  the  program  audience  any  real 
or  apparent  conflct  of  interest  related  to  the  content  of  their  presentation. 

FOR  MORE  INFORMATION 

Contact  Richard  J.  Morris,  M.D. 

Program  Director 
(302)  658-1946  in  Wilmington 
(302)  734-4217  in  Dover 
(215)  358-5650  in  Pennsylvania 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.  Thomas  W.  Fiss,  Jr.,  M.D. 

Msg  id  Mansoory,  M.D.  Stephen  J.  Lawless,  M.D. 

Magnetic  Resonance  Imaging 

is  operating  at  both 
Wilmington  and  Newark  offices 

Wilmington  - 1701  Augustine  Cut-Off  - Suite  1 00 
Wilmington,  DE  19803 
(302)  652-3016 

Newark  - 325  East  Main  Street,  Newark,  DE  19711 
(302)  737-5990 
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LU 


WOMENS  IMAGING  CENTED 


OF  DELAWARE 


SiqM^  SinjokjMjq^ 

A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 

A DIVISION  OF 

^ PULMONARY  ASSOCIATES,  Pj^. 

' Medical  Specialists  in  Lung  Health 

(Sitin'  Oh 


e 


Physician  Directed 
•O-  Multi-Interventional 
Emphasis  on  Relapse 
Prevention 

Nicotine  Patch  Therapy 

Albert  A.  Rizzo,  M.D.,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 

Group  and  Employer-Sponsored  Program 
Discounts  Available 


-220-LUNG 


FOR  RENT 

2323  Pennsylvania  Avenue 
Wilmington,  DE  19806 

Centrally  located 
88  parking  spaces 
100%  owner-occupied 
Handicap  access  (elevator) 
Utilities  included 
Approimately  1 ,000  sq.  ft. 

& reception  desk 

Available  for  inspection 
Imnnediate  occupancy 
Call  655-4510 


TWO  MONTHS  FREE  RENT 


“Ule  moke  Ihe  difference” 


snuv  n.  Hoov€R,  r.p.t. 

PHYSICAL  TH6RAPV  nSSOCIATCS 

1.  SPINE-RELATED  PROBLEMS 

T.M.J.  • HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

2.  SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EQUIP. 

3.  ARTHRITIS  RELATED  DISEASES 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 


HIP,  KNEE  & FOOT 

4.  SWIM  THERAPY 


MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN’S  RD. 
CHRISTIANA/NEWARK,  DE 


737-9465 

KELWAY  PLZ.,  314  E,  MAIN  ST. 
NEWARK,  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 
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ONCOLOGY 
PATIENT  C A RE 


FROM  THE  ARBORS  AT  NEW  CASTLE 

At  the  Arbors  at  New  Castle,  we  understand  the 
ever  increasing  need  to  provide  care  for  your 
oncology  patients.  That's  why  we  have  initiated  an 
in-house  Oncology  Program  as  an  integral  part  of 
our  comprehensive  subacute  care  services. 

Our  Oncology  Program  provides  your  patients  with: 


• 24-hour  RN  staffing 

• Pain  management 

• Infusion  therapy 
including  central  line 
medication  administration 

Physical,  occupational 
and  speech  therapies 


For  details  on  this  and  our  other 
programs,  please  call  (302)  328- 
2580  or  write  for  your  copy  of  our 
"Subacute  Care"  pamphlet. 


Family  and  patient 
support  counseling 

A comfortable, 
understanding  and  caring 
environment 

Hospice  care  through  an 
affiliation  with  the 
Delaware  Hospice 


ARBOR 
ARBORS  AT  NEW  CASTLE 

Rehabilitation  and 
Subacute  Care  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 


Cliristiana  Imaging  Center  offers 
state-of-the-art  mammography 
services  in  a pleasant,  comfortable 
atmosphere. 


Christiana  Imaging  Center  of 
a full  range  of  mammograph, 


Our  mammography  program  is 
accredited  by  the  American  College 
of  Radiology.  Needle  localization 
prior  to  biopsy  is  done  in  coopera- 
tion with  the  Medical  Center  of 
Delaware’s  new  Christiana 
Surgicenter.  All  radiographs  are 
interpreted  by  experienced  radiolo- 
gists affiliated  with  the  Medical 
Center  of  Delaware. 

Accuracy  and  timeliness  of  readings 
are  the  hallmarks  of  our  mammo- 
graphy service. 


Our  patients  think  we’re  pretty 
good,  too.  Our  mammography 
facility  consistently  receives 
excellent  ratings  from  the  women 
we  serve.  Their  comfort  and 
privacy  is  a top  priority. 


Christiana  Imaging  Center 

A Division  of  MCD  Holding  Company 


Excellence  in  Imaging 


Patient  education  progran 
Evening  hours  by  appoint 
Private  office  environmem 
Ample  free  parking 


To  schedule  a mammog 
caU  731-9558. 


i 


I 


Christiana  Im^^ing  Center  is  conve 
located  adjacent  to  Christiana  Hosp 


4751  Ogletown-Stanton  Rd.,  Newart^ 


Medical  Directors: 

Zelimir  Kozic,  M.D. 
Leonard  Rosenbaum,  M.D. 
John  Wills,  M.D. 


I 


The  Changing  Face  of  Medicine  in  Delaware 


For  the  past  several  years  (it’s  been  so  long  I can’t  remember 
j how  many),  the  Medical  Society  of  Delaware  has  been 
I attempting  to  advise  our  state  officials  about  when  it  is 
I appropriate  and  when  it  is  not  appropriate  to  expand  the  scope 
I of  practice  for  allied  health  professionals.  In  the  1991-1992 
session  of  the  Delaware  General  Assembly,  the  Society,  in 
cooperation  with  the  state’s  physicians  assistants,  was  able  to 
develop  a bill  to  expand  the  PAs’  scope  of  practice  with 
appropriate  physician  supervision. 

During  the  first  half  of  the  current  legislative  session  we 
were  unsuccessful  in  advising  the  legislature  about  the 
dangers  of  allowing  physical  therapists  to  treat  patients  who 
had  not  first  been  evaluated  by  a physician  and  allowing 
I optometrists  to  treat  diseases  of  the  eye  with  medications, 
i Despite  our  requests  to  the  contrary.  Governor  Carper  has 
( signed  the  physical  therapy  bdl  into  law.  He  did  veto  the 
j optometry  bill,  but  his  veto  statement  outlines  the  conditions 
under  which  he  would  sign  such  a measure  in  the  future.  His 
requirements  are  that  the  education  and  training  of  optom- 
etrists seeking  prescribing  privileges  be  specified  in  the  law 
and  be  regulated  by  the  B oard  of  Medical  ftactice  rather  than 
the  Board  of  Optometry. 

I The  passage  of  the  physical  therapy  bill  has  changed  the 

face  of  medicine  in  Delaware  and,  clearly,  not  for  the  better. 
1 With  the  entire  health  care  industry  trying  to  find  ways  to  cut 
costs  and  improve  quality,  the  Delaware  state  government 
has  found  a way  to  raise  costs  and  reduce  quality.  Not  only 
that,  but  it  has  done  so  at  a time  when  the  role  of  primary  care 
physicians  is  being  more  clearly  defined  in  anticipation  of  the 
development  of  the  first  true  system  of  health  care  delivery 
in  the  United  States.  Our  state  government  has  undermined 
! that  effort  by  establishing  a new  type  of  primary  care 
I provider:  physical  therapists. 

In  responding  to  this  change  in  the  face  of  medicine  in 
Delaware,  our  first  concern  must  be  for  the  quality  of  care  that 
thepublic — our  patients — receives.  At  this  time  it  is  unclear 
which  physical  therapists  will  wisely  decline  to  take  on  the 
* added  responsibility  and  liability  of  treating  patients  who 
have  not  yet  been  evaluated  and  diagnosed  by  a physician. 
Furthermore,  since  physical  therapists  cannot  treat  without  a 
prescription,  what  guarantee  is  there  that  the  prescriptions 
written  by  physicians  will  be  followed?  The  Medical  Society 
!i  has  contacted  the  Association  of  Delaware  Hospitals  and 
apparently  even  some  hospitals  in  the  state  will  allow  their 
physical  therapists  to  treat  patients  without  a prescription, 
i Thus,  this  new  law  really  does  change  the  way  we  will 


practice  medicine  in  Delaware.  When  we  write  a prescription 
for  medication,  we  know  that  the  pharmacist  will  fill  our 
prescription  as  written,  unless  we  have  specifically  allowed 
for  a generic  substitution.  Under  the  current  physical  therapy 
law  we  do  not  have  that  same  level  of  assurance.  Further- 
more, the  change  to  the  current  law  makes  it  that  much  more 
important  that  as  physicians  we  specify  in  detail  exactly  what 
physical  therapy  we  are  ordering  and  avoid  prescribing 
physical  therapy  on  an  “evaluate  and  treaf’  basis. 

As  I see  it,  not  only  does  the  new  physical  therapy  law 
confuse  physicians,  but  it  also  confuses  the  public.  You  can 
be  sure  that  some  physical  therapists,  after  having  devoted 
the  amount  of  time,  money  and  effort  to  influencing  passage 
of  this  law  will  heavily  advertise  this  new  privilege  to  the 
public.  The  general  public’s  ability  to  scrutinize  such  adver- 
tisements will  be  limited.  Patients  who  in  the  past  had  been 
referred  for  back  pain  to  a physical  therapist  will  be  unable 
to  differentiate  between  pain  that  in  the  past  was  due  to  a 
minor  soft  tissue  injury  and  pain  that  may  be  due  to  metastatic 
cancer  or  a CNS-threatening  condition. 

With  regard  to  costs,  under  the  new  physical  therapy 
law,  costs  can  only  rise.  The  vast  majority  of  musculoskeletal 
problems  involving  soft  tissues  require  only  a diagnosis,  rest, 
self- administered  hot  or  cold  packs,  and  inexpensive  medica- 
tions to  allow  the  body  to  restore  function.  A patient  seeking 
care  initially  from  a physical  therapist  will  be  deprived  a 
diagnosis;  even  if  all  the  therapist  provides  is  an  evaluation, 
the  charges  will  far  exceed  those  of  a physician’s  care.  If  the 
therapist  provides,  in  addition,  one  or  more  modalities  of 
physical  therapy  for  such  conditions,  most  of  which  would 
resolve  on  their  own,  the  costs  will  rise  dramatically. 

My  purpose  in  devoting  this  month’s  President’s  Page 
to  this  issue  is  threefold.  First,  to  inform  the  membership  of 
the  changes  which  this  new  law  has  brought  to  health  care  in 
Delaware.  Second,  to  let  you  know  that,  despite  these  set- 
backs, the  Society  will  continue,  through  the  Legislative 
Action  Committee,  to  attempt  to  advise  our  public  officials 
as  to  what  changes  in  the  laws  of  our  state  are  and  are  not  in 
the  best  interests  of  the  citizens  of  Delaware.  Finally,  to  ask 
your  support  in  contacting  our  public  officials  as  other 
health-related  issues  come  before  the  legislature. 
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1 2 Reasons 
to  select 
SKL  & POC 
for  practice 
management 
software. 

Free  trial  POC®  software. 

Why  should  you  bear  all  the  risk?  Try  our 
software,  get  trained,  and  use  it  for  30 
days.  If  it's  not  all  that  you  thought  it  was, 
we'll  take  it  back  and  you  wont  have  spent 
a penny.  As  an  added  bonus  for  trying 
Patients  On  Call  (POC),  youll  receive  2 
hours  of  consulting  to  use  in  any  way  you 
wish.  Valued  at  $150,  it's  our  gift  to  you 
simply  for  trying  us.  In  addition,  we'll 
give  you  a buyer's  guide  that  outlines  how 
to  find  the  best  system  for  your  office. 

180  day  needs-specific 
money  back  guarantee. 

Even  after  the  first  30  days,  you'll  have  an 
additional  6 month  needs-specific  money 
back  guarantee.  Needs-specific  means  that 
we  will  identify  functions  in  your  office 
that  you  wanted  POC  to  improve  in  the 
first  place.  "Satisfaction  Guaranteed" 
means  absolutely  nothing  unless  it's  fully 
qualified.  We'll  qualify  it,  write  it  down 
and  keep  it.  Then,  we'll  use  it  as  our 
guide  to  make  sure  you're  taken  care  of 

Free  unlimited  training, 
SKL  style. 

Why  should  you  have  to  pay  for  training? 
Most  vendors  will  offer  20  to  40  hours, 
then  they'll  start  billing.  The  "unlimited" 
training  we  offer  is  exactly  that.  Use  the 
training  as  you  need  it...  during  regular 
working  hours,  evenings  or  on  weekends. 
By  the  way,  weekly  training  classes  at  our 
office  are  complimentary. 


We'll  spend  a day  at  your 
office  when  you  go  on-line. 

Being  trained  is  one  thing.  Having 
support  is  another.  We  maintain  that 
nothing  compares  to  us  being  there  with 
you  in  your  office  the  first  day  you  use 
POC  live.  We'll  be'ftiere  with  you,  the 
whole  day.  If  you  have  a question  or  a 
problem,  all  you'll  have  to  do  is  tiuii 
around  and  ask. 

Evening  and  weekend 
support. 

What  happens  if  you  have  evening  hours, 
or  if  you're  on  call  this  weekend?  No 
worries.  As  an  SKL  client  you'll  be  given 
a special  number  that  will  enable  you  to 
call  during  off  hours  for  help. 

We  developed  POC. 

Owning  our  own  software  gives  us 
incredible  flexibility  and  unique 
advantages.  For  example,  we're  working 
on  nonproprietary  patient  information 
transfer  from  family  doctor  to  specialist, 
and  treatment  note  and  test  result  transfer 
from  specialist  to  family  doctor.  All  in  one 
system. 

Custom  software 
modifications  at  no  charge, 

Since  we  developed  POC,  we  can  make 
custom  changes  for  you  quickly  and  at  no 
extra  cost  provided  it  can  be  incorporated 
in  a future  upgrade.  Many  of  your  peers 
using  other  systems  have  requested 
changes  such  as  additional  reports  and 
have  had  to  pay  thousands  of  dollars. 
Don't  make  the  same  mistake  they  did. 

Quarterly  upgrades. 

As  a result  of  constantly  listening  to  our 
clients  and  because  of  our  passion  to  make 
POC  the  best  practice  management 
software  program  in  existence,  we  provide 
upgrades  quarterly  at  no  extra  cost.  We 
install  the  upgrade  for  you  and  show  your 
staff  the  changes  at  your  office. 

User's  Group  Meetings. 

Our  quarterly  POC  User's  Group  meetings 
are  fun,  educational  and  exceptional 
opporfrmities  for  networking.  We  have 


interesting  topics  and  invite  speakers]  i 
address  healthcare  reform,  RBRVS  issj  | 
and  legislative  changes  that  may  af  | 
your  practice. 

Local  company. 

The  SKL  Building  is  fully  equipped  v | 
full-time  team  members  who  trj 
support,  program  and  consult.  j | 
guarantee  immediate  software  response  ] 
hour  hardware  response  and  free  loar! 
on  turnkey  configurations. 

Expert  in  networking  and 
connectivity. 

As  a client,  you  receive  free  ongci 
consulting.  Our  wealth  of  knowleij 
becomes  your  technical  resource  for 
computer  question.  If  you  want 
ROMs,  document  imaging,  multimeii 
or  interaction  between  UNIX,  Novell  I 
Macintosh.  You  name  it,  we'll  do  it.  ; 

Endorsed  by  the  Medical 
Society  of  Delaware. 

Because  of  our  long-standing  associal 
with  the  Medical  Society,  we  are  boun( 
do  whatever  is  necessary  to  take  care 
you.  You  are  virtually  assii 
satisfaction.  Feel  free  to  contact 
Medical  Society  to  learn  first  hand  a 
SKL  has  been  selected  the  compi 
consulting  firm  of  choice  for  Delav 
physicians.  This  one  feature  alone  gi 
you  unparalleled  leverage. 


When  you're  ready  for  real  support 
cutting  edge  practice  managen 
software,  call  an  SKL  Team  Membe 
888-3200  and  we'll  take  it  from  there. 


The  SKL  Building  •501  Shipley  Street 
Wilmington  • Delaware  19801 
Tel  302-888-3200  • Fax  302-888-3218 


SCIENTIFIC  ARTICLE 


Ochrobactrum  anthropi  Bacteremia  in  a Child 


Joel  D.  Klein,  M.D. 
Stephen  C.  Eppes,  M.D. 


! 

Children  undergoing  chemotherapy  for  cancer 
are  at  increased  risk  of  supervening  infection, 

I including  bacteremia.  This  may  be  due  to 
[ immunosuppression  as  well  as  the  presence  of 
intravascular  devices  such  as  central  venous 
catheters.  Bacteria  responsible  for  these  infec- 
tions include  those  found  in  the  child’s  endog- 
enous flora  as  well  as  in  environmental  sources. 

We  report  the  case  of  a child  with  acute 
lymphoblastic  leukemia  (ALL)  who  developed 
bacteremia  secondary  to  Ochrobactrum 
anthropi.  Details  of  this  extremely  rare  infec- 
tion are  the  focus  of  this  report. 

! 

I Case 

I 

I The  patient  was  a 7-year-old  female  with  ALL 
j in  remission,  admitted  because  of  fever  and 
j difficulty  in  drawing  blood  through  both  lu- 
I mens  of  her  Hickman  catheter.  She  was  other- 
I wise  asymptomatic  and  had  a normal  physical 
examination.  After  appropriate  cultures,  the 
patient  was  begun  on  Vancomycin,  Ceftazidime, 
and  Gentamicin.  Pertinent  laboratory  data  on 
admission  included  normal  urinalysis,  SMA- 
12,  chest  radiograph,  and  a complete  blood  cell 
count  showing  a white  blood  cell  count  of  1000/ 
mm3  with  an  absolute  neutrophil  count  of  800/ 
mm3.  Throughout  the  hospitalization  the 
patient’s  absolute  neutrophil  count  remained 
between  800  and  1800/mm3.  Initial  blood  cul- 
ture drawn  through  the  catheter  grew  O. 
anthropi,  while  a concurrent  peripheral  cul- 

Drs.  Klein  and  Eppes  practice  in  the  Division  of  Infectious 
Diseases  of  the  Alfred  I.  duPont  Institute,  Wilmington, 
Delaware. 
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ture  was  sterile.  The  patient  subsequently  had 
six  positive  catheter-drawn  blood  cultures  for 
O.  anthropi  over  the  next  seven  hospital  days. 
All  peripheral  blood  cultures  remained  sterile. 
Ceftazidime  and  Vancomycin  were  stopped  three 
days  after  admission  based  on  antibiotic  sensi- 
tivities, and  the  patient  was  treated  with 
Gentamicin  alone.  Because  blood  cultures  re- 
mained positive  for  O.  anthropi,  Imipenem  was 
added  six  days  after  admission  and  the  Hickman 
catheter  was  removed  one  day  later.  A subcla- 
vian catheter  was  inserted  and  the  patient  was 
treated  with  Imipenem  and  Gentamicin  for  an 
additional  seven  days  without  complications. 

Discussion 

O.  anthropi  is  an  oxidase-positive,  gram  nega- 
tive, non-lactose  fermenting  bacillus  that  oxi- 
dizes glucose  and  grows  readily  on  MacConkey 
agar.^  Formerly  classified  as  CDC  group  Vd, 
these  bacilli  are  all  aerobic,  do  not  produce 
fluorescent  pigments,  and  are  peritrichously 
flagellated.^’^  The  superficial  resemblance  O. 
anthropi  to  Pseudomonas  species  may  have 
resulted  in  previous  infections  being  mis-iden- 
tified.  It  has  been  isolated  from  many  environ- 
mental sources,  including  hospital  water,^  but 
has  rarely  been  reported  to  cause  infections  in 
humans. 

Of  the  12  previously  reported  cases  of  O. 
anthropi  infection,  only  two  occurred  in  chil- 
dren.^’® Ten  of  these  12  patients  had  bacteremia 
and  all  10  had  a central  venous  line  in  place. 
Three  of  the  reported  cases  of  O.  anthropi 
infection  were  severely  immunocompromised 
at  the  time.^"^ 
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Scientific  Article 


As  reported  in  the  literature,  our  patient’s 
isolate  had  a rather  extensive  antimicrobial 
resistance  pattern  (Table).  Resistance  was  noted 
to  Ampicillin,  Aztreonam,  Ceftazidime,  Mezlo- 
cillin, and  Cephalothin.  Best  antimicrobial  ac- 
tivity was  noted  with  Ciprofloxacin, 
Gentamicin,  Trimethoprim/Sulfamethoxasole  / 
(TMP/SMX)  and  Imipenem.  It  is  notable  that 
our  patient  had  persistent  bacteremia  in  the 
face  of  apparently  adequate  therapy  with  Gen- 
tamicin (MIC  0.2  mcg/ml). 

Persistence  of  infection  with  O.  anthropi 
despite  antibiotic  therapy  has  been  reported  in 
previous  cases. This  has  been  attributed  to 
the  broad  range  of  antimicrobial  resistance 
encountered  with  this  organism,  the  immuno- 
suppressive condition  of  the  patient,  and  most 
recently  to  the  presence  of  indwelling  central 
venous  catheters.® 

Our  patient’s  absolute  neutrophil  count  re- 
mained between  800  and  1800/mm3  through- 
out the  course  of  her  bacteremia.  It  is  unlikely 
that  her  persistent  infection  resulted  from  this 
degree  of  immunosuppression.  Similarly,  an- 
tibiotic failure  cannot  be  indicated  as  the  pri- 
mary source  of  the  patient’s  continued 
bacteremia,  since  there  is  good  evidence  of 
sufficient  in-vitro  antibacterial  activity  of 
Gentamicin  against  her  organism. 

Rather  it  would  appear  that  our  patient’s 
persistent  bacteremia,  lack  of  clinical  findings 
other  than  fever,  and  negative  peripheral  blood 
cultures  would  support  the  concept  of  catheter- 
related  infection. 

Although  our  patient  was  ultimately  treated 
with  a combination  of  Gentamicin  and 
Imipenem,  it  remains  to  be  proven  whether  the 
use  of  two  antimicrobials  is  desirable  in  certain 
high-risk  patients  and  whether  Imipenem  alone 
is  efficacious  in  this  infection. 

In  a recent  review  of  O.  anthropi  infections, 
recommendations  were  made  to  consider  TMP/ 
SMX  as  first-line  antimicrobial  therapy,  since 
uniform  sensitivity  to  this  antimicrobial  has 
been  reported  in  the  literature.^  Our  patient’s 
organism  was  likewise  sensitive  to  TMP/SMX, 
although  it  is  interesting  that  her  bacteremia 
occurred  in  the  face  of  a standard  (Mon-Wed- 
Fri)  prophylactic  regimen  with  TMP/SMX. 
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We  believe  that  our  case  supports  the 
concept  that  the  rare  occurrence  of  human 
infection  with  O.  anthropi  is  in  most  cases 
catheter-related.  Although  immunosup- 
pression and  antimicrobial  resistance  may 
play  a role  in  persistent  bacteremia,  it  is 
likely  that  the  presence  ofan  indwelling  venous 
catheter  may  be  the  primary  cause. 

Successful  therapy  of  O.  anthropi 
bacteremia  includes  removal  of  central  venous 
lines  (if  present)  and  appropriate  antimicrobial 
therapy  based  on  in  vitro  sensitivity  testing. 
Although  our  patient’s  organism  was  sensitive 
to  Ceftriaxone  and  moderately  sensitive  to 
Cefoxitin,  most  reported  isolates  of  O.  anthropi 
have  been  resistant  to  all  cephalosporins.®® 
Presumptive  therapy  could  include  TMP/SMX, 
an  aminoglycoside,  or  possibly  Imipenem, 
pending  definitive  sensitivities.  Questions 
concerning  the  ideal  length  of  therapy  and 
the  desirability  of  using  two  antimicrobials 
directed  against  this  microorganism  remain 
to  be  answered. 
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M iTllA  check  really  was  in  the  mail. 

' ■ “ “ Just  ask  your  colleagues  insured  by  PHICO  Insurance  Company.  Right 
now  they’re  probably  out  spending  their  share  of  the  more  than  $300,000 
in  malpractice  insurance  dividends  we  paid  this  year. 


You  see,  PHICO  offers  Delaware  doctors  a group  dividend  plan  that  shares  savings 
from  better-than-expected  claims  experience  and  investment  income  from  premiums. 
And  we’ve  now  returned  money  under  the  plan  three  straight  years. 

This  year,  it  was  the  $300,000.  Last  year,  $127,000.  The  year  before,  over  $800,000. 

That’s  over  $1.2  million  by  our  count... 

If  you’re  not  in  on  the  plan,  see  your  agent  or  broker  to  get  PHICO  coverage. 

After  all,  why  miss  out  on  the  chance  to  get  some  of  your  premiums  back  for  a change? 


Endorsed  Insurer  of  the  Medical  Society  of  Delaware 


1-800-382-1378 


RADIOGRAPH  OF  THE  MONTH 


James  Lally,  M.D. 


I Figures  1,  2 and  3.  The  radiograph  of  the  pelvis  and  CT  scan  images  are  of  a 25-year-old 
I man  with  right  hip  pain  of  several  months’  duration.  What  is  your  diagnosis? 
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Radiograph  of  the  Month 


Diagnosis:  Ewing’s  Sarcoma 

A radiograph  of  the  pelvis  shows  an  irregular 
destructive  lesion  involving  the  right  superior 
pubic  ramus  (Figure  1).  CT  scan  images  (Fig- 
ures 2 and  3)  depict  the  details  of  the  destruc- 
tion of  the  pubic  bone.  Note  also  the  large  soft-  ^ 
issue  mass  and  the  unusual  associated  reactive 
bone  formation.  A subsequent  biopsy  showed 
Ewing’s  sarcoma. 

In  1941,  James  Ewing  presented  a paper 
before  the  New  York  pathology  society  in  which 
he  described  a “diffuse  endothelioma  of  bone.” 
Since  that  time,  this  dreaded  tumor  of  children 
and  young  adults  has  resisted  attempts  at  total 
cure.  Ewing  thought  that  the  tumor  he  de- 
scribed was  distinct  from  other  round  cell  neo- 
plasms, particularly  those  likely  to  be  found  in 
the  bones  or  soft  tissues. 

Ewing’s  sarcoma  is  a tumor  of  the  young;  it 
is  infrequently  seen  after  the  age  of  30.  Al- 
though most  patients  present  between  the  ages 
of  5 and  14,  the  tumor  is  unusual  in  infants  and 
toddlers.  While  Ewing’s  sarcoma  is  a relatively 
rare  tumor,  it  and  osteosarcoma  are  two  of  the 
more  common  primary  malignant  bone  tumors 
of  the  second  and  third  decades  of  life. 

At  the  time  of  initial  diagnosis  of  Ewing’s 
sarcoma,  it  is  pain  that  most  often  prompts 
medical  attention.  The  discomfort  may  persist 
for  weeks  or  months  prior  to  diagnosis.  One- 
third  of  patients  may  present  with  constitu- 
tional symptoms  such  as  fever  or  weight  loss;  in 
those  cases  a preliminary  diagnosis  of  infection 
is  often  made.  Occasionally  a mass  is  palpable 
at  the  tumor  site. 

Histologically,  Ewing’ s sarcomais  comprised 
of  small  round  closely  packed  cells  with  scant 
cytoplasm.  The  cells  have  glycogen  and  are 
therefore  PAS  positive.  At  light  microscopy, 
Ewing’s  sarcoma  may  easily  be  mistaken  for 
other  neoplasms,  such  as  lymphoma,  neuro- 
blastoma, or  myeloma.  Interestingly,  the  radio- 
graphic  pattern  of  these  lesions  may  be  difficult 
to  distinguish  from  a Ewing’s  tumor,  particu- 
larly lymphoma.  There  is  considerable  uncer- 
tainty and  confusion  regarding  the  origin  of  the 
cell  in  Ewing’s  tumor:  some  investigators  be- 
lieve it  arises  from  primitive  neural  tissue  simi- 
lar to  a neuroblastoma. 
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Although  the  radiographic  pattern  of 
Ewing’s  sarcoma  is  quite  variable,  the  classic 
image  is  of  a destructive  lesion  in  the  diaphysis 
of  a long  bone.  Most  often  the  tumor  involves 
the  long  bones,  particularly  the  femur.  This  is 
followed  in  frequency  by  the  pelvis,  shoulder 
and  the  ribs.  Involvement  of  the  spine  and  the 
distal  bones  of  the  extremities  is  unusual.  Since 
the  tumor  originates  in  the  medullary  cavity, 
the  typical  mottled  and  permeative  destructive 
pattern  reflects  this.  The  penetration  of  the 
bone  cortex  results  in  late  destruction  and  even- 
tually periosteal  reaction,  a soft-issue  mass 
may  accompany  this  process.  Periosteal  reac- 
tion is  seen  in  50  percent  of  cases.  When  it  is 
seen,  it  may  be  laminated  or  spiculated.  Occa- 
sionally, reactive  bone  formation  and  a sclerotic 
appearance  dominate  the  radiograph. 

While  a CT  scan  further  details  the  bone 
destruction  and  extent  of  soft  tissue  changes  of 
a Ewing’s  sarcoma,  it  is  an  MR  scan  that  may 
prove  invaluable.  The  Tl- weighted  image  of  the 
MR  scan  is  frequently  of  low  signal  as  it  is 
contrasted  with  the  high  signal  of  the  normal 
marrow.  Increased  signal  is  seen  on  the  T2- 
weighted  images.  The  extent  of  marrow  in- 
volvement is  best  visualized  on  MR  images; 
such  information  may  be  crucial  in  treatment 
planning. 

Ewing’s  sarcoma  may  radiographically  be 
confused  with  several  other  important  bone 
disorders.  Osteomyelitis  may  mimic  Ewing’s 
tumor  both  radiographically  and  clinically.  The 
clinical  course  in  Ewing’s  sarcoma  tends  to  be 
more  protracted.  An  osteolytic  osteosarcoma 
should  be  considered  in  the  differential  diagno- 
sis. It,  too,  is  a tumor  of  young  people;  it  is  more 
frequently  metaphyseal  in  location. 

In  the  past,  it  was  a rarity  when  a patient 
with  Ewing’s  sarcoma  survived.  More  recent 
therapeutic  techniques  that  combine  chemo- 
therapy, radiation  therapy  and  surgery  have 
improved  the  outlook  such  that  80  percent  two- 
year  survival  rates  have  been  reported. 
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Introducing  ...  The  Medical  Society  of  Delaware  Gold  MasterCard®  card 


The  Medical  Society  of  Delaware  and  MBNA  America® 
are  pleased  to  introduce  a credit  card  program 
designed  especially  for  Medical  Society  of  Delaware 
members.  The  Gold  MasterCard®  lets  you  support  the 
Medical  Society  of  Delaware  and  offers  the  quahty 
you  expect  in  a credit  card.  You  deserve... 

• No  Annual  Fee  the  first  year^ 

• Up  to  a $50,000  bne  of  credit  that,  as  a 
physician,  you  need  and  deserve 

• Unmatched  travel  benefits  including  up  to 
$1,000,000  in  Common  Carrier  Travel 
Accident  Insurance* 

• A bank  that  is  always  available,  24  hours  a 
day,  7 days  a week. 


The  bottom  line. 

Every  time  you  use  your  Medical  Society  of  Delaware 
Gold  MasterCard  to  make  a purchase,  the  Medical 
Society  of  Delaware  receives  a contribution  at  no 
extra  cost  to  you!  These  donations  add  up,  providing 
extra  support  for  the  Medical  Society  of  Delaware. 
The  card  also  displays  the  Medical  Society  of 
Delaware  logo,  identifying  you  as  a distinguished 
member  every  time  you  use  it. 

Apply  Today! 

24  hours  a day,  7 days  a week 

1-800-847-7378,  ext.  400 

Please  be  sure  to  use  this  priority  code  when  calling:  LQWC. 


t$30  each  year  thereafter  for  the  Gold  MasterCard,  $15  for  the  Silver  MasterCard.  Artrtual  Percentage  Rate  13.9%,  which  may  vary.  The  APR  is  based  upon  the  highest  U.S.  Prime  Rate  plus  two  margins.  The  first  mar- 
gin is  7.9  percentage  points.  The  second  margin  is  either  0 or  2.0  percentage  points  based  upon  your  payment  history.  Transaction  fee  for  Bank  and  ATM  cash  advances:  2%  of  each  cash  advance  ($2  minimum,  $25 
maximum):  Transaction  fee  for  Premium  Access  Checks*  or  Preferred  Access  Checb*  cash  advances:  1%  of  each  cash  advance  ($2  minimum,  $10  maximum).  ’Certain  restrictiorrs  apply  to  these  benefits.  The  summa- 
ry of  credit  card  benefits  accompanying  the  credit  card  Premium  Access  Checks  or  Preferred  Access  Checks*  describes  coverage  terms,  conditions  and  limitations.  MBNA  America*,  Premium  Access  Checks*  and 
Preferred  Access  Checb*  are  federally  registered  service  marb  of  MBNA  America  Bank,  N.A.  The  account  is  issued  and  administered  by  MBNA  America  Bank,  Nj\.  MasterCard*  is  a federally  registered  service  mark 
of  MasterCard  International,  Inc.,  used  pursuant  to  license.  © 1993  MBNA  America  Bank,  N.A. 
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Delaware's  Medical  Residents 


It  is  generally  recognized  that  50  percent  of  residents  enter  practice  in  the  region  where  they 
complete  their  training.  Moreover,  residents  who  choose  to  train  in  community  hospitals  outside  of 
major  metropolitan  areas  often  do  so  because  they  are  comfortable  in  this  environment.  They  are 
not  planning  a career  of  academic  research.  They  want  to  care  for  the  sick. 

In  Delaware,  we  have  more  than  200  residents  in  training  at  any  given  time,  and  each  July  1 
about  60  complete  their  programs.  We  should  be  able  to  interest  at  least  30  of  these  physicians  in 
stayinghere  to  practice.  Part  of  the  problem  is  that  the  people  with  opportunities  and  vacancies  don’t 
know  the  residents,  and  the  residents  aren’t  aware  of  the  opportunities. 

To  try  to  correct  this,  we  are  publishing  here  a list  of  all  the  residents  in  training  in  Delaware. 
By  the  end  of  1993  the  ones  at  senior  levels  will  have  decided  where  they  want  to  go  next  July.  A 
letter  now  addressed  to  them  at  their  hospital  might  influence  that  decision. 

E.  Wayne  Martz,  M.D. 

Editor 


Name 

Ackerman,  Steven,  M.D. 

Ah  Fat,  Herve,  M.D. 

Albracht,  David  E.,  Jr.,  M.D. 

Alexander,  Paul  G.,  M.D. 
Ambrose,  Susan  M.,  M.D. 
Ardis,  Karen  Ann,  M.D. 
Babe,  Kenneth  S.,  Jr.,  M.D. 
Becker,  Mary  H.,  M.D. 


Department  Year 

Radiology/  1 

Fellow 

Medicine-C  1 

Medicine-C  3 

Emergency  3 

Emergency  1 

Family  Medicine  3 

Medicine-C  3 

Emergency  3 

Chief 


Medical  School 

Chicago  Medical  School 

University-New  Castle, 
Tyne,  England 

U.  Texas-Southwestern 
Medical  School 

Case  Western  Reserve 

Hahnemann 

Howard  University 

Vanderbilt  University 

University  of  Vermont 
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Bennett,  Lisa  A.,  M.D. 

Benzoni,  Lucia  C.,  D.O. 

Berman,  Joel  E.,  M.D. 

Bernard,  Gabrielle  Dionyse,  M.D. 
Bianco,  Joseph  R.,  M.D. 

Bonner,  Hugh  III,  M.D. 

Borbely,  Bernard  R.,  M.D. 

Boyda,  Robert,  D.D.S. 

Briggs,  Stephen  T.,  M.D. 

Brooks,  Jill  K.,  M.D. 

Burket,  Jeffrey  S.,  M.D. 

Burns,  Kristine  Ann,  M.D. 

Burns,  Leo  W.,  M.D. 

Campo,  Darrin  G.,  M.D. 
Caramico,  Anthony  George,  M.D. 
Carter,  Edward  P.,  M.D. 

Carter,  Hamilton  S.,  M.D. 
Cellucci,  John  M.,  M.D. 

Chen,  Anna,  M.D. 

Cherniak,  David,  M.D. 

Coniglio,  Diane,  M.D. 

Conway,  Michael  K.,  M.D. 
Crystal,  Jonathan  J.,  M.D. 

Curtis,  Jacque  Y.,  M.D. 

Danyo,  J.  Joseph,  M.D. 


Emergency  1 

Med-Peds  2 

Radiology  5 

Emergency  1 

Emergency  2 

Family  Medicine  1 

Medicine-C  3 

Med-Peds  1 

Oral  Surgery  1 

Ob/Gyn  3 

Radiology  2 

Medicine-C  2 

Family  Medicine  1 

Emergency  3 

Medicine-C  3 

Radiology  1 

Radiology  5 

Emergency  3 

Family  Medicine  2 

Family  Medicine  1 

Radiology  2 

Medicine-C  1 

Surgery-C  5 

Radiology  1 

Med-Peds  3 

Surgery-C  2 


Northeastern  Ohio  Univ. 

New  York  College  of 
Osteopathic  Medicine 

Jefferson 

Howard  University 
Ohio  State 

University  of  Pennsylvania 
West  Virginia  University 

Northwestern  University 
University  of  Connecticut 
‘ ' University  of  South  Carolina 
Temple 

West  Virginia  University 

Jefferson 

UMDNJ 

Mount  Sinai,  N.Y. 

University  of  Pittsburgh 

Georgetown  University 

Jefferson 

Jefferson 

Hahnemann 

Eastern  Virginia  Medical 

Jefferson 

UMDNJ 

Temple 

Jefferson 
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De  Souza,  Alexandre,  M.D. 

Dedhia,  Laxmichand,  M.D. 

Dellose,  Mark  C.,  D.M.D. 

Dieck,  John  C.,  D.O. 

DiPastina,  John  A.,  D.O. 
Dolberg,  Beverly  K.,  M.D. 
Dostert,  Sandra  M.,  D.O. 
Dowling,  Timothy,  D.O. 

Driban,  David  Ezra,  M.D. 

Dubois,  Thomas  E.,  D.D.S. 

Duggan,  Stephen  J.,  D.O. 
Dumont,  James  P.C.,  M.D. 

Dunston,  L.  Kyrin,  M.D. 
Edelstein,  Mark  R.,  M.D. 

Elener,  Valerie  A.,  M.D. 
Emmick,  Christine  Marie,  M.D. 
Faria,  Milot  F.,  MBBS,  MS 

Ferrarese,  James  Guido,  M.D. 
Ford,  Everett  R.,  M.D. 

Franco,  Michael  Gustavo,  M.D. 
Franke,  Mark  E.,  M.D. 


Surgery-P  1 

Family  Practice  2 

Dental  1 

Family  Medicine  2 

Fam  Med  1 

Medicine-C  2 

Family  Medicine  3 

Family  Practice  1 

Chief  4 

Family  Med  3 

Dental  1 

Family  Medicine  2 

Surgery-C  4 

Ob/Gyn  2 

Medicine-P  3 

Family  Medicine  2 

Surgery-C  1 

Surgery-P  1 

Trans  1 

Medicine-C  2 

Family  Medicine  1 

Emergency  1 


Minas  Gerais  Medical 
Science  College 

Grant  Medical  College, 
India 

Temple 

New  York  College  of 
Osteopathic  Medicine 

PCOM 

Hahnemann 

University  of  Osteopathic 
Medicine  Euid  Health  Science 
New  York  College  of 
Osteopathic  Medicine 

Jefferson 

Maryland  School  of 
Dentistry 

PCOM 

McGill  Univeristy 
Montreal,  Canada 

Jefferson 

University  of  Maryland 

Jefferson 

Albany  Medical 

Topiwala  National  Medical 
College 

UMDNJ 

Jefferson 

Jefferson 

New  York  Medical 
College 
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Fuhr,  Walter,  M.D. 

Family  Practice 

1 

UMDNJ 

Gar-El,  David,  M.D. 

Family  Practice 

2 

University  Autonomous  of 
Puebla,  Mexico 

Garyfallou,  Garyfallos,  M.D. 

Emergency 

1 

Georgetown 

Gentry,  David  W.,  M.D. 

Emergency 

2 

/ University  of  Maryland 

Ghafghaichi,  Mehrzad,  M.D. 

Medicine-C 

3 

University  Autonoma  de 
Guadalajara 

Giberson,  Frederick  A.,  M.D. 

Surgery-C 

3 

UMDNJ 

Gillespie,  Marcey  A.,  M.D. 

Emergency 

3 

Univerity  of  New  Mexico 

Giusti,  Massimo,  M.D. 

Medicine-C 

2 

University  of  Florence  - Italy 

Glazer,  Mark  S.,  M.D. 

Radiology 

5 

Sackler  School  of  Medicine 
Tel  Aviv,  Israel 

Goshow,  Joanne,  D.O. 

Ob/Gy  n 

3 

Philadelphia  College  of 
Osteopathic  Medicine 

Gulati,  Rajeev,  M.D. 

Surgery-C 

3 

Medical  College  of  Virginia 

Guyton,  Lori  Marie,  M.D. 

Medicine-P 

1 

Hahnemann 

Hahn,  Robert,  M.D. 

Family  Practice 

3 

Ross  University,  School  of 
Medicine 

Hankinson,  Scott  B.,  M.D. 

Ob/Gyn 

4 

University  of  Minnesota 

Harrington,  Robert  William,  M.D. 

Family  Medicine 

1 

Temple 

Hasan,  Fawzia,  M.D. 

Psychiatry 

1 

Heckmann,  Antje,  M.D. 

Family  Medicine 

2 

Jefferson 

Hinson,  Nicole  Suzanne,  M.D. 

Medicine-C 

1 

Gowman  Gray 

Hoffman,  David  F.,  M.D. 

Family  Medicine 
Ob/Gyn 

3 

Jefferson 

Hurst,  Denise  L.,  M.D. 

EM/IM 

2 

Tulane 

Medicine-C 

1 

Imboden,  Ley  L,  M.D. 

Family  Medicine 

3 

East  Carolina  University 
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Iqbal,  Mohammed,  M.D. 

Family  Practice 

3 

Osmania  Medical  School, 
India 

Irgau,  Isaias,  M.B.,  Ch.  B. 

Surgery-C 

1 

Univeristy  of  Bristol  — U.K. 

Johnson,  Kerry  A.,  D.D.S. 

Dental 

1 

University  of  Maryland 
School  of  Dentistry 

Jordan,  Janine  M.,  M.D. 

Medicine-C 

2 

Jefferson 

Julien,  Terrence  Darryl,  M.D. 

Surgery-P 

1 

Howard  University 

Kelly,  Susan  A.,  M.D. 

Surgery-C 

2 

Mt.  Sinai 

Klecan,  Ann  Marie,  M.D. 

Family  Medicine 

1 

SUNY  Stony  Brook 

Kolecki,  Paul  F.,  M.D. 

Emergency 

2 

Jefferson 

Krall,  Scott  P.,  M.D. 

EM/IM 

3 

University  of  Texas 

Kushner,  Steven,  M.D. 

Emergency 

2 

SUNY  at  Syracuse 

Kwon,  Andrew,  M.D. 

Family  Practice 

1 

Korea  University  School  of 
Medicine 

Lampe,  John  Henry,  M.D. 

Medicine-P 

1 

Temple 

Lappin,  Jacxqueline  Ann,  M.B.,  B.Ch,  BA.O. 

Surgery-P 

2 

University  College  - Dublin 

Lawrinenko,  Victor,  M.D. 

Medicine-C 

2 

E.  Virginia  Medical  School 

Lazar,  Maria,  M.D. 

Family  Practice 

2 

Institute  of  Medicine  and 
Pharmacy, Romania 

Lee,  Hye-Jin,  M.D. 

EM/IM 

1 

Bowman  Gray 

Lehocky,  Brett  E,  D.D.S. , M.D. 

Surgery-P 

1 

Northeastern  Ohio 

Leite,  Louis  P.,  D.O. 

Chief 

4 

University  of  New  England 

Medicine-C 

3 

Levey,  James  A.,  M.D. 

Ob/Gyn 

2 

Albany  Medical  College 

Lubkin,  Ira  H.,  M.D. 

Emergency 

2 

UHS-Chicago  Medical  School 

Maggioncalda,  Michael  D.,  D.O. 

Family  Medicine 

3 

Philadelphia  College  of 
Osteopathic  Medicine 

Maleksalehi,  Reza,  M.D. 

Radiology 

3 

Jefferson 
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Marcum,  James  L.,  M.D. 

Marhani,  Shehnaz,  M.D. 
Mathison,  Kari,  M.D. 

Mawn,  Victoria  B.,  M.D. 
McAllister,  Brian  S.,  D.D.S. 

McCann,  Jeffrey  A.,  M.D. 

McCullough,  Helen  M.,  D.O. 

McKitis,  Joan  M.,  M.D. 

Miles,  Linda  Michele,  M.D. 

^5  Moarefi,  Gita  M.,  M.D. 

se 

I?  ■ 

§1  Moffa,  Jennifer  L.,  M.D. 

Moheimani,  Christopher  H,  M.D. 
Moon,  David  D.,  M.D. 

Mullen,  Donald  Andrew,  M.D. 
Munir,  Syed,  M.D. 

Muratori,  Joseph  E.,  M.D. 
Murphy-Rivera,  Francisco,  M.D. 

Nemer,  Jacqueline  Anne,  M.D. 

Nestor,  Elizabeth  M.,  M.D. 

Nicolas,  George  R.,  D.M.D. 

O’Brien,  Christine  Morris,  M.D. 

O’Riordan,  Brendan  Gerard,  M.D. 

Onwuzuruigbo,  Chukwuemeka  J.,  M.D. 
(Onwu,  Chuks) 


Medicine-C 

3 

University  of  Texas 

Psychiatry 

1 

Family  Practice 

1 

University  of  California, 
Irvine 

Medicine-C 

1 

/ Bowman  Gray 

Dental 

1 

Virginia  University  School 
of  Dentistry 

Radiology 

4 

SUNY  at  Syracuse 

Ob/Gyn 

1 

PCOM 

Medicine-C 

2 

E.  Virginia  Medical  School 

Medicine-C 

1 

Bowman  Gray 

Medicine-C 

3 

University  Isfahan 

Emergency 

2 

Penn  State  University 

Surgery-P 

1 

Jefferson 

Emergency 

1 

Jefferson 

EM/IM 

1 

Medicine-P 

1 

Jefferson 

Psychiatry 

3 

Emergency 

3 

New  York  Medical  College 

Family  Practice 

3 

Universidad  Central  Del 
Caribe 

Emergency 

1 

Ohio  State 

Emergency 

3 

Northwestern  University 

Dental 

1 

Tufts  University-Dental 

Ob/Gyn 

1 

Temple 

Surgical  Oncology  Fellow 

University  College  - Dublin 

Surgery-P 

3 

University  of  Ibadan,  Nigeria 
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Otto,  Dean  Francis,  M.D. 

Emergency 

1 

Jefferson 

Peniston-Feliciano,  Hector  L.,  M.D. 

Emergency 

3 

University  of  Puerto  Rico 

Perez,  Mary  Jane,  M.D. 

Psychiatry 

2 

Pennington,  Joseph  C,  M.D. 

Medicine-C 

2 

Jefferson 

Perez-Navarro,  Paul  A.,  M.D. 

Medicine-C 

3 

East  Carolina  University 

Perkins,  Kris  E.,  M.D. 

Radiology 

3 

Hahnemann 

Petaccio,  Claudia  Jennifer,  M.D. 

Medicine-P 

1 

Hahnemann 

Peters,  Nancy  Castellucci,  M.D. 

Med-Peds 

1 

NYMC-Valhalla,N.Y. 

Petrosino,  Albert  T.,  M.D. 

Medicine-C  ^ 

3 

University  Autonoma  de 
Guadalajara 

Phillips,  Lisa  Ellen,  M.D. 

Ob/Gyn 

1 

University  of  Maryland 

Picazo,  Jose  Soriano,  M.D. 

Ob/Gy  n 

1 

University  of  New  Mexico 

Plucknett,  Barbara  L.,  M.D. 

Ob/Gyn 

3 

Penn  State 

Pogach,  Richard  J.,  M.D. 

Med-Peds 

4 

Temple 

Pollock,  William  M.,  M.D. 

Surgery-C 

3 

Medical  College  of  Virginia 

Radner,  Gary  William,  M.D. 

Radiology 

1 

Rush  Medical  College 

Redle,  Joseph  D.,  M.D. 

Medicine-C 

EM/IM 

3 

1 

Wright  State  University 

Reed,  Gordon  D.,  M.D. 

Emergency 

Chief 

3 

University  of  Texas 

Regier,  Brenda  J.,  M.D. 

Medicine-C 

2 

Jefferson 

Roberts,  Peter  F.,  M.D. 

Surgery-C 

2 

Temple 

Romero,  Juan  C.,  M.D. 

Surgery-P 

1 

Monash  University  Australia 

Rose-Scholfield,  Kimberly  Ann,  M.D. 

Emergency 

1 

Jefferson 

Ross,  Stephen  Mark,  M.D. 

Radiology 

1 

Marshall  University 

Rubinstein,  Howard  A.,  M.D. 

EM/IM 

2 

UMDNJ 

Ruether,  James  Edward,  M.D. 

Medicine-C 

1 

University  of  Toronto 
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Salvo,  Anthony,  M.D. 

Family  Practice 

3 

Universidad  Autonoma  de 
Guadalajara 

Samborschi,  Valentin,  M.D. 

Psychiatry 

2 

Santiago,  Reynaldo,  M.D. 

Psychiatry 

4 

Scheppke,  Kenneth  A.,  M.D. 

Emergency 

2 

/ SUNY  at  Stony  Brook 

Schilling,  Jacqueline,  M.D. 

Radiology 

5 

Temple 

Schmidt,  Diane  Norlaine,  M.D. 

Medicine-C 

1 

Jefferson 

Schoedler,  Scott  J.,  M.D. 

Radiology 

4 

Jefferson 

Shuren,  Mark  G.,  D.D.S. 

Oral  Surg 
Dentistry 

2 

McGill  University  of  Dentistry 

Siddiqui,  Nihal,  M.D. 

Psychiatry 

1 

Siegel,  Mark  E.,  M.D. 

Med-Peds 

1 

Georgetown 

Sill,  David  C.,  M.D. 

Radiology 

3 

University  of  Pittsburgh 

Silverman,  Michael  Evan,  M.D. 

EM/IM 

1 

SUNY-NewYork 

Simbra,  Maria  Estela,  M.D. 

Medicine-P 

1 

University  of  Pittsburgh 

Simpson,  David  A.,  M.D. 

Family  Medicine 

2 

University  del  Noreste, 
Mexico 

Singson,  Domingo,  M.D. 

Family  Practice 

2 

University  of  Santo  Tomas, 
Phillipines 

Smalls,  Arlene  J.,  M.D. 

Ob/Gyn 

2 

Columbia  U.  College  of 
Physicians  and  Surgeons 

Smith,  Gregory,  D.M.D. 

Oral  Surg. 

3 

University  of  Pennsylvania 

Sokol,  Michael  Craig,  M.D. 

Trans 

1 

Jefferson 

Spyropoulos,  George,  D.O. 

Family  Medicine 

2 

PCOM 

Stamilio,  David  M.,  M.D. 

Ob/Gyn 

2 

Hahnemann 

Stauffer-Munekata,  Carol  Ann,  M.D. 

Family  Medicine 

3 

University  of  Missouri 

Stern,  Joel  B.,  M.D. 

Emergency 

3 

Dartmouth/Brown  Program 
in  Medicine 
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Stone,  Arlen,  M.D. 

Family  Practice 

1 

Albany  Medical  School 

Suarez,  Jose  D.,  M.D. 

Family  Medicine 

3 

Universidad  Central  del 
Este 

Sundaram,  Magesh,  M.D. 

Surgery-C 

4 

Univeristy  of  Maryland 

Syed,  Ehsam,  M.D. 

Psychiatry 

1 

Taylor,  Lisa  Madeline,  M.D. 

Medicine-C 

1 

UMDNJ 

Tietjens-Grillo,  Lenore  M.,  M.D. 

Ob/Gyn 

4 

Jefferson 

Treiman,  Philip  Russel,  M.D. 

Family  Medicine 

1 

Jefferson 

Trott,  Edward  A.,  M.D. 

Ob/Gyn 

4 

Jefferson 

Uthaman,  Uday,  M.D. 

Family  Practice 

3 

J.J.  Medical  College,  India 

Vaidyanathan,  Prakash,  M.D. 

Surgery-P 

1 

Madras  Medical  College,  India 

Vanzant,  Greg  B.,  M.D. 

Medicine-C 

1 

Southeastern  University 
Miami 

Veser,  Frederick  H.,  M.D. 

Emergency 

2 

Jefferson 

Vu,  Trung  Q.,  M.D. 

Radiology 

2 

Tulane  Medical  School 

Walker,  Kelly  A.,  D.D.S. 

Dental 

1 

University  of  Maryland 

Warren,  Katheryn  M.,  M.D. 

Surgery-C 

5 

University  of  Connecticut 

Weeks,  Daniel  J.,  D.O. 

Emergency 

2 

UMDNJ-School  of 
Osteopathic  Medicine 

Weidner,  Linda  J.,  M.D. 

Emergency 

2 

Unversity  of  Massachusetts 

Weisman,  Evan  B.,  M.D. 

Family  Medicine 

2 

Jefferson 

Weitzman,  David,  M.D. 

Psychiatry 

3 

Weston,  Charles  S.,  M.D. 

Med-Peds 

Medicine-P 

3 

University  of  Massachusetts 

Whang,  Patience  B.,  M.D. 

Family  Medicine 

2 

Jefferson 

White,  James  E.,  M.D. 

Radiology 

4 

Wright  State  University 

Wilson,  John  D.,  M.D. 

Med-Peds 

4 

Jefferson 
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Woodard,  William  L.,  M.D. 

Radiology 

2 

Medical  U.  of  S. Carolina 

Zerefos,  Demetrios,  D.O. 

Family  Practice 

2 

Philadelphia  College  of 
Osteopathic  Medicine 

Zern,  Jeffry  T.,  M.D. 

Surgery-C 

3 

Temple 

Ziegler,  William  F.,  D.O. 

Ob/Gyn 

3 

^ University  of  Osteopathic 
Medicine  and  Surgery-Iowa 

Zlupko,  George  Randal,  M.D. 

Emergency 

1 

Jefferson 

Zylman,  Patricia  M.,  M.D. 

Ob/Gyn 

4 

University  of  Miami 

CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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More  on  Patient  Records 


Victor  Battaglia,  Esq. 


Questions  continue  to  arise  daily  about  medical 
records.  The  Medical  Society  of  Delaware  asked 
Victor  Battaglia,  Esq.,  its  official  attorney,  to 
write  a legal  review  of  the  problem  for  publica- 
tion for  our  Health  Law  column. 

E.  Wayne  Martz,  M.D. 

Without  regard  to  any  statute  it  is  sound  advice 
that  a physician  should  retain  the  records  of  a 
patientfor  a minimum  period  offive  years.  This 
is  to  protect  the  physician  with  respect  to  any 
claim  that  might  be  brought  for  improper  treat- 
ment. The  five-year  period  should  safely  get  the 
physician  past  almost  any  conceivable  cause  of 
action  for  medical  malpractice.  This  general 
I rule  is  subject  to  the  exception  that  the  statute 
of  limitations  for  treatment  of  infants  is  two 
j years  (or  three  years  if  the  matter  is  inherently 
i unknowable  in  the  two-year  period),  or  until 
t the  child  should  attain  his  or  her  6th  birthday, 
whichever  is  later.  Therefore,  someone  who  has 
treated  an  infant  1 year  of  age  should  hold 
those  records  for  a period  of  eight  years.  There 
is  no  rule  of  law  that  says  eight  years,  but  we 
believe  that  sound  legal  judgment  requires  that 
the  records  be  retained  for  that  period. 

Some  physicians  contemplating  retirement 
I are  concerned  about  to  whom  they  are  required 
to  mail  a notice.  Please  note  that  the  statute  is 
limited  to  patients  of  record  for  three  years 
immediately  preceding  retirement.  There  is  a 
general  requirement  for  notice  in  a newspaper 
of  general  circulation.  In  any  situation  in  which 

Mr.  Battaglia  is  senior  partner  at  Biggs  and  Battaglia  in 
, Wilmington. 


such  a patient  hasn’t  picked  up  his  or  her 
records  then  that  patient,  if  treated  within  the 
last  three  years,  must  be  given  notice  by  first 
class  mail.  This  is  subject  to  the  exception  that 
you  need  give  no  notification  either  by  newspa- 
per or  by  mail  if  the  physician  has  transferred 
his  or  her  records  to  another  physician  or  treat- 
ing facility. 

We  think  the  Medical  Society  could  play  a 
real  role  in  such  situations.  The  Medical  Soci- 
ety could  maintain  a simple  roll  of  physicians 
who  have  retired  and  identify  the  physician  or 
facility  to  whom  or  to  which  the  physicians’ 
records  have  been  transferred.  Any  patient 
who  doesn’t  know  the  successor  treating  physi- 
cian could  call  the  Medical  Society  and  find  that 
out.  This  would  involve  little  or  no  cost  to  the 
Medical  Society,  but  would  be  a real  service  to 
the  community. 

In  recent  years  the  obligation  that  a 
physician’s  estate  shall  be  subject  to  the  “trans- 
fer of  records”  provisions  of  the  code  has  been 
enacted  as  well  as  the  exceptions  stated  above. 
Please  note  that  the  notice  is  simply  by  first 
class  mail,  although  it  would  certainly  be  pru- 
dent to  do  it  by  certified  mail,  return  receipt 
requested.  However,  it  should  be  noted  that  to 
the  extent  that  mail  is  sent  certified  and  is  not 
picked  up,  then  the  physician  should  do  a sec- 
ond mailing  solely  to  those  people  by  first  class 
mail. 

By  statute,  physicians  to  whom  patients 
are  referred  for  special  treatment  are  not  re- 
quired to  maintain  records  provided  they  have 
sent  a copy  of  their  diagnosis  or  treatment  to 
another  physician,  hospital  or  agency  which 
has  provided  treatment  for  the  patient.  It  is  this 
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provision  that  gives  us  some  pause.  Generally, 
this  is  a beneficial  provision.  We  have  a slight 
concern  that  the  statute  requires  the  referring 
physician  to  send  only  a record  of  his  diagnosis 
or  treatment.  We  suggest  that  it  is  very  impor- 
tant, notintermsofcomplyingwiththe  statute, 
but  in  terms  of  protecting  the  referring  physi- 
cian, he  or  she  ought  to  send  the  entire  record. 
For  example,  if  during  the  course  of  a surgical 
treatment  a physician  learns  of  a certain  al- 
lergy, for  medical  liability  purposes,  he  or  she 
ought  to  make  sure  the  records  are  sent  to  the 
family  physician,  hospital  or  agency  contain  a 
full  statement  of  any  such  peculiarities  of  treat- 
ment he  or  she  has  uncovered,  even  if  it  is  not 
related  to  the  diagnosis  or  treatment  of  the 
instant  case. 

For  discussion  purposes,  we  should  like  you 
to  consider  some  alternatives  that  will  require 
some  work  on  your  part. 

1.  We  think  you  should  check  with  organi- 
zations like  the  Elwyn  Institute,  which 
puts  records  on  microfiche.  My  suspi- 
cion is  that  you  could  arrange  for  Elwyn 
to  contract  with  the  Medical  Society  at 
an  expense  to  be  paid  by  a retiring 
physician,  or  any  other  physician  who 
wishes  to  reduce  the  bulk  of  his  or  her 
record  retention  problem,  to  put  such 
records  on  microfiche. 

My  guess  is  that  it  would  be 
very  cheap  to  do  that  and  I think  you 
could  probably  accommodate  on  micro- 
fiche the  medical  records  of  every  phy- 
sician in  the  state  of  Delaware,  either  at 
the  Academy  of  Medicine  or  at  the  Medi- 
cal Society  offices,  at  an  expense  which 
would  be  de  minimus.  I know  there  has 
been  some  discussion  of  this  concept 
and  I hope  it  has  not  been  rejected 
precipitously. 

My  suggestion  is  that  somebody 
ought  to  talk  to  the  people  at  Elwyn 
because  I know  they  do  the  process  and 
I am  told  that  they  do  it  on  a more 
economical  basis  than  anybody  else.  I 
suspect  if  that  were  done,  you  could 
solve  this  problem  in  a blink,  and  the 
expense  for  the  whole  operation  could 
be  borne  by  each  physician  who  wishes 
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to  have  records  put  on  microfiche  and 
stored. 

It  might  be  that  some  minimal 
fee  for  the  storage  area  would  be  appro- 
priate, and  this  might  not  be  a bad  way 
to  raise  a few  extra  dollars,  either  for 
the  Medical  Society  itself  or  for  one  of 
the  its  pro  bono  activities  or  for  the 
Academy  of  Medicine.  ! 

2.  It  seems  to  us  there  are  possibly  two  | 
other  amendments  that  ought  to  be  i 
suggested  for  24  Del.  C.  §1761,  The  i 
Physician  Discontinuing  Practice  j 
Record  Statute.  A subsection  (d)  could  j 
simply  state  that  any  physician  or  the  j 
estate  of  any  physician  which  has  com-  j 
plied  with  the  provisions  of  this  section  j 
shall  not  be  subject  to  liability  on  the 
basis  of  any  claim  of  improper  record  ' 
retention.  | 

A second  amendment  would  pro-  | 
vide  that  any  physician  who  has  treated  i 
a patient  and  who  believes  that  treat-  ' 
ment  of  that  patient  is  complete  should  ; 
have  the  option  of  sending  copies  of  that  j 
patient’s  complete  chart  to  the  patient  i 
(or  to  the  parents  of  a minor  patient)  I 
and  once  that  occurs  there  shall  be  no 
further  liability  or  responsibility  of  the 
physician  to  take  any  further  action 
with  respect  to  records  pertaining  to 
that  patient.  The  statute  should  re- 
quire the  physician  to  keep  an  appro- 
priate record  to  show  the  date,  time  and  ! 
place  and  manner  of  transfer  of  the  ' 
record  to  the  patient.  i 

The  Medical  Society  has  always  been  the  i 
haven  and  protector  of  the  physicians  in  this  j 
community.  I believe  that  if  we  could  accom-  I 
plish  some  of  the  suggestions  contained  in  this 
letter,  it  would  draw  the  physicians  even  closer  t 
to  the  Society,  if  that  is  possible.  J 

On  another  matter,  an  inquiry  has  been  j 
raised  whether  or  not  a patient  is  entitled  to  | 
have  a copy  of  his  or  her  records.  The  rule  of  i 
law,  of  course,  is  that  the  medical  records  be-  | 
long  to  the  physician,  but  that  the  patient  is  I 
entitled  to  have  a copy  of  his  or  her  record.  The  i 
only  exception  to  that  rule  is  when  possession  of  ; 
a copy  of  the  records  might  possibly  harm  the 
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patient.  That  is  not  a statutory  limitation,  but 
is  one  of  potential  liability.  A physician  who 
refuses  to  surrender  to  a patient  a copy  of  his  or 
her  record  may  be  liable  to  that  patient  for  any 
damage  that  occurs  as  a result  of  that  failure 
and  indeed  may  be  liable  to  the  patient  even 
without  showing  special  damages.  The  physi- 
cian is  acting  entirely  properly  if  he  or  she 
requires  the  patient  to  sign  some  sort  of  a 
written  request  for  a copy  of  the  records. 

I would  suggest  that  any  physician  who  has 
a question  about  this  subject  contact  us. 

In  case  the  Medical  Society  or  any  commit- 
tee of  the  Medical  Society  believes  any  of  the 
suggestions  we  have  made  in  this  letter  are 
appropriate,  we  suggest  that  the  approach  to 
the  General  Assembly  might  be  that  this  is  one 
small  attempt  to  curb  some  of  the  overhead 
expense  that  is  attendant  upon  the  practice  of 
medicine,  and  it  is  in  patients'  interest  to  have 
such  statutes  enacted.  We  believe  the  sugges- 
tions we  have  made  are  not  controversial  and 
could  probably  be  enacted  with  little  difficulty. 

Health  Law  is  a feature  of  the  Delaware  Medi- 
cal Journal  which  presents  practical  informa- 
tion for  the  practicing  physician  about  current 
trends  in  health  law. 


MEDICHNE 

Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-around. 


Stress  Thallium 
Persantine  Thallium 
Gated  Cardiac  Imaging  (MUG A) 
Bone  Scans 

Thyroid  Uptake  and  Scan 
Liver/Spleen  Scan 
Indium  III  Labeled  WBC's 
Renal  Scan 
Gallbladder 


Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  infomiation  please  call, 

(302)  368^8150 


Omega  Nuclear  Diagnostic  Center 

is  an  affiliate  of 

Diagnostic  Imaging 
Associates 


OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Bldg.  K 
Newark  DE  19713  • (302)368-8150 
Ka-Khy  Tze,  M.D, . Co-Director  • Joseph  R.  Peacock,  M.D.,  Co-Director 
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H£  NEXT  Time 
SALES  REP 
FROIV^A 
UBORATORY 
OWNEP  flfA 
PHARMACEUTICAL 


COMPANY  OR 


CON6LOMERATT 
OFFERSYOU 
ANOTHER  ''GREAT 

IDEA  OR 

SERVICE. 


Since  1974,  Medlab  has  delivered  on  all  of  our  promises  J 
with  impeccable  quality  and  unmatchable  service. 


At  Medlab,  we  give  you  more 
than  just  a glossy  brochure  or 
a glib  promise.  We  give  you 
the  respect  that  you  can  only 
get  from  a trusted  friend. 

That's  because  we  are 
your  friends,  your  neighbors, 
your  patients,  your  relatives. 
People  who  know  and  care 
about  the  people  you  care  for. 


Maybe  that’s  why  more 
than  5 times  as  many  physi- 
cians in  Delaware  choose 
Medlab  Clinical  Testing  Inc. 
for  their  patients,  than  any 
other  laboratory. 

So  the  next  time  they  try 
to  sell  you  their  latest  ideas, 
ask  them  when  they  intend 
to  deliver  on  their  old  ones. 


For  more  information,  (il 
your  Medlab  Representatle 
at  302-655-LABS.  L 

iimniLiI 

CLINICAL  TESTING  III 


...BECAUSE  QUALITY  IS  ESSENH' 


BOARD  OF  MEDICAL  PRACTICE 


Beating  a Path  to  Our  Door 


At  the  regular  meeting  of  the  Delaware  Board 
of  Medical  Practice  (DBMP)  Tuesday,  June  1, 
1993,  the  following  actions  were  taken: 

New  licenses  approved  27 
Year  to  date  84 
Written  complaints  received  4 
Year  to  date  36 

Complaints  closed  (dismissed)  18 
Hearings  ordered  9 
Hearings  held  1 
Disciplinary  action  — 

One  request  for  reinstatement  of  license 
was  not  approved. 

The  meeting  adjourned  after  three  hours. 

Reviewing  the  meeting  afterward,  I was 
struck  by  the  large  number  of  new  licenses 
issued.  Twenty  years  ago  27  would  have  been  a 
reasonable  number  for  a whole  year.  I checked 
against  1992  and  found  a very  comparable 
number  approved  at  that  June  meeting  and  a 
total  of  196  licenses  for  the  year.  This  could 
have  major  implications  for  the  future,  so  I 
attempted  to  estimate  the  number  of  doctors 
Delaware  needs  per  year  to  maintain  the  status 
quo. 


First  calculate  the  number  of  doctors  living 
and/or  working  in  Delaware  from  the  official 
addresses  of  current  licenses.  More  than  a third 
of  the  doctors  licensed  here  list  addresses  in 
other  states.  Based  on  the  number  who  live 
close  enough  to  commute  to  Delaware  on  a 
regular  basis,  I calculated  the  number  probably 
practicing  here  (but  drew  the  line  at  Philadel- 
phia, Cherry  Hill,  Salisbury).  See  below. 

I don’t  know  how  long  the  average  doctor 
works.  From  age  30  to  age  70  seems  reasonable, 
but  many  retire  or  die  or  move  away,  so  some 
might  consider  a 30-year  working  life  more 
appropriate.  If  you  like  the  40-year  figure,  that 
is  2.5  percent  turnover  per  year.  A 30-year  work 
span  is  3.3  percent  per  year.  If  we  calculate 
based  on  the  number  of  doctors  presumed  work- 
ing in  Delaware,  that  would  be  44  or  59  per 
year.  Since  many  out-of-state  doctors  probably 
give  up  their  licenses  after  a few  years,  perhaps 
we  should  calculate  based  on  the  total  number 
licensed,  2,369,  and  that  rounds  out  to  60  or  80 
per  year. 

However,  you  calculate  it,  our  current  rate 
of  nearly  200  new  licenses  per  year  is  far  in 
excess  of  what  we  need  to  maintain  the  status 
quo.  The  pool  of  doctors  in  Delaware  is  increas- 


Total 

Out  of 

Contiguous 

Distant 

Delaware 

Total  practicing 

licensed 

state 

areas 

areas 

address 

in  Delaware* 

M.D. 

2,100 

680 

176 

504 

1,420 

1,596 

D.O. 

269 

129 

42 

87 

140 

182 

2,369 

1,778  *presumed 
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ing  rapidly,  and  one  can  draw  a lot  of  conclu- 
sions from  that.  For  example,  if  there  is  any 
shortage  of  physicians  in  Delaware,  there  won't 
be  for  long.  Or  a corollary  of  that  fears  of  not 
being  able  to  provide  medical  services  for  “uni- 
versal access”  are  probably  not  justified. 

Of  some  concern  would  be  the  effect  on 
costs.  Doctors  tend  to  create  their  own  market, 
so  the  outlook  is  for  a major  expansion  of  ser- 
vices and  costs.  Attempts  to  cap  costs  will  prob- 
ably fail,  or  if  they  are  successful,  in  a decline  or 
leveling  of  physician  incomes.  Those  planning 
our  future  health  care  system  in  Delaware 
should  incorporate  this  in  their  planning. 

We  have  a very  attractive  environment 
here  — a reasonable  place  to  live  and  raise  a 
family  — a more  stable  economy  than  most 
places  — good  hospitals  and  good  doctors.  We 
have  the  better  mousetrap  and  the  world  is 
beating  a path  to  our  door. 

E.  Wayne  Martz,  M.D. 


WHEN  THEY  ARE 
READY 
TO  LEAVE 
THE  HOSPITAL... 


HAPPY  HAnnr  s 


For  All  Your  Patient’s  Home  Health  Care  Needs 

Home  Medical  Equipment  • Products  • Services 


Three  Convenient  Locations 


BRANDYWINE  IMAGING  CENTER,  L.P. 

A Diagnostic  Imaging 
Center  for  Women 

A women's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 
Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical 
management  patients. 

LoW'dose  statC'of'the-art  film  screen  i 
Mammography  j 

OB/gyn  Ultrasound  < 

Breast  aspiration  of  solid  and  cystic  masses 
under  ultrasonic  guidance 

Educational  videotapes  and  models 

Instruction  in  breast  selfexamination 

Separate  and  private  suites  for  testing  | 

Brandywine  Imaging  Center  also  provides  General  Radiologyl 
and  Ultrasound  services  in  an  adjacent  suite.  ' 

Rita  Gottesman,  M.D.  - Medical  Director 


701  Foulk  Road,  Suite  El 
Foulk  Plaza 

Wilmington,  DE  19803 

(302)  654-5300 

Accredited  by  the 
American  College  of  Radiology 


An  Affiliate  of  Diagnostic  Imaging  Associates 
Ka-Khy  Tze,  M.D.,  Co-Director  • Joseph  R.  Peacock,  M.D.,  Co-Director 


BRANDYWINE 


IMAGING 


CENTER,  L.P. 


Olde  Oak  Plaza  16-A  Trolley  Sq.  311RutharDr. 

Dover,  DE  19901  Wilmington,  DE  19806  Newark,  DE  19711 
(302)678-0504  (302)  654-8181  (302)  454-4941 
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DBA  COLLECTION 

AND  ADMINISTRATIVE  SERVICES,  INC 


The  Medical  Collection  Specialists 


Featuring: 

❖ Completely  Automated  Systems 

❖ Hard  Copy  or  Tape  Transfer  of  Accounts 

❖ Custom-Tailored  Programs  for  Eacli  Client 

❖ Precollect  Ser^dces 
Complete  Monthly  Reports 
Credit  Reporting 

❖ Free  Accounts  Receivable  Consultations 

❖ On-Site  Systems  Programming 

❖ Billing  of  All  Third-Party  Payers 


Providing  Services  for: 

❖ Ambulance  Sendees 

❖ Anesthesiology 

❖ Dentists 

❖ Demiatology 

<*  Emergency  Room  Physicians 

❖ Endocrinology 

❖ Family  Practices 

❖ Gynecology 


Hospitals 

MRI  and  CAT  Scan  Facilities 
Nuclear  Medicine 
Oncology 
Ophthalmology^ 

Pathology 

Radiology 

Surgery 


IMembers  of: 

»J*  American  Collectors  Association  (ACA) 

*>  ACA  Healthcare  Clients'  Sendees  Program 
❖ Eastern  Seabord  Collectors  Association,  Inc. 


For  more  information,  please  contact  Karen  A.  Carello  at 

(302)  479-5282 

We  are  just  the  kind  of  medicine 
that  your  delinquent  collections  need! 
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f EDITORIALS 


Why  Stop  Smoking? 


According  to  the  Surgeon  General,  cigarette 
smoking  is  dangerous  to  your  health!  Smokers 
have  a ten  times  greater  risk  of  developing  lung 
cancer  than  nonsmokers  and  are  at  twice  the 
risk  of  developing  heart  disease. 

Despite  all  the  negative  publicity  and  the 
warnings  on  cigarette  packages  regarding  the 
adverse  consequences  of  smoking,  approxi- 
mately 50  million  Americans  still  smoke  — 28 
percent  of  men  and  23  percent  of  women.  Smok- 
ing is  felt  to  play  a major  role  in  the  deaths  of 
400,000  Americans  each  year.  Because  of  the 
residual  health  risk  of  smoking,  it  will  likely 
continue  as  a leading  cause  of  premature  death 
and  debility  into  the  next  century.  While  many 
smokers  acknowledge  the  harmful  effects  of 
smoking  in  general,  many  continue  to  deny  the 
I harmful  effects  of  smoking  on  their  own  health. 

Not  only  is  mainstream  (inhaled)  tobacco 
smoke  harmful,  but  studies  have  shown  that 
sidestream  (exhaled)  tobacco  smoke  is  also 
harmful  (Passive  smoking).  A recent  study  in 
the  New  England  Journal  of  Medicine  con- 
cluded that  asthmatic  children  exposed  to  their 
parents’  tobacco  smoke  had  more  frequent  ex- 
acerbations of  their  disease.  In  addition,  stud- 
ies conclude  that  passive  smoking  leads  to  some 
increase  in  the  risk  of  developing  lung  cancer  in 
nonsmoking  spouses  of  smokers. 

It  is  not  too  late  to  stop  smoking!  With 
smoking  cessation,  improvement  occurs  in  the 
cardiovascular  and  pulmonary  systems  even  in 
those  who  have  smoked  for  many  years  and  who 
may  have  smoking-related  illnesses. 

Why  stop  smoking?  The  reasons  are  mul- 
tiple. The  diseases  are  preventable.  Our  task  is 
to  get  the  message  to  our  patients,  the  public  in 
general,  and  the  lawmakers. 


Bibliography 

1.  Bailey  WC,  Foshee  LM.  Reasons  to  quit  smoking: 
update  for  1993.  J Respir  Dis  1993;14:626-638. 

2.  Chilmonczyk  BA,  Sahnun  LM,  Megathlin  KN,  et  al. 
Association  between  exposure  to  environmental  to- 
bacco smoke  and  exacerbations  of  asthma  in  children. 
N Eng  J Med  1993;328:1665-1669. 

3 . Higgins  MW,  Enright  PL,  Kronmal  RA,  Schenker  MB, 
Anton-Culver  H,  Lyles  M.  Smoking  and  lung  function 
in  elderly  men  and  women.  The  cardiovascular  health 
study.  JAMA  1993;  269:2741-2748. 
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National  Practitioner 
Data  Bank 

The  National  Practitioner  Data  Bank  (NPDB) 
has  been  in  operation  since  September  1990, 
long  enough  to  warrant  some  evaluation.  Clearly 
it  has  improved  the  dissemination  of  informa- 
tion to  state  medical  boards,  although  there  is 
still  a long  lagtime  between  an  offense  and  the 
listing  in  the  NPDB. 

Many  different  things  can  get  a doctor’s 
name  on  the  NPDB  list,  including  actions  by  a 
state  medical  board,  reduction  in  hospital  privi- 
leges, or,  most  commonly,  the  resolution  of  a 
malpractice  suit.  All  such  entries  are  reported 
to  the  medical  boards  of  all  states  in  which  the 
listed  physician  holds  a license.  We,  the  Dela- 
ware board,  are  required  to  investigate  these  to 
decide  whether  they  represent  a pattern  of  care 
that  could  be  hazardous  to  the  public. 

Large  studies  seem  to  indicate  that  a single 
lawsuit  can  happen  to  anyone,  and  even  two 
suits  is  not  predictive  or  cause  for  alarm.  In 
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fact,  in  some  specialties,  such  as  obstetrics, 
orthopedics  and  neurosurgery,  two  is  very  rea- 
sonable. However,  thee  suits  in  any  three-year 
period  is  predictive  of  future  suits  and  a real 
cause  for  concern.  Something  is  wrong. 

Since  the  Delaware  Board  of  Medical  Prac- 
tice (DBMP)  is  required  to  investigate  all  suits 
which  are  settled  or  adjudicated  for  more  than 
$50,000,  or  damage  a vital  organ  or  result  in 
unnecessary  death,  this  works  out  that  every 
physician  who  has  been  through  a traumatic 
lawsuit  must  now  face  another  investigation  by 
the  DBMP.  To  my  surprise,  I have  found  that 
some  actually  welcome  this  as  an  opportunity 
for  evaluation  by  their  true  peers  instead  of 
some  insurance  company  or  jury  uneducated  in 
medicine.  They  are  so  crushed  by  the  accusa- 
tions and  so  frustrated  in  their  efforts  to  ex- 
plain, they  want  vindication  most  of  all. 

In  the  past  10  months  the  DBMP  has  inves- 
tigated 90  complaints;  30  of  these  were  gener- 
ated by  NPDB  reports.  Two  of  these  reports 
were  for  reduction  in  hospital  privileges.  Both 
had  more  than  one  lawsuit  as  well,  and  these 
were  the  only  two  physicians  for  whom  we  felt 
there  was  a suspicious  pattern  of  care.  The 
other  28  were  malpractice  actions,  and  these 
represent  all  the  significant  malpractice  suits 
resolved  against  Delaware  doctors  in  that  10- 
month  period. 

There  are  two  things  that  have  struck  mein 
reviewing  these  28.  First  is  the  large  number  in 
which  the  physician  was  innocent  of  any  wrong- 
doing or  procedural  error,  and  second,  the  high 
number  that  represented  settlements  rather 
than  awards/adjudications.  Only  five  of  the  28 
were  judgements.  Two  were  indeterminate  be- 
cause the  clerk  who  filled  out  the  NPDB  form 
neglected  to  check  that  box.  One  was  an  error. 
The  doctor  was  dismissed.  The  remaining  20 
were  clearly  marked  “settlement.” 

As  you  well  know,  settlement  represents  a 
decision  by  the  insurance  company,  not  the 
courts,  and  is  based  not  on  guilt  or  innocence, 
but  on  estimated  cost  of  defense,  probability  of 
winning  or  losing,  and  their  estimation  of  the 
amount  of  a possible  award.  Thus,  I find  to  my 
surprise,  it  is  not  directly  the  court  system  that 
is  creating  the  problem.  It  is  the  insurance 
industry.  Of  course,  their  decisions  are  largely 
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the  result  of  fear  of  capricious  and  unpredict- 1 
able  court  actions  and  the  size  of  awards,  which ' 
seem  to  have  no  relationship  to  the  damage  i, 
done  or  the  relative  guilt  or  innocence  of  the 
defendant.  They  seem  related  primarily  to  the 
resources  available  to  pay.  A case  in  point:  a ! 
patient  who  had  a severe  idiosyncratic  derma-  s' 
tologic  drug  reaction,  but  wound  up  with  no  ' 
permanent  residua  except  one  small  scar.  The  i 
doctor  had  prescribed  the  one  best  drug  for  a i 
major  disorder,  could  not  have  predicted  the  : 
reaction,  yet  the  insurance  company  settled  for  I 
$578,000.  ! 

The  other  surprising  thing,  as  I mentioned  ' 
previously,  was  the  number  of  payments  with  |t 
no  physician  fault.  Of  course,  some  of  the  time  | 
this  is  a judgement  call,  but  sometimes  not,  like  J- 
the  26-year-old  who  broke  his  neck  in  a motor- 
cycle accident.  He  was  quadriplegic  when  he 
got  to  the  emergency  room,  but  the  insurance  ! 
adjusters  said  in  essence,  “He  has  no  resources. 
He  will  arouse  a lot  of  sympathy  in  a jury.  We 
suggest  a settlement  for  $250,000.”  This  is  . 
using  the  tort  system  to  solve  a social  problem  i 
at  the  physician’s  expense.  If  the  public  feels  ] 
such  a situation  deserves  support,  it  should  be  j 
done  through  our  social  services  system,  not  I 
disguised  as  malpractice,  which  it  was  not.  | 
Reviewing  the  28  cases,  in  10  the  doctor  was  S 
clearly  innocent  of  any  error  by  current  medical  ^ 
standards.  Even  a jury  of  laypersons,  given  the  I; 
facts,  would  have  to  find  the  doctor  innocent,  jt 
For  example,  a surgeon  biopsied  a pulmonary  ji 
nodule.  Frozen  section  was  reported  malignant  i 
so  he  did  what  he  should  do:  he  removed  the  j 
lobe.  The  patient  recovered  and  went  back  to  | 
work.  Later,  the  fixed  sections  were  reported  j 
benign.  The  surgeon’s  insurance  paid  more  i 
than  $457,000  on  his  behalf  t 

In  eight  instances,  the  case  was  “equivocol,” 
meaning  that  any  reasonable  physician  under  I 
the  same  set  of  circumstances  probably  would  ' 
have  done  the  same  thing.  For  example,  a i 
patient  went  to  his  doctor  with  fever,  cough  and  ’ 
vague  complaints.  Within  two  weeks  the  doctor  f 
made  the  very  difficult  diagnosis  of  bacterial  [ 
endocarditis.  Instead  of  congratulatingthe  doc-  i 
tor  or  his  diagnostic  acumen,  the  patient  sued  j 
for  delay  in  diagnosis  and  collected. 
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In  the  last  10  cases,  the  doctor  clearly  did 
something  wrong,  some  with  lasting  results 
(wrong  intervertebral  disc  removed,  but  symp- 
toms relieved)  and  others  not  (suture  through  a 
ureter,  later  removed). 

The  point  of  all  this  is  that  in  more  than  a 
third  of  cases  — maybe  half  — there  was  a 
miscarriage  of  justice,  whether  by  the  court 
system  or  the  insurance  industry.  Is  it  any 
wonder  that  doctors  practice  defensively,  and 
costs  go  up  exponentially?  If  we  had  a criminal 
court  system  in  which  10  of  every  28  people  sent 
to  prison  were  clearly  innocent,  there  would  be 
rioting  in  the  streets. 

E.  Wayne  Martz,  M.D. 

Editor 


You  ’ll  love  working  with  our 
locum  tenens  physicians  and 
i allied  health  care  professionals. 

.WE  GUARANTEE  IT 

CompHealth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  from  more  than  40  fields  of 
specialization  available  to  provide  locum 
tenens,  or  temporary,  staffing  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  of  our 
medical  staff  in  your  practice  or  facility. 

It  s the  closest  thing  you 'll  find  to  a risk- 
free  way  to  cover  for  absent  staff 
members,  "try  out  ” a potential  new 
recruit,  or  take  care  of  your  patients  while 
you  search  for  a new  full-time  associate. 

Call  us  today  to  arrange  for  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealth 

Comprehensive  Health  Care  Staffing 

1-800-463-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1 .5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRL 


Diagnostic  Imaging  Associates,  P.A. 

Omega  Magnetic  Resonance  Imaging  Center,  l.p. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 

Ka-Khy  Tze,  M.D.,  Co-Director  Joseph  R.  Peacock,  M.D.,  Co-Director 
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ENDORSED  BY 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

*V.E.B.A.  PLAN 

FEATURES 

TAX 

DEDUCTIBLE 
CONTRIBUTIONS 
TO  AN 

I.R.S.  APPROVED 
TRUST 

EVEN  IF . . . 

• YOUR  PENSION  PLAN  IS  MAXIMUM  FUNDED 

• YOUR  PENSION  PLAN  IS  OVER  FUNDED 

• YOU  HAVE  NO  PENSION  PLAN 


PLEASE  SEND  ME  A copy  of  your  informational  pamphlet  on  the  *V.E.B.A. 

program.  I understand  there  is  no  obligation. 

NAME 

ADDRESS 

DATE  OF  BIRTH TELEPHONE  # ( ) 

Mail  to;  THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA.  19047 

(800)  283-7666 (215)  750-7616 FAX  (215)  750-7791 

•VOLUNTARY  EMPLOYEE  BENEFICIARIES  ASSOCIATION 


LETTER  TO  THE  EDITOR 


Update  of  School  Health  Talks  Program,  1993 


This  program  has  now  ended  its  fourth  school 
year.  Since  September  1991,  it  has  been  an 
official  project  of  the  Medical  Society  of  Dela- 
ware, under  the  name  ofPhysicians  and  Educa- 
tors for  Improved  Student  Health.  Laurel  A. 
Haring,  director  of  Professional  Education  and 
Community  Affairs  of  the  Medical  Society  of 
Delaware,  has  been  serving  as  administrative 
coordinator.  She  has  been  doing  a superb  job  of 
marketing  to  the  schools  and  of  arranging  dates 
between  classrooms  and  physicians.  She  has 
been  helped  in  this  project  by  volunteers  from 
the  Auxiliary  of  the  Medical  Society  of  Dela- 
ware. Dr.  David  Platt  has  been  serving  as 
medical  coordinator,  responsible  for  writing  up 
new  talks,  securing  appropriate  videotapes, 
and  fielding  problems. 

Originally,  nine  subjects  were  suggested  to 
be  presented  to  classroom-size  groups  in  the 
New  Castle  County  schools.  The  teachers  were 
invited  to  request  any  other  topic  they  thought 
were  needed.  To  date,  there  are  24  topics,  and 
the  list  will  continue  to  grow.  The  current  list 
follows,  in  order  of  the  frequency  with  which 
the  subjects  were  requested  this  past  school 
year; 

1.  Date  rape 

2.  Teenage  Pregnancy 

3.  Eating  Disorders:  Anorexia  Nervosa, 
Bulimia,  Obesity 

4.  AIDS 

5.  Drug  Abuse 

6.  Self  Esteem  and  Self  Assertiveness 

7.  Teenage  Suicide 

8.  Alcoholism 

9.  Steroids 

10.  Puberty 
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11.  Smoking 

12.  Nutrition 

13.  Stress 

14.  Testicular  Cancer 

15.  Sexual  Problems 

16.  Cholesterol  and  Diet 

17.  Fetal  Alcohol  Syndrome 

18.  Sexually  Transmitted  Diseases 

19.  Breast  Self-examination 

20.  Sexual  Abuse 

21.  Prevention  of  Teenage  Violence 

22.  Hearing  Damage  or  Loss  from  Loud 
Music 

23.  Health  Problems  of  Minorities 

24.  The  Aging  Process 

Interestingly,  the  order  of  frequency  with 

which  teachers  request  the  different  subjects 
varies  markedly  from  one  semester  to  the  next. 

Talks  were  originally  scheduled  for  ninth 
through  12th  grades.  At  the  request  of  the 
teachers,  they  were  gradually  extended  down 
to  first  grade.  From  the  questions  asked  us  by 
the  younger  students,  we  are  convinced  that 
the  teachers  are  judging  the  need  correctly. 

The  classroom  presentation  consists  of  a 10- 
or  15-minute  segment  of  a videotape  on  the 
subject,  followed  by  an  informal  talk  of  the 
same  length,  and  ending  with  a question/an- 
swer period.  We  invite  any  student  who  has  a 
personal  problem  not  appropriate  for  class  dis- 
cussion to  phone  directly  to  the  participating 
physician,  with  the  physician’s  home  phone 
number  written  on  the  classroom  blackboard. 
We  also  provide  the  phone  number  of  Tel-Med, 
and  encourage  students  to  use  that  resource  for 
more  information  on  the  topic  being  discussed. 
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Letter  to  the  Editor 


Response  has  been  gratifying,  with  excel- 
lent response  from  the  students.  In  the  1992- 
1993  school  year,  there  were  198  talks.  They 
have  been  given  by  the  following  physicians: 

I.  Lewis  Chipman,  M.D. 

V.  Terrell  Davis,  M.D. 

Joseph  DeLaurentis,  M.D. 

John  J.  Egan,  M.D. 

George  N.  Ericksen,  M.D. 

Dennis  L.  Farr,  M.D. 

Maribel  Garcia,  M.D. 

Calvin  B.  Hearne,  M.D. 

William  J.  Holloway,  M.D. 

Evelyn  P.  Ivey-Davis,  M.D. 

Joseph  A.  Lieberman  III,  M.D. 

Louisa  C.  Mankin,  M.D. 

Allston  J.  Morris,  M.D. 

Patt  Ellen  Panzer,  M.D. 

David  Platt,  M.D. 

Gerald  Savage,  M.D. 

William  D.  Shellenberger,  M.D. 

Dene  T.  Walters,  M.D. 

Beginning  September  1991,  the  program 
was  extended  to  Kent  and  Sussex  Counties  and, 
by  word  of  mouth,  to  the  parochial  and  private 
schools  of  Delaware.  At  the  beginning  of  the 
1992-1993  school  year,  we  officially  invited  the 
parochial  and  private  schools  to  participate, 
which  they  did  enthusiastically. 


Because  the  program  has  proved  successful 
and  the  requests  from  schools  for  talks  keep  || 
increasing,  we  need  more  physicians  to  partici- 
pate, both  in  New  Castle  County  and  down-  < 
state.  The  need  for  more  physicians  is  acute  in 
Kent  and  Sussex  Counties.  We  know  that  your 
participation  will  be  personally  rewarding;  the 
interchange  with  the  students  is  very  satisfy- 
ing. The  question-and-answer  segment  is  the 
best  part  of  the  program.  We  are  constantly 
impressed  with  how  much  the  students  know, 
mixed  with  a good  amount  of  misinformation, 
and  often  with  a distorted  sense  of  values. 

Participation  will  not  be  difficult.  Talks  will 
be  scheduled  for  you  only  when  and  at  what 
frequency  and  on  what  subjects  you  decide.  A j 
videotape  and  an  outline  of  a suggested  talk,  to  j 
be  modified  as  you  see  fit,  will  be  supplied  to  you  ' 
for  each  topic.  If  you  do  not  want  students  to  | 
phone  you  at  your  home  for  personal  problems, 
you  will  be  given,  to  write  on  the  blackboard, 
the  name  and  phone  number  of  another  physi-  j 
dan  who  has  volunteered  for  that.  I 

If  you  wish  to  participate,  or  if  you  want 
more  information  about  the  program,  please 
contact  Laurel  A.  Haring  in  the  Medical  Society 
of  Delaware  office.  Please  volunteer;  the  stu- 
dents need  you. 

David  Platt,  M.D. 


WHEN  YOU  CANT  BREATHE, 
NOTHING  ELSE  MAHERS® 

For  information  about  lung  disease  such  as  asthma,  tuberculosis, 
and  emphysema,  contact  your  local  Lung  Association 

^ AMERICAN  LUNG  ASSOCIATION^ 
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OFFICE  SPACE 
TO  SHARE 

LIMESTONE 

MEDICAL 

CENTER 

Lab,  X>ray, 
Surgicenter  and 
Urgent  Care  on  Site 

Available  M,W,F 

Call  994-9441 


finding  a reliable  medical  equipment 


company.  But  CONFIDENCE  and  TRUST  are 
the  'magic  ’ unyrds  of  MASTER  CARES  service. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark,  DE 
Call  the  CARELINE  (302)  368*5300 
NJ  (609)  299*3224 


I 


VASCULAR  LABORATORIES  OF  DELAWARE 

NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  213 

Newark  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  112 

4745  Stanton-Ogletown  Road 
Newark  DE  19713 

(302)  368-1  130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D 
Director 


Billie  Gray,  R.N.,  R.V.T. 
Doreen  Mahoney,  L.P.N. 
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Attention:  Medical  Doctors 
Is  your  financial  strategy 
as  healthy  as  your  patients? 


If  you  feel  that  your  current  financial  plan  is  in  an 
unstable  condition,  you  need  to  consult  an  experienced 
financial  advisor  who  can  give  you  sound  advice. 

Barry  W.  Yerger,  Jr.  handles  profit-sharing,  corporate, 
and  personal  accounts  for  a number  of  medical 
professionals  in  the  Wilmington  area. 

Call  today  for  a professional  referral  or  to  arrange  a 
personal  meeting. 

Barry  W.  Yerger,  Jr. 

Associate  Vice  President-Investments 
1220  N.  Market  St. 
Wilmington,  DE 
302-594-3207  or  800-328-2768 


Member  SIPC 


Prudential  Securities 


ARE  YOU  MOVING? 

If  you  are  a member  of  the 
Medical  Society  of  Delaware  and  have: 

✓ Moved  to  a new  office  location 

✓ Changed  office  phone  or  fax  numbers 

✓ Moved  to  a new  private  address 

✓ Changed  private  phone  numbers 

✓ Achieved  Board  Certification 


Please  notify  us  at  the  Society 

1925  Lovering  Avenue 
Wilmington,  DE  19806 
302/658-7596 

800/348-6800  (Kent  and  Sussex  Counties) 


There  are  still  1992-1993  pictorial  rosters  available  for 
purchase  by  MSD  nnembers  and  nonmembers. 

The  Roster  Includes: 

> physicians'  addresses,  phone  numbers  and  fax  numbers 
^ photographs  of  physicians 
4 specialties 
4 medical  school 
4 6-month  update 

To  purchase  a roster,  please  call  the  Society  at  658-7596  or  (800)  348-6800 
(Kent  & Sussex  Counties).  Staff  members  will  forward  an  order  form  to  you. 


526 


Del  Med  Jrl,  August  1993,  Vol  65,  No  8 


Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


Hiunuliri  ® 

human  Insulin 
[recombinant  DNA  origin ] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 
tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-7918-B-349310  © 1993,  eli  lilly  and  company 


From  health  care 
to  day  care  . . . 


United  Way 

of  Delaware 


PHYSICIANS 


The  Air  Force  Reserve 
has  a position  for  you! 


With  only  one  day  a month,  plus  a 
twelve  day  annual  tour  of  active 
(g)  duty  participation,  the  Air  Force 
Reserve  can  offer  you  the  bene- 
./iiiffts  fits  that  count!  And,  there’s 
no  relocation  or  interrup- 
tion  of  your  present  prac- 
'/jlljlffi  / tice  with  your  Air  Force 
7/  Reserve  association.  Fora 
change  of  pace,  call  or  write 
/ / the  location  listed  below, 

I / providing  your  name,  specialty, 
phone  number,  and  address. 

Call:  (301)961-9629 
Or  Write 

To:  MSGT  Johnson  or  MSGT  Farr 
2400  RRMS/RSH-1 
STP3.  Bldg  3720.  RM  16 
Andrews  AFB.  DC  20331-5757 


AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


Rehabilitation  Consultants,  Inc. 


SERVICES 

• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

HTNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 


TWO  LOCATIONS 
CONCORD  PLAZA  OFHCE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFHCE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

AH  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 


• HYDROTHERAPY 


Owner:  Robert  Catalano,  M.A.,  P.T. 


P 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  eleven  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

Hi^h-field  MRI 

— “ MR  Angiography  (Superior  1.5  Tesla  image  quality) 

— * — Nuclear  diagnostic  studies  and  SPECT  imaging 
- — - — CT  Scan 

Low-dose  mammography 
OB  and  general  ultrasound 

— Fluoroscopy 

General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  eleven  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting 
via  fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  i-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Lindell  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 
Lindell  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 992-0108 
Brandywine  Imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Sports  Medicine  Center  3105  Limestone  Road  • Wilmington  • 633-4400 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 


INDEX  TO  ADVERTISERS 


Air  Force  Reserve 510,528 

American  Lung  Association 524 

Arbors  at  New  Castle 489 

Blue  Cross  Blue  Shield  of  Delaware 531 

Brandywine  Imaging  Center,  L.P 516 

Cardiac  Diagnostic  Center 478 

Central  Delaware  MRI 479 

Christiana  Imaging  Center 490 

CME  Program 485 

CompHealth  Comprehensive  Health 

Care  Staffing 521 

DBA  Collection  and  Administrative 

Services  Inc 517 
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P.A 513,  521,529 

Happy  Harry's  Health  Care,  Inc 516 

Kentmere 486 

The  Kirwan  Companies 522 

Eli  Lilly  and  Company  (Humulin) 527 

MasterCare 525 

MBNA 500 

Medical  Society  of  Delaware  Insurance 

Services,  Inc 481 

Medlab 482,514 

Office  for  Rent 486 

Office  Space  for  Rent 488 

Office  Space  to  Share 525 

Papastavros'  Associates  Medical 

Imaging 486 

Performance  Physicial  Therapy 484 

PHICO  Insurance  Company 496 

Physical  Therapy  Associates 488 

Pictorial  Rosters 526 

Princeton  Insurance  Company 532 

Prudential  Securities 526 

Pulmonary  Associates,  P.A 488 

Rehabilitation  Consultants,  Inc 528 

Stellimann  Kaissey  Limited 492 

United  Way  of  Delaware 528 

Vascular  Laboratories  of  Delaware 525 

Visiting  Nurse  Association 518 

Wilmington  Orthopaedic 

Consultants  P.A 499 

Women’s  Imaging  Center 

of  Delaware 487 


INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is  a 
monthly  publication  of  the  Medical 
Society  of  Delaware.  The  Journal 
reaches  approximately  80  percent  of 
the  state's  physicians,  as  well  as 
medical  libraries,  and  hospitals;  its 
circulation  is  1,600. 

Full-,  half-  and  quarter-page  adver- 
tisements are  accepted.  Half-  and 
quarter-page  ads  maybe  either  ver- 
tical or  horizontal.  The  Journal  can 
provide  such  services  as  four-color 
or  matched  or  individual  color  ads; 
camera  work  (halftones,  line  shots); 
and  t}q)esettmg. 

Closing  for  space  reservations  is  the 
first  of  the  month,  two  months  prior 
to  publication.  Closing  for  materials 
is  the  first  of  the  month,  one  month 
prior  to  publication. 

All  advertisements  are  subject  to 
approval  by  the  Publications  Com- 
mittee of the  Medical  Society  ofDela- 
ware. 

For  a media  kit  or  for  more  informa- 
tion, call  the  managing  editor  at 302/ 
658-3957  or  800/348-6800  (Kent  or 
Sussex  Counties). 
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If  CO  sty  practice  size  or  the 
decision  to  retire  are 
prohibiting  your  computer 
decisions,.. 


...then  it’s  time  to  look  at  POCLite,  the  completely  integrated  practice 
management  system  you  can  afford. 

POCLite  is  developed  by  the  same  people  that  brought  you  POC; 
iStellimann  Kaissey  Limited.  We  maintain  close  proximity  to  the  pulse 
jof  the  medical  Industry  and  realize  physicians  are  plagued  with  many 
^-concerns: 

\ Government  Healthcare  Reform 

1 Loss  of  Revenue 

j Medicare  Cuts 

J Mandatory  Electronic  Billing 

4 

|That  is  why  we  developed  POCIite,  a simple,  cost  effective  software 
"package  that  will  handle  your  practice  needs  today  and  tomorrow! 


POCLite  keeps  complete  patient  records 

Patient  ledger  activity 

Electronic  Claims  Submission 

Insurance  and  Patient  billing 

Special  reports  that  track  office  productivity 

Flexible  upgrade  & conversion  path  to  POC 

Software  pricing  from  $995  for  Medical  Society  Members 


1 Limited  Offer 

Extended  free  training  and  support  for  the 
first  50  offices  who  select  POCLite.  Soft- 
ware or  turn-key  packages  are  available 
at  special  introductory  rates  for  members  only. 


For  more  information  or  a demonstration 
call  302-888-3200  now! 


Endorsed  by  the  Medical  Society 
of  Delaware 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


For  Your  Benefit 


Clinton  accepts  AMA  invitation  to  study  Hawaiian  health  system  i 


Hillary  Rodham  Clinton  saw  many  key 
AMA  system  reform  elements  in 
action  during  her  trip  to  Hawaii. 

The  first  lady,  accepting  an  AMA 
invitation,  participated  in  a July  13 
round  table  discussion  on  Hawaii’s 
health  care  system,  which  is  considered 
the  “best  working  example”  of  system 
reform. 

The  AMA,  Hawaiian  Dept,  of  Health 
and  Hawaii  Medical  Assn,  coordinated 
the  meeting  with  Hillary  Clinton. 

She  took  the  opportunity  to  speak  to 
about  30  Hawaiian  physicians.  Mrs. 
Clinton  learned  firsthand  how  state 
industry  and  government  are  working 
together  in  the  free  market  to  provide 
quality  care  to  all  its  citizens,  while 
keeping  costs  down. 

During  a June  30  speech  in  San 
Francisco,  AMA  Executive  Vice 
President  James  S.  Todd,  MD, 
encouraged  the  Clintons  to  take  a look 
at  Hawaii’s  health  care  system  — a 
working  example  of  the  AMA’s  reform 
blueprint.  Health  Access  America. 


elements  of  the  AMA’s  proposal  havei 
been  at  work  for  several  years  "with 
great  deal  of  success,”  Dr.  Todd  said. 
“The  Hawaii  plan  is  real,  it’s  working' 
and  it’s  doing  what  the  AMA  and 
everyone  on  the  mainland  wants  to  dc- 
help  our  patients.” 

After  attending  the  economic  summit 
in  Tokyo,  the  president  and  first  lad 
vacationed  in  Hawaii  before  returni,[ 
to  the  White  House. 

Responding  to  Dr.  Todd’s  speech. 
White  House  officials  contacted  the  = 
AMA  to  accept  its  invitation  for  the  fir 
lady  to  study  the  Hawaiian  health 
system  during  her  visit. 

Hillary  Clinton  planned  to  stay  in 
Hawaii  for  the  remainder  of  the  weelj 
to  get  an  even  more  in-depth  look  at  e, 
state’s  health  care  system. 

The  AMA,  which  has  been  promoting^ 
its  reform  plan  since  1990,  calls  for 
insurance  reform,  Medicaid  and 
Medicare  reforms,  cost  containment, 
professional  liability  reforms  and 
mandated  employer  health  coverage. 


“To  see  our  proposal  at  work,  all  one 
has  to  do  is  look  at  Hawaii,  where  key 


ft 


Prepared  by  the  Department  of  Communications  Services.  For  information,  call  800  AMA-3211,  ext.  4416. 


MEDICAL  OFFICES 

GILPIN  MEDICAL  CENTER 

1400  SF/Nice  Finishes 
Excellent  Built-Ins 
Phone/Security  System 
OWN  OR  LEASE 

1700  WAWASET  AT  AUGUSTINE 

Up  to  3200  SF  on  First  Floor 
Ready  for  Custom  Improvements 
LEASE  ONLY 

METROFORM  MEDICAL  COMPLEX 

1200  SF  & 2500  SF  Remaining 
Customized  Space  Plan 
Save  10-15%!  0%  Common  Area  Factor 
LEASE  ONLY 

SUSAN  DUNCAN 
P.  GERALD  WHITE,  INC. 

COMMERCIAL  REAL  ESTATE 
(302)  655-9621 


SiQJ^ 

A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 


A DIVISION  OF 

^ PULMONARY  ASSOCIATES,  PjV. 

Medical  Specialists  in  Lung  Health 

(Siifn  (Oh 

(SuniUitui 

Physician  Directed 
,0  Multi-Interventional 

Emphasis  on  Relapse 
Prevention 

•0-  Nicotine  Patch  Therapy 

Albert  A.  Rizzo,  M.D.,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 


Group  and  Employer-Sponsored  Program 
Discounts  Available 


Practice 
Management 

DECREASE  YOUR  COST  --  INCREASE  YOUR  CONTROL 

HEALTH  CARE  PRACTICE  MANAGEMENT 

We  ll  Computerize  Your  Practice  at  a Fraction  of  the  Cost 

Maintain  FULL  CONTROL  of  your  practice 

★ Electronically  increase  payments  to  14  days 

★ Reduce  your  staff  overhead 

★ Billing/ Reporting  that  improves  your  financial  health 

★ CPT  and  Diagnostic  Coding  reimbursement  evaluation 
^ Computerized  RECALL  system 

2126  W.  Newport  Pike,  Suite  201 
Wilmington.  DE  19804 
(302)  633-5840 

Caix  For  Your  Free  Consultation  And  Improve  Your  Profitability  Today 


Time 

Share 

Capabilities 


Electronic 

Claims 

Submission 
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MAMMOGRAPHY 


High  -Tech 


Care 


Delivered 


With  A 


Soft 


Cliristiana  Imaging  Center  offers 
state-of-the-ait  mammography 
sei*vices  in  a pleasant,  comfoitable 
atmosphere. 


Touch 


Cliristiana  Imaging  Center  m 
a full  range  of  mammograp^ 


services. 


Our  mammography  program  is 
accredited  by  the  American  College 
of  Radiology.  Needle  localization 
prior  to  biopsy  is  done  in  coopera- 
tion with  the  Medical  Center  of 
Delaware’s  new  Clnistiana 
Surgicenter.  All  radiographs  are 
interpreted  by  experienced  radiolo- 
gists affiliated  with  the  Medical 
Center  of  Delaware. 

Accuracy  and  timeliness  of  readings 
are  the  hallmarks  of  our  mammo- 
graphy sewice. 


Our  patients  think  we’re  pretty 
good,  too.  Our  mammography 
facility  consistently  receives 
excellent  ratings  from  the  women 
we  sewe.  Their  comfort  and 
privacy  is  a top  priority. 


Patient  education  prograiii 
Evening  hours  by  appofi 
Private  office  environme 
Ample  free  parking 


Christiana  Imaging  Center 

A Division  of  MCD  Holding  Company 


Excellence  in  Imaging 


To  schedule  a mammcl 
catt  731-9558. 


Christiana  Imaging  Center  is  con 
located  adjacent  to  Christiana  Hoiid  S 


4751  Ogletown-Stanton  Rd.,  Newdi 


Medical  Directors: 

Zelimir  Kozic,  M.D. 
Leonard  Rosenbaum,  M.D\ 
John  Wills,  M.D. 


PRESroENT’S  PAGE 


More  Good  News 


After  a considerable  period  of  planning  and 
research,  the  Medical  Society  has  started  a 
physician  advocate  program  under  the  direc- 
tion of  Jana  Siwek.  The  program  has  been  well 
received  based  on  an  questionnaire  in  the  June 
MSDNews.  The  questionnaire  generated  state- 
wide responses  from  physicians  in  primary  care, 
as  well  as  those  in  various  specialties  and 
subspecialties  of  medicine  and  surgery. 

Our  physician  advocate  has  been  confronted 
with  a wide  variety  of  questions  concerning 
practice  management  and  billing,  with  more 
calls  and  letters  coming  each  day.  The  physi- 
cian advocate  has  already  been  able  to  obtain 
prompt  responses  from  third-party  payers  re- 
garding difficult  reimbursement  questions. 

Interestingly,  a number  of  the  questions  to 
date  have  focused  on  workers  compensation 
benefits.  We  expect  that  as  the  number  of  such 
requests  grows  and  the  number  of  contacts  with 
third-party  payers  increases,  the  program’s  ef- 
ficiency in  this  regard  will  similarly  improve. 

Some  of  the  projects  that  Ms.  Siwek  is 
working  on  are:  the  development  of  a resource 
library  related  to  reimbursement  and  practice 
management  issues;  development  of  a written 
procedure  manual  for  the  program;  and  devel- 
opment of  a computer  software  program  to 
allow  for  prompt  access  to  practice  manage- 
ment and  reimbursement  information.  Our 
physician  advocate  is  similarly  exploring  the 
possibility  of  computerizing  the  myriad  of  HMOs 
and  other  managed-care  organizations’  policies 
and  procedures. 

Furthermore,  plans  are  under  way  for  work- 
shops in  September  and  December  of  1993  and 
March  and  June  of  1994.  The  September  work- 


shop will  introduce  the  program,  as  well  as 
offering  a short  workshop  covering  billing  and 
collection  issues.  In  December,  the  workshop 
will  include  the  method  and  development  of 
policy  procedure  manuals  for  physician  offices. 
In  March  1994,  the  topic  will  be  how  to  deal 
effectively  with  third-party  payers.  In  June 
1994,  the  topic  will  be  using  your  computer 
system  to  its  maximum  potential,  including 
information  on  electronic  billing,  reports  analy- 
sis, etc. 

The  physician  advocate  program  continues 
to  welcome  all  physician  requests  for  assis- 
tance, and  we  hope  that  over  time  this  program 
will  continue  to  grow  and  continue  to  represent 
added  benefit  the  Medical  Society  members. 
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Internal  Medicine 


A primary  care  practice  in  Delaware  is 
seeking  a staff  physician  Board  certi- 
fied/Board  eligible  in  general  Inter- 
nal Medicine. 

Environment  of  managed  care  programs 
and  serving  patients  enrolled  in  POS, 
IPA  and  PPO. 

Competitive  salary  and  benefits  to  in- 
clude malparctice  insurance,  CME  allow- 
ance and  a relocation  package. 

■f  Facility  is  located  in  a suburban  setting 
next  to  a tertiary  care  medical  center  with 
comprehensive  ancillary  support,  conve- 
nient to  Philadelphia,  New  York  and 
Washington,  D.C. 

For  confidental  inquiry,  call  Patricia  Matarese 
at  (302)  421-2513  or  send  C.V.  to  The  Health 
Care  Center  at  Christiana,  P.O.  Box  6008, 
Newark,  DE  19714.  EOE/M/F 


Attention:  Medical  Doctors 
Is  your  financial  strategy 
as  healthy  as  your  patients? 


If  you  feel  that  your  current  financial  plan  is  in  an 
unstable  condition,  you  need  to  consult  an  experienced 
financial  advisor  who  can  give  you  sound  advice. 

Barry  W.  Yerger,  Jr.  handles  profit-sharing,  corporate, 
and  personal  accounts  for  a number  of  medical 
professionals  in  the  Wilmington  area. 

Call  today  for  a professional  referral  or  to  arrange  a 
personal  meeting. 

Barry  W.  Yerger,  Jr. 

Associate  Vice  President-Investments 
1220  N.  Market  St. 
Wilmington,  DE 
302-594-3207  or  800-328-2768 

Prudential  Securities 

Member  SI  PC 


Rehabilitation  Consultants,  Inc. 


SERVICES 

• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

HTNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 


TWO  LOCATIONS 

CONCORD  PLAZA  OFHCE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFTIGE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

All  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 

Owner:  Robert  Catalano,  M.A.,  P.T. 


t 


REHABILITATION  CONSULTANTS,  INC.  SINCE  1970  ■ ■ ■ 


5 


550 


Del  Med  Jrl,  September  1993,  Vol  65,  No  9 j 


i 


Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  perfomance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  pahents  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 
When  premancy  is  detected,  Vaseretic® 
(Enalapril  Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Felal/Nconnlnl  Morhidih/ 
niid  Mortality. 


TABLETS 

VASERETIC 

(ENALAPRIL  MALEATE-HYDROCHLOROTHIAZIDE) 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIO 
(Enalapril  MaleateHydrochlorotniazicfe)  should  be  discontinued  as  soon 
as  possible,  ^e  WAI^NINGS,  Felnl/Neoiiatal  Morbidihj  mid  Morlalih/. 


10 

mg 


25 

mg 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  related  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor.  Because  of  the  hydrochlorothiazide  compo- 
nent, this  product  is  contraindicated  in  patients  with  anuria  or  hypersensitiv- 
iW  to  other  sulfonamidederived  drugs. 

WARNINGS:  General;  Enalapril  Maleafe;  Hypotaism:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a p<^ible  con- 
sequence of  enalapril  use  in  severely  salt/volume  depleted  persons  such  as 
those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC-  In  patients  receiving  enalapnl  alone,  the  incidence  of  syncope 
is  0.5  percent.  The  overall  incidence  of  syncope  may  be  reduced  by  proper 
titration  of  the  individual  components.  (See  PRECAUTION'S,  Drug 
Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessive  hypotension  has  been  observed  and  may  be 
associate  with  oliguria  and/or’progressive  azotemia,  and  rarely  with  acute 
renal  failure  and/or  death.  Because  of  the  potential  fall  in  bloocf  pressure  in 
these  patients,  therapy  should  be  started  under  very  close  medical  superv'i- 
sion.  Such  patients  snould  be  followed  closely  for  the  first  two  weeks  of  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased. 
Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 
in  a myocardial  infarction  or  cerebrovascular  accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  ir  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficulty  once  the  blood  pressure  has  increased 
after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremiHes,  lips,  tongue,  glottis 
and/or  iar\'nx  has  been  reported  in  patients  treated  with  angiotensin  conx'ert- 
ing  enzyme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropriate  therapy  and  monitoring  should  be 
pro\’idea  until  complete  and  sustained  resolution  of  si^  and  smptoms  has 
occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  use^l  in  relieving  symptoms.  Angioedema  associated  with  laryn- 
geal edema  may  be  fatal.  Where  there  is  involvement  of  the  tongue,  glottis  or 
larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcuta- 
neous epinephrine  solution  1:1000  (0.3  mL  to  0.5  ml)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REAaiONS.) 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
may  be  at  increased  risic  of  angioedema  while  receiving  an  ACE  inhibitor 
(see  also  CONTRAINDICATIONS). 

Neiitropenia/Agranulocijtosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopnl,  has  been  shown  to  cause  agranulocytosis  and  cone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
■ '■  nent  especially  if  they  also  have  a collagen  vascu- 
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far  disease.  Available  data  from  clinical  trials  o'f  enalapril  are  insufficient  to 
show  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates. 
Marketing  experience  has  revealed  several  cases  of  neutropenia  or  agranulo- 
^tosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded. 
Periodic  monitoring  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
funcbon. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolvte  balance  may  precipitate  hepatic  coma. 

^nsitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  b^n  reported. 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapril  Maleate  and  Hydrochlorothiazide). 

Pregnancy;  tnalapril-Hydrochlorothiazide:  There  was  no  teratogenicity  in  rats 
given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum  human 
dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide  (2  V2  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/day  of 
enalapril  (50  times  the  maximum  human  dose)  in  combinaHon  with  10 
mg/kg/day  of  hydrochlorotfiiazide  (2  V2  times  the  maximum  human  dose). 
At  these  doses,  fetotoxicity  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species.  No  fetotoxicity  occuned  at  lower  doses;  30/10 
mg/kg/day  of  enalapril-hydrochlorothiazide  in  rats  and  10/10  mg/kg/day 
of  enalapril-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnaniy  is  detected,  VASERETIC  should  be  discontinued  as  soon  as  possi- 
ble. (See  tnalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality,  below.) 
Enalapril  Maleate:  Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and  death  when  administered  to  preg- 
nant women.  Several  dozen  cases  have  been  reported  in  the  world  literature. 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible. 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of  preg- 
nancy has  been  associated  with  fetal  and  neonatal  injury,  including  h)moten- 
sion,  neonatal  skull  hypoplasia,  anuria,  reversible  or  irreversible  renal  failure, 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreasecT fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development.  Prematurity,  intrauterine  growth  retardation, 
and  patent  ductus  arteriosus  have  also  been  reported,  although  it  is  not  clear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  e^^osure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester.  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  trimester  should  be  so  informed.  Nonetheless,  when  patients  become 
pregnant^hysicians  should  make  every  effort  to  discontinue  the  use  of 
VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies),  no 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  should  be  performed  to  assess  the  intraamniotic  envi- 
ronment. 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnancy.  Patients  and  physicians 
should  be  aware,  however,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  obserx'ed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hypotension  and/or  substituting  for  disordered  renal  function. 
Enalapril,  which  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  may 
be  removed  by  exchange  transfusion,  although  there  is  no  experience  with 
the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormafities  of  the  fetus  due  to 
hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5. 6 mg/kg/day  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  tertili^  or  produce  birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placental  bamer  and  appear  in  cord  blood. 

Wo/iffTflfogt’m'c  Ejects:  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

PRECAUTIONS:  General;  Enalapril  Maleate;  hnvaircd  Renal  Function:  As  a con- 
sequence of  inhibiting  the  renin-angiotensin-aWosterone  system,  changes  in 
renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with 
angiotensin  converting  enzyme  inhibitors,  including  enalapril,  may  be  associ- 
ated with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal 
artery'  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients.  These  increases  were  almost  always 
reversible  upon  aiscontinuation  of  enalapril  and/or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapril  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  pre-existing  renal  impairment.  Dosage  reduction  of  enalapril 
and/or  discontinuation  or  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor.  In  these  patients  consideration  should  be 
given  to  using  a different  type  of  dialysis  membrane  or  a different  class  of 
antihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als treated  with  enalapril  alone.  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28  percent  of  hyj?ertensive  patients. 
Hyperkalemia  was  less  frequent  (^approximately  0.1  percent)  in  patients  treat- 
ea  with  enalapril  plus  hydrochlorotfiiazide.  Risk  factors  for  the  development 
of  hyperkalemia  mclude  renal  insufficiency',  diabetes  meilitus,  and  the  con- 
comitant use  of  potassium-sparing  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at 
all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differeritial  diagnosis  of  cough. 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 
All  patients  receiving  thiazide  therapy  should  be  observe  for  clinical  signs 
of  fluid  or  electrolyte  imbalance;  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia.  Serum  and  urine  electrolyte  determinations  are  particularly 
important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  efectrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
cu’owsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe 
cirrhosis  is  present,  or  after  prolonged  tfierapy.  Interference  with  adequate 
oral  electrolyte  intake  will  also  contnoute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhythmia  and  mav  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (e.g.,  increased  ventricular  imtabili- 
ty).  Because  enalapril  reduces  the  production  of  aldosterone,  concomitant 
therapy  with  enalapril  attenuates  tne  diuretic-induced  potassium  loss  (see 
Druglnteractions,  Agents  increasing  Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in  the 
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treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather; 
appropriate  therapy  is  water  restriction,  rather  than  administration  of  salt 
except  in  rare  instances  when  the  hyponatremia  is  lifethreatening.  In  actual 
salt  aepletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  aaiustments  of  insulin  or  oral  hypoglycemic 
^ents  may  be  required.  Hyperglycemia  may  occur  with  thiazide  diuretics. 
Thus  latent  diabetes  meilitus  may  become  manifest  during  thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsym- 
pathectomy patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  nave  been  shown  to  inaease  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may  cause 
intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of  known 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evidence  of 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  before  car- 
ry'ing  out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with  thi- 
azide diuretic  therapy.  ’ 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal  edema, 
may  occur  especially  following  the  first  dose  of  enalapril.  Patients  should  be 
so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  consulted 
with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  espe- 
cially during  the  first  few  days  of  therapy.  If  actual  syncope  occurs,  the 
patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted 
with  the  presaibing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydra- 
tion may  lead  to  an  excessive  fall  in  blood  pressure  b^ause  of  reduction  in 
fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea 
may  also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  con- 
sult with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing 
potassium  without  consulting  their  physician. 

Naitropenia:  Patients  should  be  told  to  report  promptly  any  indication  of 
infection  (e.g.,  sore  throat,  fever)  which  may  oe  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about  the 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  and 
they  snould  also  be  told  that  these  consequences  do  not  appear  to  have 
resulted  from  intrauterine  ACE-inhibitor  exposure  that  has  been  limited  to 
the  first  trimester.  These  patients  should  be  asked  to  report  pregnancies  to 
theirphysicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted,  mis  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible 
adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maleate;  Hypotension— Patients  on  Diuretic  Therapy: 
Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted,  may  occasionally  experience  an  excessive  reduction  of 
blood  pressure  after  initiation  of  therapy  with  enalapril.  The  possibility  of 
hypotensive  effects  with  enalapril  can  be' minimized  by  either  discontinuing 
the  diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with 
enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide  medical  supervi- 
sion for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least 
an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g.,  diuret- 
ics). 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly  with 
beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium-blocking 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increashig  Serum  Potassium:  Enalapril  attenuates  diuretic-induced 
potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolactone,  tri- 
amterene, or  amiloride),  potassium  supplements,  or  potassium-containing 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassium. 
Therefore,  if  concomitant  use  of  mese  agents  is  indicated  because  of  demon- 
strated hypokalemia  they  should  be  used  with  caution  and  with  frequent 
monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium 
concomitantly  with  drugs  which  cause  elimination  of  sodium,  including 
ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patients 
receiving  concomitant  enalapnl  and  lithium  and  were  reversible  upon  dis- 
continuation of  both  drugs.  It  is  recommended  that  serum  lithium  levels  be 
monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium. 
Hydrochlorothiazide:  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  »arco//cs— potentiation  of  orthostatic  hypotension 
may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin)— dosage  adjustment  of  the 
antidiabetic  drug  may  be  required. 

Other  antihypertensive  dn/^s— additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resifrs— Cholestyramine  and  colestipol  resins 
bind  the  hydrochlorothiazide  and  reduce  its  absorption  from  the  gastroin- 
testinal tract  by  up  to  85  and  43  percent,  respectively.  Thiazides  may  be 
administered  two  to  four  hours  before  the  resin  when  the  two  drugs  are  used 
concomitantly. 

Corticosteroids,  ACTH— intensified  electrolyte  depletion,  particularly 
hypokalemia. 

Pressor  amines  (e.g.,  norepinephrine h-poss\h\e  deceased  response  to  pres- 
sor amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  muscle  relaxants,  nondepolarizing  (e.g.,  tubocurarine)— possible 
increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics.  Diuretic  agents 
reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  toxidty. 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  such 
preparations  with  VASERETIC. 

Nonsteroidal  Anti-inflammatory  Drugs— In  some  patients,  the  administration 
of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natriuretic, 
and  antihypertensive  effects  of  loop,  potassium-sparing  and  thiazide  diuretics. 
Therefore,  when  VASERETIC  and  non-steroidal  anti-inflammatory  agents  are 
used  concomitantly,  the  patient  should  be  observed  closely  to  determine  if  the 
desired  effect  of  the  diuretic  is  obtained. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Enalapril  in  combination 
with  hydrochlorothiazide  was  not  mutagenic  in  the  Ames  miaobial  muta- 
gen test  with  or  without  metabolic  activation.  Enalapril-hydrochlorothiazide 
did  not  produce  DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo  mouse 


Vaseretic'  is  a registered  trademark  of  Merck  & Co.,  Inc. 


Manufactured  by  Merck  & Co.,  Inc. 


(D 1993  DuPont  Pharma 


Printed  in  USA 


II 


bt)nt*  marrow  assav, 

imthifiril  Miilctilr.  there  was  no  ex  idence  of  a tumorigenic  effect  when  enalapril  was  administered  for 
106  weeks  to  rats  at  doses  UP  to  90  me/kg/dav  (150  times*  the  maximum  daily  human  dose).  Enalapril 
has  also  been  administered  lor  94  weeks  to  male  and  female  mice  at  doses  up  to  90  and  180  mg/kg/day, 
respectively.  (150  and  ."VDO  times*  the  maximum  daily  dose  for  humans)  ana  showed  no  evidence  of  car* 
cinogenicitV 

Neither  enalapril  maleate  nor  the  active  diacid  was  mutagenic  in  the  Ames  microbial  mutagen  test 
with  or  without  metabolic  activation.  Enalapril  was  also  negative  in  the  following  genotoxicity  studies: 
rec-assay,  reverse  mutation  assav  with  E.  con,  sister  chromatid  exchange  with  cultured  mammalian  cells, 
and  the  micronucleus  test  with  mice,  as  well  as  in  an  in  viw  cytogenic  study  using  mouse  bone  marrow. 

There  were  no  adverse  effects  on  repnxJuctive  performance  in  mate  arid  female  rab  treated  with  10 
to  90  mc/kg/day  of  enalapril. 

HyiiriK'filorolliiii:itlr.  Two-year  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
Nfational  Toxicology  Program  (NTP)  uncovered  no  evidence  of  a carcinogenic  potential  of 
hydrochlorothiazide  ih  female  mice  (at  doses  of  up  to  approximately  600  mg/kg/aay)  or  in  male  and 
female  raLs  (at  doses  of  up  to  approximately  100  mg/kg/aay).  The  MTP,  however,  found  equivocal  evi- 


dence for  hepatocarcinogenicit)'  in  male  mice. 
Hydrochlorothiazide  was  nc 


... .._.  ’not  genotoxic  in  vitro  in  the  Ames  mutagenicity  assav  of  Salinonctio 

t^hihnirniin  strains  TA  98,  TA  lOO.TA  1535.  TA  1537,  and  TA  1538  and  in  the  Chinese  Hamster  O aiy 
(CHO)  test  for  chromosomal  aberrations,  or  in  viw  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the  DrosinMa  sex-linked  recessive  lethal  trait  gene. 
Positive  test  results  were  obtained  only  in  the  in  vitro  CHO  Sister  Chromatid  Exchange  (clastogenicity') 
and  in  the  Mouse  Lymphoma  Cel!  (mutagenicity)  assays,  using  concentrations  of  hydrochlorothiazide 
from  43  to  1300  pg/mL,  and  in  the  A^vr^illuf  nldiilan^  hon-dis|unction  assay  at  an  unspecified  concen- 
tration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility'  of  mice  and  rats  of  either  sex  in  studies 
wheiein  these  species  were  exposed,  via  their  diet,  to  doses  o^  up  to  100  and  4 mg/kg,  respectively, 
pnor  to  concephon  and  throughout  gestahon. 

Fri’giwiin/.  Pr(Y«iinri/  Ca/c<jnr/t*s  C (first  trimester)  ivui  D (second  and  third  trimesters).  See  WARNINGS, 
Pre^iuvicy.  EnaiaprirMalciiU’.  FclalM’onnInI  Morhiiiih/  ami  Mortalih/. 

Ni/rsniy  Enalapril  and  enalaprilat  are  detected  in  human  milk  in  trace  amounts.  Thiazides  do 

appear  in  human  milk,  fecause  of  the  potential  for  senous  reactions  In  nursing  infants  from  either  drug, 
a deasion  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking  into 
account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated  for  safety  in  more  than  1500  patients, 
including  over  300  patients  treated  for  one  year  or  more.  In  clinical  trials  with  VASERETIC  no  adverse 
experiences  peculiar  to  this  combination  drug  have  been  obserx'ed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously  reported  w’ith  enalapril  or 
hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  dizziness  (8.6  percent), 
headache  (5.5  percent),  fatigue  p.9  percent)  and  cough  (3.5  percent).  Adverse  experiences  occurring  in 
greater  than  two  percent  of  patients  treated  with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5 percent),  asthenia  (2.4  percent),  orthostatic  effects  (2.3  percent),  impo- 
tence (2.2  percent),  and  diarrhea  (il  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0  percent  of  patients  in  controlled  trials  included:  Bodi/ 
As  A Whole:  Syncope,  chest  pain,  abdominal  pain;  Girdmcwsfi/wr:  Orthostatic  hypotension,  palpitation, 
tachycardia;  Vomiting,  dyspepsia,  constipation,  flatulence,  dr)'  moutn;  Ncams/Psi/chiatric 

Insomnia,  nervousness,  paresthesia,  kimnolence,  vertigo;  Skin:  Pruritus,  rash;  C>vspnea,  gout,  back 
pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus,  urinary  tract  infection. 

An^ioedema:  Angioedema  has  been  reported  in  patients  receiving  VASERETIC  (0.6  percent). 
Angio^ema  associated  with  lary'ngea!  edema  mav  be  fatal.  If  angioedema  of  the  face,  extremities,  lips, 
tongue,  glottis  and/or  larynx  occurs,  treatment  with  VASERETIC  should  be  discontinued  and  appropri- 
ate merapy  Instituted  imrhediately.  (See  WARNINGS.) 

Hyjx)/CMSio».  In  clinical  trials,  adverse  effects  relahng  to  hypotension  occurred  as  follows:  hypotension 
(0.9  percent),  orthostatic  hypotension  (1.5  percent),  other  orthostatic  effects  (2.3  percent).  In  acfaition  syn- 
cope occurred  in  1.3  percent  of  patients.  (^  WAITINGS.) 

CoiiWi.  See  PRECAUTIONS,  Cough. 

Clinical Laborotonj  Te<t  Finding>;  Serum  Electrohjtcs:  See  PRECAUTIONS. 

Crftjfni/Hf,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  ther^',  were  obserx'ed  in  about  0.6  percent  of 
patients  with  essential  hypertension  treated  with  VASEI^TIC.  More  marked  increases  nave  been 
reported  in  other  enal^ril  experience.  Increases  are  more  likely  to  occur  in  patients  with  renal  artery 
stenosis.  (See  precautions!) 

Uric  Acid,  Glucose,  Magnesium,  and  Calcium:  See  PRECAUTIONS. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of 
approximately  0.3  g percent  and  1.0  vol  percent,  respectivel^y)  occur  frequently  in  hypertensive  patients 
treated  with  VASEkETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of^patients  discontinued  therapy  due  to  anemia. 

Lim  Function  Tests:  Rarely,  elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  individual  components  are  listed  below'  and, 
within  each  category,  are  in  order  of  decreasing  severity. 

Enalapril  Mfl/nJlc— Enalapnl  has  been  evaluated  for  safety  in  more  than  10,000  patients.  In  clinical  trials 
adverse  reactions  which  occurred  with  enalapril  were  also  seen  with  VASERETIC.  However,  since 
enalapril  has  been  marketed,  the  following  adverse  reactions  have  been  reported:  Body  A.s  A Whole: 
Anapnylactoid  reactions  (see  PRECAUTIONS,  Hemodiali/sis  Patients);  Cardiovascular:  (.ardiac  arrest; 
myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary'  to  excessive  hypotension  in  high  risk 
patients  (see  WARNINCIS,  Hyfvtcnsion);  pulmonary  embolism  and  infarction;  pulmonary  edema;  rhythm 
disturbances  including  atrial  tachycardia  and  bradycardia;  atnal  fibrillation;  hypotension;  angina  pectoris; 
D/gtsliri’.  Deus,  pancreatitis,  hepatic  failure,  hepatihs  (hepatocellular  [proven  on  rechallenge]  or  cholestatic 

Clice),  melena,  anorexia,  glossitis,  stomatitis,  dry  mouth;  Hematolo^’c:  Rare  cases  of  neutropenia,  throm- 
_ townia  and  bone  marrow  depression,  a few’ cases  of  hemolysis  in  patients  with  Gr6-fo  deficiency 
have  been  reported  in  which  a causal  relationship  to  enalapril  cannot  be  excluded;  Nervous 
Syslem/Psychiatric:  Depression,  confusion,  ataxia,  peripheral  neuropathy  (e  g , paresthesia,  dysesthesia); 
Urogemtal:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS),  flank  pain,  gynecomastia; 
Respirator}/-  Pulmonary  infiltrates,  bronchbspasm,  pneumonia,  bronchitis,  rhinorrnea,  sore  throat  and 
hoarseness,  asthma,  upper  respiratory  infechon;  Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis, 
Stevens-johnson  syndrome,  heipes  zoster,  erythema  multiforme,  urticana,  alopecia,  flushing,  photosensi- 
tivity; Special  Senses:  Blurred  vision,  taste  alteration,  anosmia,  con|unctivitis,  dry  eyes,  tearing. 

M/scc/toieoiis.-  A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia/arthritis,  myalgia,  fever,  serositis,  vasculitis,  leukocytosis, 
eosinophilia,  photosensitivity,  rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality:  See  WARNINGS,  Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal 
Morbidity  and  Mortality. 

Hydrochlorothiazide— Body  as  a Whole:  Weakness;  Digestizv:  Pancreatitis,  jaundice  (intrahepatic  cholestatic 
jaundice),  sialadenitis,  aamping,  gastric  irritation,  anorexia;  Hematologic:  Aplastic  anemia,  agranulocytosis, 
leukopenia,  hemolytic  anemia,  thrombocytopenia;  Hi/pcrscns/tfi'/ty;  Purpura,  photosensitivity,  urticaria, 
necrotizing  angiitis  (vasculitis  and  cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal:  M^le  spasm;  Nmoi/s  System/Psychiatnc: 
Restlessness,  RHial:  Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see  WARNINGS);  Skin:  Erythema 
mulhforme  including  Stevens-johnson  syndrome,  exfoliative  dermatitis  including  toxic  epidermal  heaoly- 
sis,  alopecia;  Special  Seises;  Transient  blurred  vision,  xanthopsia. 

* Based  on  patient  weight  of  50  kg. 

For  more  detailed  information,  consult  your  DuPont  Pharma  Representative  or  see  Prescribing  Infornmtion. 
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MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1 .5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  P.A. 

Omega  Magnetic  Resonance  Imaging  Center,  l.p. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 

Ka-Khy  Tze,  M.D.,  Co-Director  Joseph  R.  Peacock,  M.D.,  Co-Direcfor 
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Peoples  Plaza 


The  1400  Professional  Center. 
It’s  Not  Business  As  Usual. 


S A LEADING  DEVELOPER  IN  THE  DELAWARE  VALLEY,  ROBERT  C.  PEOPLES, 
INC.,  IS  PLEASED  TO  PRESENT  AN  OFFICE  COMPLEX  KNOWN  AS  THE  1400 
PROFESSIONAL  CENTER  IN  PEOPLES  PLAZA.  AS  WITH  ALL  OUR  BUILDING 
ENDEAVORS,  THE  PEOPLES  GROUP  HAS  PAINSTAKINGLY  DESIGNED  THE  1 400 
PROFESSIONAL  CENTER  TO  COMBINE  COLONIAL  ARCHITECTURE  WITH  A MOD- 
ERN, EASY-ACCESS  INTERIOR,  COMPLETE  WITH  THOUGHTFUL  AMENITIES. 


^HE  1 400  PROFESSIONAL  CENTER  HAS  BEEN  CONSTRUCTED  WITH  NUMER- 
OUS CONSIDERATIONS.  EVERY  OFFICE  IS  TASTEFULLY  DESIGNED,  PROVIDING 
COMPLETE  COMFORT  FOR  YOU  AND  YOUR  VISITORS.  THE  FOLLOWING  LIST 
SHOWS  WHAT  THE  1400  PROFESSIONAL  CENTER  HAS  TO  OFFER: 


• CLASS  “A”  BUILDING  • ELEGANT,  UPSCALE  DECOR  • 
COLONIAL  ARCHITECTURE  • REASONABLE  RENTAL  RATES 

• TWO  ELEVATORS  SERVING  THREE  FLOORS  • AVAILABLE 
SUITES  FROM  750  SQ/FT  TO  15,000  SO/FT  • FASTEST- 
GROWING  AREA  IN  NEW  CASTLE  COUNTY  • SUBURBAN  SET- 
TING, NEAR  RETAIL  SHOPS  AND  PROFESSIONAL  OFFICES 

• AMPLE  FREE  PARKING  • PATRON-FRIENDLY  BUILDING 

• EASY  ACCESS  TO  1-95  • 19  MINUTES  TO  WILMINGTON 

• 3 MINUTES  TO  THE  MARYLAND  STATE  LINE  • 15  MINUTES 
TO  CHRISTIANA  HOSPITAL 


The  Advantage  Of  An  Office 
Well  Within  Reach 


SIDE  FROM  THE  INHERENT  BEAUTY  OFTHE  1 400  PROFESSIONAL  CENTER, 
THE  LOCATION  IS  ITS  MOST  OUTSTANDING  ATTRIBUTE.  POSITIONED  AMIDST 
THE  FASTEST-GROWING  AREA  IN  NEW  CASTLE  COUNTY,  THE  1400  PROFES- 
: SIONALCENTER  IN  PEOPLES  PLAZA  DEVELOPED  BY  ROBERTC.  PEOPLES,  INC., 
MAINTAINS  A SUBURBAN  SETTING  AT  GLASGOW,  BUT  IS  SITUATED  CLOSE  TO 
I NEWARK,  BEAR,  AND  WILMINGTON,  DE,  AS  WELL  AS  ELKTON,  MD.  ITS  PRIME 
! LOCATION  PUTS  YOU  IN  CLOSE  PROXIMITY  WITH  YOUR  CLIENTS,  PATIENTS,  OR 
BUSINESS  ASSOCIATES,  WHICH  IS  EXACTLY  WHERE  YOU  WANT  TO  BE. 

YOU  HAVE  CONSIDERED  MOVING  TO  A BETTER  LOCATION  OR  SIMPLY 
I REQUIRE  AN  EXPANDED  OFFICE  SPACE,  THE  1400  PROFESSIONAL  CENTER 
I HAS  EVERYTHING  YOU’RE  LOOKING  FOR  AND  MORE.  FOR  MORE  INFORMATION 
/ABOUT  THE  1400  PROFESSIONAL  CENTER,  AND  FOR  RATES  AND  TERMS, 
I PLEASE  CONTACT  TOM  PEOPLES  AT  (302)  836-1  500. 


The  1400  Professional  Center. 
In  Peoples  Plaza 
Your  Perfect  Place  For  Business. 


Rol)crt  C.  Peoples,  Ine. 
2750  Wrangle  Hill  Road 
Bear,  Delaware  19701 

(802)  880-1500 


The  new 

Kirkwood  MUtown  hna^gj 

i 

Now  offering  superior  image  quality,  fasti 
service  and  more  patient  convenience  | 


Maybe  you’ve  heard,  Kirkwood  Milltown 
Imaging  has  been  making  some  healthy  changes.  Here 
are  just  a few  of  the  things  we’ve  recently  done  to 
assure  that  you  receive  the  very  best  in  MRI  services. 

We’ve  improved  our  image  quality. 

We’ve  introduced  OFENplus  MRI,  a major 
technological  advancement  in  Open  Access  image 
clarity.  This  state-of-the-art  system  upgrade  improves 
signal-to-noise  ratios  for  better  film  contrast  and  res- 
olution. With  OVEN  plus,  you  get  the  sharp  images 
you  need,  yet  your  patients  still  get  all  the  comforts 
of  open-access  MRI. 


Oiir  quiet,  open-access 
system  is  the  MRI 
technology  of  choice  for 
claustrophobic,  large  or 
obese  patients. 

We’ve  added  evening  hours  and 
transportation. 

This  new  flexibility  is  a major  benefit  to 
patients  who  have  difficulty  finding  time  for  daytime 
appointments  and  for  those  without  transportation. 
We  also  offer  prompt  patient  scheduling,  including 
“same-day”  and  emergency  service  when  needed. 

And,  as  always,  Kirkwood  Milltown  Imaging  is  con- 
venient to  Christiana  Hospital... about  five  minutes 
away. 


I 


We  want  your  referral. 


Now,  24-hour  reporting.  Guaranteed. 

With  the  addition  of  the  services  of  the 
following  physicians,  we  can  promise  immediate 
consultations,  with  stat  wet  reports  available. 

Radiology  Consultants 

•Steven  C.Edell,D.O.,F.A.C.R. 

•Michael  White,  M.D. 

•Anthony  Scola,  M.D. 

Diplomats  American  Board  of  Radiology 


We  want  to  show  you  how  hard  we  work  to 
earn  and  keep  your  trust.  You’ll  find  we  treat  your 
patients  with  warm,  personalized  care  and  we  offer 
you  the  very  best  in  MRI  services.  Why  not  call  now  to 
learn  more  about  the  image  improvements  offered  by 
our  new  OVENplus  system  and  also  to  arrange  for 
your  referral  kit.  We’re  anxious  to  serve  you. 

5509  Kirkwood  Highway  00  ^ Q P\0 

Wilmington,  DE 19808  ^ ^ O'UOOU 


s 
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KIRKWOOD  MILLTOWN  IMAGING  i 

Owned  and  managed  by  Imaging  Management  Associates,  Inc. 


GRAND  ROUNDS 


Update  on  Lung  Cancer 


Mary  DeShields  M.D. 


Introduction 

There  are  over  160,000  new  cases  of  lung  cancer 
per  year.  It  is  the  leading  cause  of  cancer  inci- 
dence and  death  in  the  United  States.  The  age 
adjusted  cancer  death  rates  from  lung  cancer 
increased  steadily  in  both  men  and  women  until 
1987,  when  a decline  was  seen  in  white  males; 
however,  the  death  rate  for  women  and  minori- 
ties continues  to  increase  (Figures  la  and  lb). 


Figure  la.  Age-Adjusted  Cancer  Death  Rates  for  Selected 
Sites,  Females,  United  States,  1930-1989.  Boring  CC,  Squires 
TS,  Tong  T.  Cancer  statistics.  CA  43:9,  1993.  Reprinted  with 
permission. 


Lung  cancer  outranks  breast  cancer  in  the  num- 
ber of  deaths  in  women  per  year. 

In  1993  prostate  cancer  is  predicted  to  be  the 
most  frequently  diagnosed  cancer  in  men,  lung 
cancer  the  second  most  frequently  diagnosed 
cancer.  In  women,  breast  cancer  is  estimated  to 
be  first,  with  lung  cancer  second  (Figure  2).  The 
combined  figures  indicate  that  lung  cancer  is 
the  leading  cause  of  cancer  incidence  overall. 
Interestingly,  the  estimated  death  rate  from 
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Figure  lb.  Age-Adjusted  Cancer  Death  Rates  for  Selected 
Sites,  Males,  United  States,  1930-1989.  Boring  CC,  Squires 
TS,  Tong  T.  Cancer  statistics.  CA  43:9, 1993.  Reprinted  with 
permission. 


Dr.  DeShields  is  a member  of  the  Section  of  Oncology,  Department  of  Medicine,  at  the  Mediced  Center  of  Delaware.  Presented 
at  Medical  Grand  Rounds  of  the  Department  of  Medicine  on  April  15,  1993. 
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lung  cancer  for  men  and  women  far  exceeds  any 
other  organ  sites  (Figure  3). 


Figure  2.1993  Estimated  Cancer  Incidence  by  Site  and  Sex. 
Boring  CC,  Squires  TS,  Tong  T:  Cancer  statistics.  CA  43:9, 
1993.  Reprinted  with  permission. 


Figure  3.  1993  Estimated  Cancer  Death  by  Site  and  Sex. 
Boring  CC,  Squires  TS,  Tong  T;  Cancer  statistics.  CA  43:9, 
1993.  Reprinted  with  permission. 


Natural  History 

Most  lung  cancer  patients  present  with  ad- 
vanced disease;  a seemingly  early  lesion,  such 
as  a one  centimeter  coin  lesion  on  chest  x-ray, 
represents  approximately  two-thirds  of  the  life 
history  of  the  malignancy.  Historically,  death 
from  small  cell  lung  cancer  (SCLC)  occurs  within 
six  weeks  of  diagnosis;  median  survival  of  non- 
small cell  lung  cancer  (NSCLC ) is  three  months 
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without  treatment.  Because  of  the  advanced 
stage  at  presentation  and  the  high  mortality 
rates  associated  with  lung  cancer,  there  have 
been  several  studies  aimed  at  identifying  high-  ‘ 
risk  groups  to  study  whether  screening  will 
benefit  a particular  subset  of  the  population. 
One  of  the  largest  studies  came  from  the  Na- 
tional Cancer  Institute  (NCI)  in  197 1,  when  the 
Mayo  Clinic,  Memorial  Sloan  Kettering,  and  , 
Johns  Hopkins  screened  30,000  men  aged  45 
years  or  older  who  smoked  more  than  one  pack  | 
per  day  with  yearly  chest  x-rays  and  sputum  i 
cytologies.  Although  the  intensive  screening 
resulted  in  the  detection  of  what  were  thought 
to  be  early  lung  cancers,  there  was  no  signifi- 
cant decrease  in  mortality  when  compared  to  ! 
controls  who  were  not  screened.  Nevertheless,  j 
screening  high-risk  patients  (smokers,  particu- 
larly with  a family  history  of  lung  cancer  or  any  i 
other  solid  tumors)  should  be  considered.  Re- 
cent studies  suggest  that  earlier  detection  may 
be  possible  through  the  use  of  monoclonal  anti-  j 
bodies.  When  such  antibodies  are  used  to  i 
immunostain  sputum  with  atypical  cytology,  it  j 
may  be  possible  to  detect  some  cases  of  lung  ; 
cancer  up  to  four  years  prior  to  the  appearance  \ 
of  an  abnormality  on  chest  x-ray.  i 

Biology/Pathology 

Lung  cancer  arises  from  pleuripotent  epithelial 
cells  which  are  capable  of  expressing  a variety 
of  phenotypes.  Only  cells  capable  of  dividing  , 
become  neoplastic  (reserve  cells,  clara  cells,  , 
type  II  pneumocytes).  Differentiation  can  occur  i 
along  more  than  one  pathway,  thus  accounting  ; 
for  different  histologic  patterns  in  the  same  j 
specimen  (i.e.,  adenosquamous  carcinoma,  | 
SCLC,  NSCLC,  or  NSCLC  with  neuroendo-  ; 
crine  features). 

Lung  cancers  are  usually  classified  accord- 
ing to  histology.  Subclassifications  include 
epidermoid  (squamous)  carcinoma,  adenocar- 
cinoma, large  cell  carcinoma,  SCLC,  and  others 
such  as  bronchoalveolar  carcinoma  (BAC)  or 
mixed  tumors.  In  spite  of  improved  histologic 
diagnosis,  the  ability  to  subclassify  lung  cancer  i 
beyond  SCLC  or  NSCLC  does  not  impact  upon  ! (, 
treatment,  prognosis,  or  survival  independent  i (j 
ofstage.  BAC  is  a possible  exception.  It  tends  to  f jf 
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have  a more  protracted,  indolent  course,  even 
when  untreated. 

NSLSC  with  neuroendocrine  features  rep- 
resent 10  to  20  percent  of  NSCLC,  mainly  those 
with  large  cell  and  adenocarcinoma  histologies. 
The  tumors  may  exhibit  neuroendocrine  differ- 
entiation, such  as  having  L-DOPA  decarboxy- 
lase chromagrannin.  Although  patients  with 
these  tumors  have  a response  rate  to  chemo- 
therapy of  44  to  50  percent,  significantly  better 
than  tumors  without  neuroendocrine  features, 
there  is  no  demonstrated  five-year  survival 
; advantage.  Experimental  efforts  directed  to- 
ward improving  therapy  of  these  tumors  are 
being  aimed  at  the  neuroendocrine  components 
I that  are  present,  such  as  targeting  the  L-DOPA 
! decarboxylase  neuron  specific  enolase  and 
I chromogrannin. 

Adenocarcinoma  is  becoming  a more  fre- 
I quently  diagnosed  lung  cancer  and  is  now  the 
I predominant  histology  in  women.  The  VA  Lung 
I Group  reported  an  increased  incidence  of 
I adenocarcinoma  from  16  to  29  percent  between 
1965  and  1974.  Duke  reported  a 22  percent 
I incidence  between  1970-1974  and  a 27  percent 
! incidence  between  1980-1984.  Johns  Hopkins 
! reported  a 42  percent  incidence  of  adenocar- 
: cinoma  between  1965-1968  compared  to  a 56 
I percent  incidence  between  1984-1987.  It  is  un- 
( clear  whether  this  increase  is  secondary  to 
1 improved  diagnostic  techniques,  including  the 
i use  of  immunohistochemistry  and  electron  mi- 
( croscopy,  or  to  a true  change  in  incidence  due  to 
( environmental  factors  or  genetics.  In  the  past, 
i adenocarcinoma  was  felt  to  develop  in  some 
( cases  in  scars  from  previous  infections  or 
1 bronchiectasis.  It  is  now  felt  that  the  “scar” 

I associated  with  adenocarcinomas  represents 
I an  active  desmoplastic  response  to  the  presence 
i of  tumor,  as  opposed  to  tumor  arising  within 
t the  scar. 

I Molecular  Biology 

Cancer  is  increasingly  felt  to  be  a genetically 
i mediated  disease,  probably  caused  by  the  pres- 
I ence  of  proto-oncogenes,  genes  whose  over- 
I expression  or  presence  in  the  cell  will  lead  to 
( carcinogenesis,  or  by  the  absence  or  aberrancy 
I of  tumor  suppressor  genes,  whose  absence  con- 
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fers  a growth  or  proliferation  advantage  for 
malignant  cells.  The  myc  family  of  proto-oncoge  nes 
were  initially  identified  as  the  transforming  gene 
of  RNA  tumor  viruses  that  induced  tumors  of  the 
bone  marrow  in  birds  called  mvelocvtomas. 
Overexpression  of  the  c-myc  gene  is  seen  in 
NSCLC  and  SCLC  patients.  The  ras  family  of 
oncogenes  is  only  expressed  in  NSCLC.  Al- 
though the  precise  function(s)  of  these  genes 
have  not  been  delineated,  they  seem  to  have  a 
role  in  cell  growth  and  proliferation,  and  per- 
haps in  signal  transduction.  Three  other  proto- 
oncogenes, cerb-l/neu,  c-raf-1  and  c-fms  are 
also  overexpressed  in  lung  cancer  tissue.  Inter- 
estingly, overamplification  of  any  of  these 
oncogenes  in  lung  cancer  specimens  tends  to  be 
associated  with  a decreased  survival.  In  par- 
ticular, patients  whose  tumors  express  myc 
oncogenes  have  shortened  survivals  and  poorer 
responses  to  treatment. 

Tumor  suppressor  genes  are  also  felt  to  be 
important  in  the  development  of  several  types 
of  malignancy.  The  retinoblastoma  gene  is  prob- 
ably the  only  gene  that  has  been  shown  to  have 
a true  cause  and  effect  relationship  in  terms  of 
causing  cancer.  Cell  lines  without 
retinoblastoma  genes  that  express  malignant 
features  can  become  totally  normal  or  express 
normal  phenotypes  with  reinduction  of  the 
retinoblastoma  gene.  Both  copies  (alleles)  of  the 
tumor  suppressor  gene  must  be  defective  or 
mutated  in  order  for  a disruption  in  the  func- 
tion of  the  gene  to  occur.  If  the  copies  are  both 
normal,  however,  DNA  tumor  viruses  can  also 
inactivate  the  gene  product  of  these  tumor 
suppressor  genes. 

Although  a definite  cause  and  effect  rela- 
tionship with  respect  to  genes  has  not  been 
identified  for  lung  cancer,  a number  of  genes 
are  implicated  in  the  initiation  or  progression  of 
lung  cancers.  Losses  of  a gene  or  genes  from  the 
short  arm  of  chromosome  3 are  seen  in  over  90 
percent  of  SCLC  tissue  and  up  to  50  percent  of 
NSCLC  specimens.  Cloning  of  the  gene  from 
this  region  has  been  hindered  by  the  large  size 
of  chromosome  3 and  by  inconsistent  restriction 
length  fragment  polymorphism  data,  which 
raises  the  possibility  of  more  than  one  candi- 
date gene.  In  addition,  there  are  no  well-recog- 
nized familial  patterns  so  that  researchers  can- 
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not  use  gene  linkage  analysis  in  the  identifica- 
tion process. 

Absent  or  aberrant  p53  protein,  the  product 
of  a tumor  suppressor  gene  located  on  the  short 
arm  of  chromosome  17,  is  found  in  over  90 
percent  of  SCLC  and  50  percent  of  NSCLC.  A 
mutant  p53  expression  disrupts  the  growth 
suppressor  function  of  the  gene  and  may  con- 
tribute to  the  initiation  of  malignancy.  Rb  pro- 
tein is  the  product  of  a gene  found  on  the  long 
arm  of  chromosome  13,  and  has  been  noted  to  be 
absent  or  aberrant  in  90  percent  of  SCLC,  10 
percent  of  NSCLC.  Its  absence  or  mutant  ex- 
pression is  implicated  in  the  initiation  and/or 
progression  of  disease. 

Risk  Factors 

Cigarette  smoking 

Active  cigarette  smoking  probably  contrib- 
utes to  90  percent  of  all  cases  of  lung  cancer 
diagnosed  in  the  United  States  today.  In  recent 
years,  passive  smoking  has  also  been  impli- 
cated in  the  etiology  of  lung  cancer. 

The  NCI  recently  studied  the  risk  of  envi- 
ronmental tobacco  smoke  on  lung  cancer  in 
nonsmoking  women.  The  relative  risk  is  in- 
creased with  exposure  to  close  family  members 
who  smoke  and  live  in  the  same  household  with 
the  nonsmoker  as  the  greatest  risk  factor.  As 
the  number  of  years  of  household  smoke  expo- 
sure increases,  the  risk  of  developing  lung  can- 
cer increases  dramatically.  The  exposure  to  an 
increased  number  of  pack  or  smoke  years  trans- 
lates into  nearly  a doubling  of  the  relative  risk 
of  developing  all  types  of  lung  cancers:  the 
relative  risk  of  developing  lung  cancer  from 
passive  smoking  is  1.35  to  2.5  times  that  of  the 
nonsmoking  population  unexposed  to  house- 
hold smoke.  Other  than  being  an  annoyance, 
brief  and  intermittent  exposure  to  small 
amounts  of  smoke,  such  as  in  a restaurant,  is 
probably  not  a significant  risk  factor. 

Radon 

Radon,  the  natural  decay  product  of  ura- 
nium, is  an  inert  gas  at  usual  environmental 
temperatures.  It  is  ubiquitous  in  most  soils  and 
rocks  and  in  indoor  and  outdoor  air.  Radon 
“daughters,”  polonium  and  are  alpha  emit- 
ters that  are  not  systemically  absorbed  but  are 


capable  of  damaging  the  DNA  of  cells  lining  the 
airways. 


In  1988  the  EPA  and  CDC  recommended 
thathomes  be  tested  for  radon.  Possible  sources 
of  radon  in  homes  include  cracks  in  the  concrete 
slabs  in  basements,  crawl  spaces,  and  sump 
holes.  As  a result  of  significant  study  by  a 
number  of  interested  groups  (NCRP  - National 
Council  for  Radon  Protection,  ICRP  - Interna- 
tional Commission  for  Radiological  Protection, 
and  BEIR-IV  - Biological  Effects  of  Ionizing 
Radiation  Committee  of  the  National  Research 
Council),  standard  policies  have  been  devel- 
oped for  the  measurement  of  radon.  The  EPA 
action  limit  has  been  identified  as  a radon  level 
of  4 picocuries  per  liter  (pCi/L).  The  average 
concentration  of  radon  in  United  States  homes 
has  been  found  to  be  1.5  pCi/L,  but  1 to  3 percent 
of  homes  exceed  8 pCi/L.  It  has  been  difficult  to 
assign  a relative  risk  of  developing  lung  cancer 
from  radon  independent  of  cigarette  smoking. 
However,  radon  has  been  estimated  to  be  a 
contributory  factor  in  the  development  of  5,000 
to  20,000  new  cases  of  lung  cancer  per  year. 

Several  factors  alter  the  ability  of  radon 
daughters  to  reach  and  affect  target  (lung) 
tissue.  The  dose  of  radon  to  target  cells  in  the 
respiratory  tract  after  radon  exposure  increases 
with  an  increased  fraction  of  radon  daughters 
unattached  to  aerosol  particles  and  with  the 
aerosol  size  distribution,  as  unattached  prod- 
ucts deposit  more  efficiently  in  the  larger  air- 
ways. Oral  breathing  delivers  a higher  amount 
of  progeny  to  the  target  tissues  as  nasal  breath- 
ing traps  radon  progeny  in  the  nasal  passages. 
Decreased  mucociliary  clearance  and  increased 
thickness  of  mucous,  both  seen  in  smokers, 
result  in  higher  doses  delivered  to  the  lungs. 
Projected  lung  cancer  mortality  rates  suggest 
that  exposure  to  both  radon  and  smoking  may 
be  multiplicative  as  opposed  to  additive  as  risk 
factors  for  the  development  of  lung  cancer. 
Most,  if  not  all,  studies  of  lung  cancer  and  radon 
exposure  have  made  risk  assessments  without 
accounting  for  the  role  of  cigarette  smoking, 
including  the  original  reports  from  uranium 
miners. 


I 


I 


Genetics 

Several  studies  have  identified  a positive 
family  history  of  cancer  as  an  independent  risk 
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factor  for  the  development  of  lung  cancer.  One 
study  conducted  in  Texas  between  1976  and 
1980  demonstrated  that  the  odds  ratio  for  the 
development  of  lung  cancer  increased  slightly 
as  the  number  of  relatives  with  any  type  of 
cancer  increased  (reaching  1:5  with  four  or 
more  relatives  with  cancer).  Adenocarcinomas 
were  more  common,  and  the  risk  of  developing 
lung  cancer  was  even  higher  when  there  was  a 
family  history  of  tobacco-related  cancer. 

Diagnosis/Staging 

The  staging  system  for  lung  cancer  was  revised 
in  1986  to  better  distinguish  resectable  from 
unresectable  disease  (Figure  4).  Chest  x-ray, 
computerized  axial  tomography,  bronchoscopy, 
fine-needle  aspirate,  mediastinoscopy, 
mediastinotomy,  or  even  thoracotomy  may  be 


necessary  to  establish  the  correct  stage.  Sur- 
vival is  definitely  related  to  the  stage  of  the 
disease  at  the  time  of  diagnosis  (Figure  5). 

Treatment 

Patients  found  to  have  Stages  I or  II  cancers  are 
felt  to  be  surgical  candidates.  Stage  IIIA  tumors 
are  also  potentially  resectable.  Neoadjuvant  che- 
motherapy prior  to  surgery  may  be  beneficial  in 
Stage  IIIA  and  is  currently  under  investigation. 
Several  ideas  provide  the  rationale  for  this:  1) 
there  may  be  improved  drug  delivery  because  of 
intact  vasculature  preoperatively;  2)  an  initial 
response  to  chemotherapy  may  facilitate  subse- 
quent local  therapy,  x-ray  therapy  may  be  more 
efficacious  with  less  bulky  disease,  or  there  may 
be  a decrease  in  the  incidence  of  positive  surgi- 
cal margins  at  the  time  of  resection;  3)  early 


Figure  4.  New  International  Staging  System(ISS):  A.  categories  of  St  age  I disease;  B.  categories  of  Stage  II  disease;  C.  categories 
of  Stage  Ilia  disease;  D.  categories  of  Stage  Illb  disease.  Mountain  CF:  A new  international  staging  system  for  lung  cancer.  Chest 
89:225S,  1986.  Reprinted  with  permission. 
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Figure  6.  Actuarial  survivEil  curves  according  to  different 
stages  of  the  new  International  Staging  System.  Note  the 
subcategories  of  Stage  III  disease.  Mountain  CF:  A new 
international  staging  system  for  lung  cancer.  Chest  89;225S, 
1986.  Reprinted  with  permission. 

eradication  of  micrometastases  might  result  in 
a higher  efficacy  of  chemotherapy;  and  4)  possi- 
bly, less  radical  surgery  will  be  required. 

Current  trials  with  neoadjuvant  chemo- 
therapy for  Stage  IIIA  lung  cancer  using  ag- 
gressive combined  modality  therapy  suggest 
that  clinical  and  pathological  complete  remis- 
sions are  possible.  A Dana  Farber  study  using 
Cytoxan,  adriamycin,  and  cisplatin  demon- 
strated a survival  advantage  up  to  three  years 
with  chemotherapy  followed  by  surgery,  fol- 
lowed by  irradiation  (45  percent  at  three  years 
compared  to  20  percent  historically).  It  is  criti- 
cal to  rule  out  Stage  IIIB  disease  with 
mediastinoscopy  prior  to  initiatingthis  therapy. 
Because  of  the  experimental  nature  of  the  treat- 
ment, patients  receivingthis  aggressive  therapy 
for  Stage  IIIA  disease  should  be  enrolled  in  a 
randomized  treatment  protocol. 

Surgery  does  not  improve  survival  for  pa- 
tients with  Stages  IIIB  or  IV.  In  patients  with 
Stage  IIIB  disease,  x-ray  therapy  alone  is  not  as 
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effective  as  chemotherapy  with  either  concur- 
rent or  sequential  x-ray  therapy.  In  a 1990 
study  published  in  the  New  England  Journal  of 
Medicine,  patients  with  clinical  Stages  IIIA 
and  IIIB  disease  had  similar  survival  (9.4 
months)  with  x-ray  therapy  alone.  A five-week 
course  of  induction  chemotherapy  with  cis- 
platinum  and  velban  followed  by  x-ray  therapy 
resulted  in  an  improvement  of  the  median  sur- 
vival of  approximately  four  months  compared 
to  x-ray  therapy  alone,  and  a doubling  of  the 
number  of  long-term  survivors.  However,  most 
patients  died  within  three  years,  emphasizing 
the  need  for  better  chemotherapy. 

In  Stage  IV patients,  only  one  study  done  in 
Canada  has  shown  an  unequivocal  survival 
advantage  with  treatment  as  compared  to  the 
best  supportive  care.  The  response  to  chemo- 
therapy is  heavily  dependent  upon  the  patient’s 
performance  status.  Like  Stage  IIIB,  ongoing 
trials  utilizing  newer  agents  and  combinations 
of  drugs  are  currently  being  undertaken. 

Future  Directions 

It  is  clear  that  significant  attention  will  be 
placed  in  the  future  on  the  prevention  of  lung 
cancer  by  elimination  of  known  risk  factors 
(cigarette  smoking  in  particular).  Efforts  to 
prevent  lung  cancer  by  “chemoprevention”  with 
beta-carotene,  cis-retinoic  acid,  and  antioxi- 
dants, are  also  being  studied.  It  will  be  of 
definite  importance  to  further  identify  the  risk 
for  the  development  of  cancer,  so  that  early 
detection  through  screening  can  truly  occur, 
providing  the  possibility  of  a cure  with  resec- 
tion or  combined  modality  treatment.  Further 
efforts  to  define  the  roles  of  proto-oncogenes 
and  tumor  suppressor  genes  may  lead  to  unique 
ways  to  identify  risk  or  to  prevent  cancer  and 
may  result  in  our  ability  to  treat  patients  with 
lung  cancer  with  gene  therapy.  Finally,  contin- 
ued attention  to  experimental  protocols  will 
hopefully  result  in  improved  survival  rates  for 
those  patients  with  advanced  disease. 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha -2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  aipha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequateiy  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it.  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ' is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  Information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  inciuding  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  ^ '3  4 i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Applied;  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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SCIENTIFIC  ARTICLES 


For  September  we  have  chosen  three  articles  from  other  state  journals,  all  of  which  I associate  with 
summertime.  One  is  from  Iowa  Medicine,  and  relates  to  sun-induced  dermatoses.  I am  sure  that  we 
have  seen  a lot  more  sun  this  year  than  they  have  in  Iowa,  and  you  have  seen  more  of  these 
dermatoses.  The  second,  from  the  Journal  of  the  Oklahoma  Medical  Association,  is  on  raw  oysters. 
I’m  not  sure  how  much  experience  they  get  with  raw  oysters  in  Oklahoma,  but  they  have  been  a 
favorite  in  Delaware  for  many  years.  Sadly,  they  are  in  increasingly  short  supply,  primarily  because 
of  disease  in  the  oyster  population,  but  also  because  of  pollution.  Finally,  there  is  an  article  on 
salmonella  from  the  South  Dakota  Journal  of  Medicine.  I associate  salmonella  with  church  suppers, 
picnics  and  fire  halls,  where  large  numbers  of  people  eat  large  numbers  of  eggs.  It  seems  obvious 
— and  that  is  probably  why  no  one  mentions  it  — that  the  more  eggs  you  break  into  an  omelet  the 
greater  the  likelihood  that  one  will  be  contaminated  with  salmonella.  It  will  thereby  contaminate 
the  whole  batch,  and  if  not  cooked  thoroughly,  cause  trouble.  However,  whereas  people  prepare 
their  eggs  at  home,  one  egg  at  a time,  I question  whether  it  is  justifiable  to  panic  everyone  into  eating 
all  eggs  hard  boiled  or  fried  over-hard.  The  chances  of  trouble  from  a single  egg  are  relatively  remote. 

According  to  Dan  Palmer,  Extension  Poultry  Specialist  at  the  University  of  Delaware  Research 
and  Education  Center  in  Sussex  County,  out  of  the  600,000  egg-laying  hens  in  Delaware,  250,000 
produce  eggs  for  consumption,  and  the  average  hen  produces  about  250  eggs  per  year.  A quick 
mental  calculation  seems  to  indicate  62,500,000  eggs  produced  per  year.  Some  of  them  are  bound 
to  be  contaminated,  but  how  many? 

E.  Wayne  Martz,  M.D. 

Editor 
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SCIENTIFIC  ARTICLE 


Despite  Intensive  Efforts, 
Egg-Related  Salmonellosis  Outbreaks  Continue 


Ned  Morton 


Abstract 

Reports  of  gastrointestinal  disease,  traced  to 
bacterial  contamination  of  foods,  have  recently 
increased  in  number  and  scope.  Escherichia 
coli,  a variety  of  Salmonella  species  and  other 
bacterial  pathogens  have  been  isolated  in  many 
diagnoses  in  various  parts  of  the  country.  Food 
trace-backs  have  implicated  a variety  of 
uncooked,  cooked  and  under-cooked  food 
sources,  including  cantaloupes,  apple  cider, 
ground  beef,  cow’s  milk,  poultry  products  and 
even  fresh,  shell-intact  table  eggs.  This  report 
is  intended  to  update  the  reader  on  control 
measures  currently  implemented  for  the  pro- 
duction, processing  and  distribution  of  table 
eggs,  specifically  to  control  Salmonella 
enteritidis. 

In  otherwise  healthy  individuals,  symp- 
toms of  Salmonella  enteritidis  (S.e.)  infection 
can  be  transient.  The  fever,  abdominal  cramps 
and  diarrhea  may  be  of  such  brief  duration  that 
an  afflicted  person  does  not  consult  a physician. 
For  the  elderly,  infants  and  immunocompro- 
mised, however,  S.e.  infection  can  be  fatal  — 
not  only  as  a result  of  dehydration  associated 
with  diarrhea  and  vomiting,  but  also  due  to  a 
frequent  sequela  — S.e.  septicemia. 

The  World  Health  Organization  has  de- 
scribed S.e.  as  the  cause  of  an  international 


Mr.  Norton  is  a freelance  writer  in  Veterinary  Sciences, 
Sioux  Falls,  South  Dakota. 

This  article  is  reprinted  with  permission  from  the  South 
Dakota  Journal  of  Medicine  (June  1993,  Vol.  46,  No.  6,  pp. 
189-191). 
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epidemic.  The  National  Centers  for  Disease 
Control/Center  for  Infectious  Diseases  states 
that  at  least  9,455  illnesses  and  46  deaths, 
attributed  to  285  separate  outbreaks  of  S.e.  food 
poisoning,  were  reported  in  the  U.S.  between 
1985  and  1990.  Many  of  these  occurred  in  the 
northeast  U.S.,  but  outbreaks  have  been  docu- 
mented across  the  country. 

Many  public  health  officials  believe  that 
the  number  of  incidences  reported  represent  a 
fraction  of  actual  S.e.  cases.  For  this  reason, 
many  public  health  officials  encourage  local 
physicians  to  consider  S.e.  infection  in  differen- 
tial diagnoses  of  patients  presenting  appropriate 
symptoms  A definitive  diagnosis  can  be  made 
only  through  isolation  and  identification  of  the 
S.  enteritidis  organism. 

When  two  or  more  patients  are  definitively 
diagnosed  at  the  same  time  and  suspected  to  be 
infected  from  the  same  food  source,  public  health 
officials  may  initiate  a trace-back  investiga- 
tion. Outbreaks  of  S.e.  salmonellosis  are  often 
associated  with  improper  preparation,  handling, 
storage  or  presentation  of  foods. 

Frequently,  S.e.  contaminated  table-qual- 
ity (grade  A)  shell  eggs  are  implicated  in  out- 
breaks. The  egg  production  industry,  belea- 
guered with  declining  consumption  of  eggs  due 
to  concerns  about  dietary  cholesterol,  initiated 
immediate  action  when  eggs  were  first  impli- 
cated in  early  cases. 

The  egg  industry  aggressively  launched  a 
comprehensive  program  to  identify  S.e.  infected 
egg-laying  flocks.  Many  of  the  flocks  implicated 
in  those  trace  backs  were  destroyed.  Also,  eggs 
from  suspected  flocks  were  diverted  to  indus- 
trial food  plants  for  pasteurization.  Diversion  of 
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eggs  to  such  marketing  channels  brings  sub- 
stantial economic  penalties  to  producers. 

At  the  urging  of  the  egg  production  indus- 
try, a special  task  force  was  formed,  supervised 
by  the  USDA.  The  S.e.  Task  Force  conducts 
trace-backs  of  human  salmonellosis  outbreaks 
to  identify  S.e.  infected  egg-laying  chicken  flocks. 
The  S.e.  Task  Force  is  also  involved  in  research 
to  identify  causes  of  S.e.  colonization  of  chick- 
ens and  to  ultimately  recommend  preventive 
measures  that  egg  producers  might  adopt. 

In  the  chicken,  S.e.  infection  usually  pro- 
duces no  discernible  clinical  disease.  Health 
and  productivity  of  the  bird  is  seldom  affected 
orisunapparent.  Researchers  have  determined 
that  the  organism  may  colonize  a hen’s  internal 
organs  and  be  incorporated  in  egg  contents 
prior  to  shell  formation. 

Feral  rodents,  particularly  mice,  which  are 
commonly  associated  with  poultry  production 
houses  and  their  feed  distribution  systems,  are 
thought  to  be  a reservoir  of  the  pathogens. 
Control  ofrodent  populations  in  egg  production 
facilities  has  been  an  area  of  prime  emphasis. 

Other  areas  of  study  have  included  mea- 
sures that  might  prevent  S.e.  colonization  of 
the  hen.  This  has  included  vaccination  of  hens 
with  a Salmonella  enteritidis  bacterin  (killed 
bacteria  vaccine).  As  part  of  a total  control 
program,  combining  intensive  sanitation  and 
hygiene  practices  with  vaccination  has  proven 
to  significantly  reduce  the  risk  of  S.e.  contami- 
nation of  eggs. 

Producers  who  have  been  implicated  in  S.e. 
trace  backs  quite  commonly  vaccinate  new  flocks 
with  the  bacterin.  Those  who  have  not  been 
implicated  in  S.e.  outbreaks,  however,  are  re- 
luctant to  adopt  vaccination.  This  may  be  due  in 
part  to  the  social  stigma  producers  associate 
with  the  problem  as  well  as  the  perception  that 
S.e.  is  a ‘low  risk”  problem. 

While  prophylactic  administration  of  anti- 
biotics through  feed  and  water  is  a common 
practice  in  many  areas  of  food  animal  produc- 
tion, they  are  used  sparingly  in  egg  production. 
Nitrofurans,  once  commonly  used  to  help  con- 
trol coccidiosis  and  other  enteric  diseases  in 
poultry  and  swine,  have  been  withdrawn  from 
over-the-counter  markets.  Some  veterinarians 
and  producers  believe  the  use  of  nitrofurazone 


may  have  helped  reduce  S.e.  colonization  and 
infection  of  production  animals. 

Prophylactic  use  of  antibiotics,  however, 
solely  to  prevent  S .e.  colonization  of  the  hen,  is 
noteconomicallyfeasible.  Additionally,  the  prac- 
tice poses  the  risk  of  contaminating  human  food 
with  drug  residues  as  well  as  promoting  drug 
resistance  in  a variety  of  pathogens  common  to 
food  animal  production. 

The  development  of  antibiotic  resistant 
pathogens  in  animal  ajgriculture  is  under  in- 
creasing scrutiny.  Many  researchers  believe 
that  unregulated  or  poorly  coordinated  use  of 
antibiotics  in  food-animal  production  may  ac- 
count for  the  development  of  new  categories  of 
drug-resistant  pathogens.  Throughout  food 
animal  production,  increasing  antibiotic  resis- 
tance among  a variety  of  pathogens  has  been 
reported.  Many  of  these  pathogens  pose  risks  to 
human  health  as  well  as  to  the  economical 
production  of  meat,  milk  and  eggs. 

Many  antibiotics  used  in  animal  production 
also  have  therapeutic  applications  in  human 
medicine.  Severe  illness  may  result  when  some 
drug-resistant  pathogens  are  encountered  by 
patients  on  antibiotic  regimens  prescribed  for 
low-grade  infections.  Drug-resistant  pathogens 
may  flourish  in  human  hosts  whose  natural 
intestinal  microflora  have  been  debilitated 
through  protracted  antibiotic  use. 

Historically,  many  physicians  have  been 
reluctant  to  prescribe  broad-spectrum  antibiot- 
ics for  patients  afflicted  with  salmonellosis  due 
to  the  risk  of  establishing  persistently  infected 
carriers  of  antibiotic-resistant  organisms.  S.e. 
infection,  however,  frequently  leading  to 
life-threatening  septicemia,  may  pre-empt 
such  precautions  when  the  elderly,  infants 
or  immunocompromised  individuals  are 
infected.  Prompt  initiation  of  therapy,  using 
antibiotics  to  which  S.e.  have  demonstrated 
sensitivity,  should  be  considered. 

As  with  most  salmonella  serotypes,  S. 
enteritidis  is  quickly  destroyed  by  common  dis- 
infectants and  heat  as  well  as  a variety  of  (but 
by  no  means,  all)  antibiotics.  At  room  tempera- 
ture, S.  enteritidis  can  divide  every  15  to  30 
minutes;  sometimes  increasing  tenfold  in  an 
hour.  At  approximately  45°  F,  or  less,  however, 
the  organism  stops  reproducing.  While  it  may 
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suT^ive  freezing  and  desiccation,  sustained  tem- 
peratures above  120°  F (four  minutes  or  more) 
will  kill  the  organism. 

For  these  reasons,  federal  and  state  agen- 
cies encourage  egg  producers,  preparers  and 
consumers  to  store  and  handle  eggs  appropri- 
ately. Consumers  are  advised  to  keep  eggs 
refrigerated  prior  to  use  and  to  cook  them 
promptly  and  thoroughly.  Many  popular  reci- 
pes, however,  such  as  Caesar’s  salad,  hollandaise 
sauce,  eggnog  and  many  others  require  fresh, 
raw  eggs. 

Many  consumers  are  unaware  of  the  risk  of 
S.e.  contaminated  eggs.  Others  judge  the  risk 
to  be  of  such  low  priority  that  they  do  not  alter 
their  food  preparation  and  dietary  habits. 
Salmonellosis  due  to  S.e.,  however,  occurs  fre- 
quently across  the  country.  Several  public 
health  officials  have  encouraged  physicians  to 
consider  the  prevalence  of  S.e.  infection  when 
diagnosing  patients  that  present  gastrointesti- 
nal disorders  symptomatic  of  S.e.  infection. 

Additional  information  on  the  S.e.  epidemic 
is  available  from  the  U.S.  General  Accounting 
Office,  202/275-6241  and  also  from  the  Division 
of  Bacterial  and  Mycotic  Diseases,  Center  for 
Infectious  Diseases/Centers  for  Disease  Con- 
trol, 1600  Clifton  Road,  Atlanta,  GA  30333. 

Facts  About  S.e.  and  Eggs 

• At  room  temperature,  S.e.  can  divide  every  15 
to  30  minutes,  increasing  as  much  as  tenfold 
in  an  hour. 

• While  S.e.  may  be  capable  of  surviving  freez- 
ing and  desiccation,  the  organism  stops  re- 
producing at  temperatures  below  45°  F. 

• S.e.  cannot  survive  temperatures  above  120° 
F (temperatures  normally  achieved  with  thor- 
ough cooking) . 

• 9,455  illnesses  and  46  deaths  in  the  U.S. 
between  1985  and  1990  were  attributed  to 
S.e. 

• The  average  laying  hen  produces  250  to  252 
eggs  each  year. 
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• The  northeast  U.S.  (where  the  majority  of 
S.e.  outbreaks  have  been  reported)  accounts 
for  approximately  21  percent  of  total  U.S. 
human  population  and  approximately  15  per- 
cent of  total  U.S.  egg  production. 

Where  Eggs  Come  From 

(Laying  hen  populations  in  30  selected  states) 


Alabama 

9,549,000 

Minnesota 

10,580,000 

Arkansas 

15,977,000 

Mississippi 

6,167,000 

California 

28,960,000 

Missouri 

6,532,000 

Colorado 

3,473,000 

Nebraska 

5,680,000 

Connecticut 

3,617,000 

New  York 

3,687,000 

Florida 

10,249,000 

North  Carolina 

13,091,000 

Georgia 

17,976,000 

Ohio 

17,633,000 

Illinois 

3,178,000 

Oklahoma 

3,684,000 

Indiana 

19,846,000 

Pennsylvania 

18,934,000 

Iowa 

9,047,000 

South  Carolina 

5,458,000 

Kentucky 

1,903,000 

South  D^lkota 

2,294,000 

Louisiana 

1,135,000 

Texas 

13,922,000 

Maine 

3,956,000 

Virginia 

3,843,000 

Maryland 

3,496,000 

Washington 

4,855,000 

Michigan 

5,203,000 

Wisconsin 

3,310,000 

Delaware  250,000  — estimate  from  the  Department  of 
Agriculture. 
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QUESTIONS 

YOU 

SHOULD 

ASK 

ABOUT 

MALPRACTICE  INSURANCE 


Does  my  professional  liability  insurance  company  provide: 


Competitive  Rates  - Preferred  Physicians  recently  announced  a 14.5%  decrease 
in  rates  in  Delaware  for  1993. 


s' 


Financial  Strength  - PPIC  was  founded  and  is  backed  by  a nationwide  network 
of  Catholic  health  care  systems. 


0* 


Comprehensive  Protection  - Preferred  Physicians  can  provide  professional 
liability  coverage  for  your  entire  medical  practice,  including  care  provided 
outside  of  an  owner  system  facility. 


s' 


New  Doctor  Discount  - Physicians  new  to  private  practice  receive  a special 
discount  for  the  first  year. 


0* 


Risk  Management  Services  - This  state-of-the-art  program  helps  reduce  the 
possibility  of  lawsuits  while  it  helps  keep  premiums  stable. 


0* 


Interest-Free  Payment  Plan  - Premiums  on  an  interest-free  quarterly  installment 
program. 


The  answers  to  these  questions  are 
6 IMPORTANT  REASONS  WHY 
PREFERRED  PHYSICIANS  INSURANCE  COMPANY 
should  be  your  professional  liability  insurance  company 


Preferred  Physicians  Insurance  Company 
10707  Pacific  Street  • Omaha,  Nebraska  68114-4735 
1-800-441-7742 
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Raw  Oysters  and  Liver  Disease: 

Two  Cases  of  Vibrio  Sepsis  in  Oklahoma 


Vibrio  vulnificus  naturally  occurs  in  the  ma- 
rine environment  and  is  frequently  isolated 
from  fresh  seafood,  particularly  raw  oysters. 
An  opportunistic  pathogen,  it  causes  life-threat- 
ening sepsis  in  persons  with  underlying  ill- 
nesses, particularly  hepatic  disease.  We  report 
two  cases  of  V.  vulnificus  sepsis  in  Oklahoma, 
one  fatal,  occurring  in  men  with  liver  disease 
who  ate  meals  including  raw  oysters.  Physi- 
cians should  caution  their  susceptible  patients 
about  the  hazards  of  consuming  raw  seafood, 
even  in  a noncoastal  area  such  as  Oklahoma. 

Case  Report  1 

In  August  1991,  a middle-aged  Oklahoma  man 
complaining  of  fever,  malaise,  and  abdominal 
pain  was  examined  in  a local  emergency  room. 
He  had  eaten  a meal  that  included  raw  oysters 
at  a local  restaurant  approximately  16  hours 
before  the  onset  of  symptoms.  He  had  a history 
of  hepatic  cirrhosis  with  esophageal  varices 
and  ascites,  presumably  due  to  chronic  alcohol 
abuse,  and  was  on  a waiting  list  to  receive  a 
liver  transplant. 

Dr.  Jorgensen  is  an  Epiodemic  Intelligence  Service  (EIS) 
officer  with  the  Centers  for  Disease  Control  and  Preven- 
tion in  Atlanta.  He  is  currently  stationed  at  theOklahoma 
State  Department  of  Health  (OSDH)  in  Oklahoma  City. 

Dr.  Quinlisk  is  the  director  of  the  OSDH  Communicable 
Diseases  Division. 

Dr.  Zenker  is  state  epidemiologist  at  OSDH. 

This  article  is  reprinted  with  permission  from  the  Journal 
of  the  Oaklahoma  Medical  Association  (June  1993,  Vol.86, 
No.  6,  pp.  276-278). 
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Within  hours,  the  patient  became 
hypotensive  and  expired.  Blood  cultures  grew 
Vibrio  vulnificus.  An  autopsy  confirmed  cirrho- 
sis, ascites,  esophageal  varices,  and  erosive 
gastritis.  Terminal  sepsis  was  listed  as  the 
cause  of  death. 

An  investigation  was  initiated  to  determine 
possible  sources  of  V vulnificus  and  the  risk  to 
other  exposed  persons.  The  patient’s  raw  oyster 
meal  the  night  before  his  death  was  the  prob- 
able source  of  his  infection.  Restaurant  and 
shipping  records  indicated  that  the  batch  of 
oysters  had  been  received  fresh  and  intact.  All 
oysters  in  the  batch  had  been  eaten  or  dis- 
carded; none  was  available  for  testing.  How- 
ever, other  persons  who  ate  raw  oysters  from 
the  same  batch  did  not  become  ill. 

The  Food  and  Drug  Administration  (FDA) 
traced  the  suspected  batch  of  oysters  to  oyster 
beds  located  in  the  Gulf  of  Mexico,  near  the 
Louisiana  coast.  Because  the  Vibrio  species  had 
not  been  identified  at  the  time  of  the  FDA 
investigation  (V.  cholerae  was  a possibility),  the 
oyster  beds  were  sampled.  Samples  from  six 
oyster  beds  were  cultured  and  grew  V. 
vulnificus,  which  would  be  expected  in  a coastal 
marine  environment.  However,  none  of  the 
samples  tested  positive  for  V.  cholerae;  there- 
fore, the  oyster  beds  remained  open  for  harvest- 
ing. 

Case  Report  2 

In  July  1992,  a 60-year-old  Oklahoma  man 
complaining  of  persistent  diarrhea  and  vomit- 
ing over  the  previous  three  to  four  days  was 
admitted  to  an  urban  hospital.  He  had  a history 
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of  chronic  hepatitis  B with  ascites,  insulin- 
dependent  diabetes,  and  kidney  failure,  for 
which  he  had  received  a renal  transplant  in 
1976.  He  was  on  long-term  immunosuppressive 
therapy  for  chronic  rejection  of  the  transplanted 
kidney.  His  only  exposure  to  raw  seafood  was  a 
meal  of  raw  oysters,  which  he  ate  at  a local 
restaurant  10  days  before  admission. 

His  hospital  course  was  complicated  by 
hypotensive  episodes,  small  bowel  obstruction, 
and  electrolyte  abnormalities  His  blood  culture 
grew  V.  vulnificus.  He  improved  remarkably  on 
doxycycline  and  was  discharged  eight  days  af- 
ter admission. 

An  investigation  revealed  that  the  oysters 
were  fresh  upon  arrival  at  the  local  restaurant; 
none  of  them  were  available  for  testing.  None  of 
the  other  persons  who  consumed  oysters  from 
the  same  source  became  ill. 

The  FDA  traced  the  suspected  batch  of 
oysters  to  oyster  beds  in  Galveston  Bay  off  the 
coast  of  Texas.  These  beds  were  known  to  har- 
bor V.  vulnificus;  therefore,  the  beds  were  not 
tested. 

Discussion 

Healthy  persons  are  unlikely  to  develop  septi- 
cemia after  ingesting  food  contaminated  with 
V.  vulnificus. 1 Thus,  it  was  not  surprising  to 
learn  that  the  other  persons  who  attended  the 
same  dinner  and  consumed  raw  oysters  from 
the  same  batch  as  these  two  patients  did  not 
report  any  subsequent  illness. 

However,  certain  persons  are  at  high  risk 
for  developing  Viiftrio  septicemia,  includingthose 
with  liver  disease,  as  well  as  those  with  hema- 
topoietic disorders,  malignancies,  or  immuno- 
suppressive disorders.'  A recent  study  of  all  the 
Vibrio-re\ated  illnesses  reported  in  Florida  from 
1981  to  1988  revealed  an  estimated  age-stan- 
dardized annual  incidence  for  Vibrio  septice- 
mia of  82.8  per  million  for  raw  oyster  eaters 
with  liver  disease,  2.0  for  raw  oyster  eaters 
without  liver  disease,  and  0.4  for  nonraw  oyster 
eaters.^  The  reason  for  the  higher  susceptibility 
among  patients  with  liver  disease  is  not  clear, 
although  poor  nutrition  and  decreased  immune 
function  may  be  contributing  factors.  In  ad- 
dition, laboratory  studies  suggest thatincreased 
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iron  availability  plays  a role  in  the  pathogen- 
esis of  this  bacterium^;  such  iron  availability  is 
altered  in  patients  with  liver  disease.  High-risk 
persons  who  develop  septicemia  have  a mortal- 
ity rate  of  approximately  50  percent.'* 

V.  vulnificus  also  can  infect  wounds  con- 
taminated by  seawater  while  an  individual  is 
fishing,  swimming,  or  handling  crabs.  The 
wound  infections  are  characterized  by  redness, 
swelling,  and  a rapidly  developing  cellulitis. 
However,  the  risk  of  sepsis  from  a wound  infec- 
tion is  small,  even  among  susceptible  persons, 
compared  with  the  risk  to  susceptible  individu- 
als who  eat  contaminated  seafood.* 

Vibrio  species  occur  naturally  in  the  ma- 
rine environment  and  may  be  commonly  present 
in  raw  oysters.®  The  more  pathogenic  species, 
like  V.  vulnificus,  increase  their  concentra- 
tions in  spring  and  summer  and  are  found  in 
greatest  number  in  the  top  5 cm  of  marine 
sediment,  according  to  a recent  study  of  Florida 
estuaries.®  The  organism  is  known  to  survive 
for  days  in  both  shellstock  and  shucked  oysters 
— even  when  stored  at  temperatures  as  low  as 
2°C.^  Survival  decreases  when  temperatures 
approach  0°C  and  below,  but  this  seems  to 
depend  on  the  number  of  contaminating  organ- 
isms per  oyster.®  Thus,  fresh,  cold  oysters,  har- 
vested in  the  cooler  (non-summer)  months,  are 
less  likely  to  be  contaminated;  if  contaminated, 
they  are  likely  to  have  fewer  viable  contaminat- 
ing organisms  per  oyster.  More  importantly, 
normal  cooking  procedures  easily  kill  the  Vibrio 
species,  although  the  food  must  be  uniformly 
heated.  For  example,  organisms  in  the  center  of 
an  oyster  may  survive  if  an  oyster  is  partially 
grilled  or  steamed  while  still  in  its  shell. 

Recommendations 

First,  any  person  with  a risk  factor  for  septice- 
mia, such  as  liver  disease  or  an  immunosup- 
pressive disorder,  should  never  eat  raw  seafood. 
Therefore,  physicians  need  to  repeatedly  warn 
their  high-risk  patients  about  the  hazards  of 
eating  raw  seafood,  particularly  oysters.  Fur- 
thermore, physicians  need  to  consider  the  di- 
agnosis of  V.  vulnificus  sepsis  in  patients  with 
rapid-onset  illness  following  ingestion  of  raw 
oysters.  Such  patients  should  be  immediately 
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supported  with  intravenous  fluid  and  started 
on  antibiotics  thatincludeV.  vulnificus  in  \he\r 
spectrum,  such  as  tetracycline.  V.  vulnificus  is 
not  uniformly  susceptible  to  the  aminoglyco- 
sides. 

Second,  although  invasive  disease  is  un- 
I likely  in  healthy  persons,  thorough  cooking  is 
recommended  for  all  seafood.  Oysters  should 
not  be  eaten  raw  unless  freshness  and  appro- 
priate storage  temperatures  can  be  assured, 
which  is  difficult  in  land-locked  areas  such  as 
Oklahoma,  where  transportation  from  coastal 
areas  may  be  prolonged. 

Finally,  persons  with  open  sores  or  wounds 
should  avoid  direct  contact  with  sea  water,  if 
possible.  If  someone  is  cut  or  injured  in  a marine 
environment,  the  wound  should  be  washed 
immediately,  and  a topical  antiseptic  should  be 
applied.  If  signs  of  infection  appear,  a physician 
should  be  contacted. 

Postscript 

This  investigation  revealed  that  the  first  pa- 
tient had  been  warned  of  the  risks  associated 
with  eating  raw  seafood.  However,  his  wife 
reported  that  he  had  a passion  for  raw  oysters 
and  continued  to  consume  them  at  least  once  a 
week,  in  spite  of  his  underlying  liver  disease. 
The  second  patient  claimed  he  was  not  aware  of 
the  hazards  associated  with  eating  raw  seafood. 
He  refrained  from  eating  raw  fish  because  he 
did  not  like  the  taste;  however,  he  continued  to 
eat  raw  oysters  throughout  his  adult  life,  in 
spite  of  his  chronic  liver  disease,  renal  trans- 
plant, and  long-term  use  of  immunosuppres- 
sive medications. 
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SCIENTIFIC  ARTICLE 


Sun-Induced  Dermatoses 


Shawn  Sabin,  M.D. 


With  the  arrival  of  warmer  weather  in  the 
Midwest,  participation  in  outdoor  activities  in- 
creases. Although  emphasis  is  placed  on  the 
more  chronic  problems  with  ultraviolet  A (UVA) 
and  ultraviolet  B (UVB)  exposure,  namely  skin 
cancer  and  photoaging,  patients  may  also  expe- 
rience skin  eruptions  acutely  associated  with 
sun  exposure.  This  article  reviews  the  common 
acute  sun-induced  dermatoses  and  their  treat- 
ment. 

Sunburn  Persists 

Despite  warnings,  acute  sunburn  is  a common 
problem,  especially  early  in  the  warmer  season. 
In  addition  to  the  clinically  apparent  erythema, 
sunburn  damages  DNA  and  cell  membranes 
and  causes  the  release  of  cytokines  and  media- 
tors of  inflammation.  UVB  radiation  (290  to 
320nm)  causes  most  of  the  acute  erythema  of 
sunburn. 

The  clinical  presentation  is  mild  to  bright 
erythema  and  edema  of  sun-exposed  areas  of 
skin,  with  tenderness  and  occasional  vesicle 
formation.  Signs  of  erythema  begin  two  to  six 
hours  after  exposure  with  intensity  of  ery- 
thema at  its  maximum  15-24  hours  later.  In 
intense  reactions,  sloughing  of  the  skin  will 
occur  over  the  next  48  hours.  With  less  intense 
exposure,  peeling  occurs  later.  Reactions  usu- 
ally fade  over  a few  days. 

Dr.  Sabin  is  in  the  private  practice  of  dermatology  in 
Dubuque,  Iowa. 

This  article  is  reprinted  with  permission  from  Iowa  Medi- 
cine (June  1993,  Vol.83,  No.  6,  pp.  221-223). 
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Treatment  of  sunburn  should  include  cool 
wet  compresses,  topical  corticosteroids  and  emol- 
lients. Systemic  acetylsalicylic  acid  is  suggested 
to  decrease  the  inflammatory  prostaglandin 
effect.  Patients  with  severe  sunburn  may  need 
monitoring  for  fluid  replacement  and  infection. 
In  counselling  patients,  prevention  of  sunburn 
should  be  the  goal.  Sunscreens  of  SPF  15  or 
greater  should  be  used  and  reapplied  every  few 
hours. 

Photosensitive  Drug  Reactions 

Reactions  to  drugs  induced  by  ultraviolet  radi- 
ation can  be  phototoxic,  or  non-immunologic. 
These  reactions  resemble  a sunburn  and  can 
occur  with  the  patient’s  first  exposure  to  suffi- 
cient doses  of  the  photosensitizing  chemical 
and  the  appropriate  wavelength  of  radiation. 

Photoallergic  drug  reactions,  however,  in- 
volve the  immune  system  in  addition  to  the 
photosensitizing  chemical  and  radiation.  Rather 
than  a severe  sunburn,  these  reactions  may 
present  as  eczematous  changes  or  as  a papular 
or  plaque-like  eruption.  A delayed  hy- 
persensitivity immune  response  is  seen,  so  erup- 
tions are  not  seen  on  first  exposure. 

Drugs  most  commonly  causing  photosen- 
sitive drug  eruptions  include  phenothiazines, 
thiazides,  griseofulvin,  sulfonamides,  non- 
steroidal anti-inflammatory  agents  (benoxa- 
profen,  piroxicam),  tetracycline,  DTIC,  chlora- 
quine,  vinblastine,  methotrexate,  sulfonylureas, 
fluorouracil,  furosemide,  amiodarone  and 
psoralens.  Topical  preparations  can  cause  both 
phototoxic  and  photoallergic  reactions. 
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Agents  causing  phototoxic  type  responses 
include  coal-tar  derivatives,  dyes  and  furo- 
coumarins  in  plants  such  as  the  Umbilliferae 
group  including  limes,  celery,  figs,  and  parsley. 
Photoallergic  responses  are  caused  by  some 
topical  antifungals,  fragrances  such  as  musk 
ambrette,  halogenated  salicylanilides  (formerly 
used  as  antiseptics  in  deodorant  soaps  and 
cosmetics),  phenothiazines,  sulfonamides  and 
sunscreen  agents  including  para-aminobenzoic 
acid  (PABA)  esters. 

Treatment  should  include  elimination  of 
exposure  to  the  photosensitizing  agent,  min- 
imizing exposure  to  sunlight  for  two  weeks  and 
topical  treatment  with  corticosteroids.  Systemic 
antihistamines  may  be  necessary  to  control 
pruritis. 

Polymorphous  Light  Eruption  (PMLE) 

This  is  the  most  common  idiopathic  photoder- 
matitis in  Europe  and  the  United  States.  It  is 
estimated  that  10  percent  of  the  population  has 
a history  of  an  eruption  consistent  with  PMLE. 
PMLE  is  most  commonly  seen  in  the  spring  and 
summer.  Tolerance  usually  develops  with  con- 
tinued sun  exposure,  a characteristic  known  as 
"hardening.”  The  majority  of  patients  develop  a 
pruritic,  burning,  tingling,  erythematous  erup- 
tion on  exposed  skin.  Papules,  plaques  or 
papulovesicular  lesions  may  occur.  Areas  of 
normal  skin  seen  between  the  papules  is  com- 
mon and  can  be  a clue  in  the  diagnosis.  The 
lesions  may  persist  one  week  or  more. 

Treatment  should  include  minimizing  ex- 
posure to  sunlight  with  UVA  and  UVB  blocking 
sunscreens  and  clothing.  If  sunlight  cannot  be 
avoided,  a gradual  increase  in  sunlight  expo- 
sure will  provide  the  “hardening”  effect.  Potent 
fluorinated  topical  corticosteroids  are  helpful 
for  relieving  symptoms  over  a period  of  days.  In 
more  severe  cases,  systemic  anti-malarial  agents 
including  chloroquine  or  hydroxychloroquine 
may  be  used.  Psoralen  and  UVA  (PUVA)  and 
UVB  radiation  are  sometimes  for  prophylactic 
treatment  to  develop  tolerance. 

Lupus  Erythematosus 

Approximately  20-30  percent  of  patients  with 
systemic  lupus  erythematosus  (LE)  will  have 
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malar  erythema  consistent  with  a “butterfly 
rash”  or  a more  extensive  morbilliform  erup- 
tion. These  are  frequently  exacerbated  with 
sun  exposure.  One  subset  of  LE  is  subacute 
cutaneous  lupus  erythematosus  (SOLE).  Typi- 
cally, these  patients  are  quite  photosensitive. 
Young  to  middle  aged  females  comprise  10  to  15 
percent  of  all  LE  patients. 

Nonscarring  erythematous  papules,  pa- 
pulosquamous lesions  which  are  psoriasiform 
and  annular  lesions  forming  polycyclic  lesions 
may  be  seen.  Anti-Nuclear  Antibody  (ANA)  is 
elevated  in  70-80  percent  of  patients  and  Ro/ 
ssA  antibody  positivity  is  common.  Anti- 
malarials,  topical  and  systemic  corticosteroids 
and  sun  protection  can  all  help  alleviate  symp- 
toms. Sun  protection  including  a UVA  blocking 
agent  such  as  Parsol  1789  is  necessary. 

Porphyria  Cutanea  Tarda  (PCT) 

PCT  is  the  most  common  of  all  the  porphyrias, 
a group  of  disorders  which  consist  of  derange- 
ments of  steps  in  the  enzymatic  steps  in  the 
heme  synthesis  pathway.  It  consists  of  a defi- 
ciency of  uroporphyrinogen  decarboxylase  and 
may  be  hereditary  or  acquired.  The  acquired 
form  is  usually  related  to  alcohol  and  estrogen 
intake.  Cutaneous  lesions  consist  of  vesicles 
and  bullae  seen  most  frequently  over  the  dorsal 
hands.  A marked  fragility  of  the  skin  can  be 
present  along  with  hyperpigmentation,  hyper- 
trichosis of  the  face  and  milia.  Skin  findings  are 
due  to  photoactivation  of  porphyrins  in  the 
skin.  Urine  shows  elevated  levels  of  uropor- 
phyrins. 

Treatment  includes  removing  the  inducing 
agent  in  the  acquired  form  as  well  as 
photoprotection.  Phlebotomy  is  the  treatment 
of  choice  with  the  mechanism  of  action  unclear, 
possibly  decreasing  normochromnic  erythro- 
cytosis.  Also,  iron  inhibits  uroporphyrin  decar- 
boxylase and  phlebotomy  decreases  iron  stores. 
Low  dose  chloroquine  has  also  been  used  with 
good  results. 

Pseudoporphyria  is  a phototoxic  reaction  in 
which  the  cutaneous  lesions  mimic  those  of 
PCT.  A number  of  medications  including  tetra- 
cycline and  furosemide,  as  well  as  tanning  beds 
have  been  reported  as  causes.  Discontinuing 
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the  contributing  agent  and  avoiding  sunlight 
are  adequate  treatment. 


Solar  Urticaria 

This  is  a rare  form  of  urticaria  which  occurs 
immediately  after  exposure  to  sunlight.  It  con- 
sists of  an  itching  burning  sensation  with  ex- 
posed skin  becomi  ng  erythematous  and  a wheal 
and  flare  reaction  which  persists  up  to  one 
hour.  Repeated  exposure  to  light  results  in 
diminishing  cutaneous  response.  The  majority 
of  patients  react  to  the  290-480nm  range  of 
ultraviolet  light.  Some  patients  show  a serum 
factor  which  transfers  sensitivity,  suggesting 
an  immune  response.  The  cause  is  unknown  in 
those  patients  without  evidence  of  immune 
mechanism.  Anti-histamines  may  be  used  to 
control  symptoms.  Tolerance  can  be  induced  in 
patients  with  increased  exposure  to  sunlight 
and  a maintenance  exposure  every  two  to  three 
days. 

In  addition  to  being  a contributing  factor  to 
dermatoses  and  other  acute  skin  diseases,  sun- 
light can  contribute  to  development  of  basal 
and  squamous  skin  cancers,  melanoma,  prema- 
lignant  skin  lesions  and  premature  aging.  It  is 
our  responsibility  as  physicians  to  warn  pa- 
tients of  the  possible  hazards  of  excessive  sun 
exposure.  We  need  to  encourage  photoprotec- 
tion through  use  of  UVA  and  UVB  blocking 
sunscreens  beginning  in  early  childhood,  pro- 
tective clothing  and  hats  and  avoidance  of  sun 
exposure  during  the  most  intense  hours  of  sun- 
light between  10  a.m.  and  3 p.m.  Patients  need 
to  be  reminded  that  cloudy  days  do  not  prevent 
ultraviolet  exposure.  Patient  education  could 
mean  a healthier  and  more  comfortable  sum- 
mer, as  well  as  healthier  skin  in  later  years. 

Bibliography 


Note:  A bibliography  list  for  this  article  is  available  from 
the  author  or  the  editors  of  Iowa  Medicine. 


BRANDYWINE  IMAGING  CENTER,  L.P. 

A Diagnostic  Imaging 
Center  far  Women 

A women's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 
Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical 
management  patients. 

LoiV'dose  statC'of'the'art  film  screen 
Mammography 

OB/gyn  Ultrasound 

Breast  aspiration  of  solid  and  cystic  masses 
under  ultrasonic  guidance 

Educational  videotapes  and  models 

Instruction  in  breast  self-examination 

Separate  and  private  suites  for  testing 

Brandywine  Imaging  Center  also  provides  General  Radiology 
and  Ultrasound  services  in  an  adjacent  suite. 

Rita  Gottesman,  M.D.  - Medical  Director 


BRANDYWINE 


IMAGING 


CENTER,  L.P. 


701  Foulk  Road,  Suite  El 
Foulk  Plaza 

Wilmington,  DE  19803 
(302)  654'5300 


Accredited  hy  the 
American  College  of  Radiology 


An  Affiliate  of  Diagnostic  Imaging  Associates 
Ka-Khy  Tze,  M.D.,  Co-Director  • Joseph  R.  Peacock,  M.D.,  Co-Director 
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BOARD  OF  MEDICAL  PRACTICE 


Some  Facts  and  Figures 


There  is  no  August  meeting  of  the  Board  of 
Medical  Practice  this  year.  So  many  board  mem- 
bers were  planning  vacations  that  it  was  doubt- 
ful whether  we  could  get  a quorum,  and  rather 
than  waste  the  time  of  the  others  driving  to 
Dover  and  back,  it  seemed  the  better  part  of 
discretion  to  call  it  off.  So  I used  the  time  to  sort 
through  some  papers  and  numbers,  compiling 
some  statistics. 

I have  the  privilege  of  interviewing  all  ap- 
plicants for  Delaware  license.  This  is  one  of  the 
most  interesting  and  enjoyable  parts  of  my  job. 
They  are  a most  impressive  group  of  young 
people — eager,  motivated,  idealistic,  very  bright 
and  well  informed.  The  total  number  of  119  so 
far  this  year  is  right  on  target  to  give  us  a little 
over  200  licensed  for  the  year.  So  far  this  year, 
32.8  percent  are  women,  compared  to  30.2  per- 
cent last  year  and  24.2  percent  in  1991.  the 
number  from  medical  schools  outside  the  United 
States/Canada  is  23.5  percent  compared  to  18.2 
percentin  1992  and  16.5percentin  1991.  Areal 
surprise  to  me  was  the  very  small  number  born 
in  Delaware  — only  5 percent  of  the  United 
States-born  and  less  than  4 percent  of  the  total 
licensed.  The  largest  proportion  of  the  native- 
born  Americans,  28  percent,  came  from  Penn- 
sylvania. The  second  largest,  22  percent  were 
from  New  York  state.  Third  was  New  Jersey 
with  15  percent,  then  Massachusetts,  District 
of  Columbia  and  Delaware,  with  5 percent  each. 
Maryland  is  tied  with  Ohio  for  eighth  place, 
with  3 percent.  In  all  there  are  20  states  repre- 
sented so  far  this  year. 

Most  interesting  is  the  specialty  distribu- 
tion. If  we  look  at  the  most  recent  12-month 
period,  of  the  211  licensed,  87  were  in  primary 
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care  specialties.  Family  Practice  claimed  24  of 
these,  and  we  can  be  pretty  sure  all  of  them  will 
actually  do  primary  care.  Pediatrics  came  in  for 
a whopping  27.  Many  of  these  are  attracted 
here  by  the  opportunities  in  the  Alfred  I.  duPont 
Institute,  and  in  some  ways,  these  are  the  most 
impressive  of  all  our  new  doctors.  I would  pre- 
dict that  within  a very  few  years  this  new 
children’s  hospital  will  be  one  of  the  leaders  in 
the  nation  — a truly  outstanding  institution 
and  a source  of  pride  to  our  entire  state.  The 
remaining  36  primary  care  physicians  are  in- 
ternal medicine.  Our  figures  are  not  kept  in 
such  a way  that  I can  tell  accurately  how  many 
are  subspecialty  trained. 

The  biggest  surprise  to  me  in  terms  of 
specialty  was  Radiology,  with  31,  although  that 
includes  radiation,  oncologists,  therapists  and 
others  with  very  narrow  or  special  interests  in 
the  category  of  radiology.  The  third  largest 
group  is  Psychiatry,  with  21,  many  of  these 
recruited  here  by  the  mental  health  programs 
of  the  state  of  Delaware.  Emergency  Medicine 
had  18,  though  many  of  these  are  locum  tenens 
doctors  working  for  large  multistate  groups. 
They  get  licenses  in  five,  10  or  even  15  states 
and  enjoy  traveling  around,  working  for  a few 
months  at  a time  in  many  different  hospitals. 
Fifth  place  goes  to  Ob/Gyn,  with  12.  By  lumping 
together  Surgery  and  all  its  specialties,  I counted 
12  of  them.  Beyond  that,  there  were  seven 
Physical  Medicine  Rehabilitation,  six  Anesthe- 
sia, six  Ophthalmology,  six  Pathology,  three 
Neurology  and  one  Dermatology. 

E.  Wayne  Martz,  M.D. 

Executive  Director 
Board  of  Medical  Pracitice 
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Get  some  of  your  premiums 
back  for  a change... 


our  colleagues  insured  by  PHICO 
Insurance  Company  did.  Right  now 
they're  probably  out  spending  their  share  of 
more  than  $300,000  in  malpractice  insurance 
dividends  we  paid  this  year. 

How  do  we  do  it?  PHICO  offers  Delaware 
doctors  a group  dividend  plan  that  shares 
savings  from  better-than-expected  claims 
experience  and  investment  income  from 
premiums.  And  we've  returned  money  to 
Delaware  doctors  for  three  straight  years  now. 


This  year,  it  was  $300,000.  Last  year,  | 
$127,000.  The  year  before,  over  $800,000.  Thas 
over  $1 .2  million  by  our  count. 

If  you're  not  in  on  the  plan,  see  your  agei  ! 
or  broker  to  get  PHICO  coverage.  The  phone 
call's  on  us!  1-800-382-1378 

^ ^ INSURANCE  COMPANY  I ' | 

Endorsed  Insurer  of  the  Medical  Society  of  Delaware  I 
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SPECIAL  REPORT 


More  Delaware  Residents 


We  received  some  plaudits  for  running  the  names  of  residents  last  month.  Unfortunately,  two  groups 
were  overlooked  — first  the  newly  formed  Pediatric  Residency  of  the  Jefferson-A.I.  duPont-Medical 
Center  of  Delaware  program,  and  second.  Riverside  Hospital  residents,  many  of  whom  are  interested 
in  staying  in  Delaware.  My  apologies  to  both  groups.  Their  names  are  below. 

E.  Wayne  Martz,  M.D. 

Editor 

The  Delaware  Children’s  Health  Center  is  a new  university-based  pediatric  residency  training 
program  representing  a partnership  between  the  Medical  Center  of  Delaware,  the  A.I.  duPont 
Institute  and  Thomas  Jefferson  University.  More  than  half  of  the  clinical  rotations  are  in  Delaware 
and  all  18  new  interns  will  be  training  in  the  offices  of  Delaware  pediatricians  as  part  of  their 
continuity  experience.  We  are  committed  to  training  clinically  superior  general  pediatricians,  many 
of  whom  will  hopefully  practice  in  the  Delaware  area. 


Name 

Department 

Year 

Medical  School 

Aussprung,  H.  Leon  III,  M.D. 

Pediatrics 

3 

Jefferson 

Basnight,  Linda  L.,  M.D. 

Pediatrics 

3 

University  of  North  Carolina 

Bittar,  Bassam,  M.D. 

Pediatrics 

2 

University  of  Aleppo,  Syria 

Bouterse,  Susan,  M.D. 

Pediatrics 

3 

Medical  College  of  Wisconsin 

Brody,  Michelle  E.,  M.D. 

Pediatrics 

1 

PCOM 

Caruso,  June,  D.O. 

Pediatrics 

1 

PCOM 

1'  Chapman-Rolle,  Loretta,  M.D. 

Pediatrics 

2 

Hahnemann 

Cleary,  Gerard  M.,  D.O. 

Pediatrics 

3 

PCOM 

Conwell,  Maria,  M.D. 

Pediatrics 

3 

Medical  College  of 
Pennsylvania 

Dembofsky,  Cynthia,  M.D. 

Pediatrics 

2 

University  of 
Connecticut 
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Dizon,  Joseph,  M.D. 

Pediatrics 

1 

Hahnemann 

Dlugos,  Dennis,  M.D. 

Pediatrics 

2 

Columbia 

Edde,  E.,  Lynn,  D.O. 

Pediatrics 

1 

Kirksville  College  of 
Osteopathic  Medicine,  MO 

Edward,  Robin,  M.D. 

Pediatrics 

3 

University  of  New  Mexico 

Eisenberg,  Susan,  D.O. 

Pediatrics 

3 

PCOM 

Farrell,  Marla,  M.D. 

Pediatrics 

3 

Medical  College  of 
Pennsylvania 

Firme,  Steve  Randal,  M.D. 

Pediatrics 

2 

University  of  the  Philippines 

Friedman,  Michael  A.,  M.D. 

Pediatrics 

2 

Jefferson 

Gandham,  Vijaya  L.,  M.D. 

Pediatrics 

1 

J.J.M.  Medical,  India 

Gonzalez,  Elaine,  D.O. 

Pediatrics 

2 

PCOM 

Gotthold,  Matthew,  M.D. 

Pediatrics 

3 

Hahnemann 

Gripp,  Karen,  M.D. 

Pediatrics 

2 

University  of  Hamburg, 
Germany 

Harris,  Esther  R.,  M.D. 

Pediatrics 

2 

Medical  College  of 
Pennsylvania 

Hendrick,  Deneen,  D.O. 

Pediatrics 

3 

PCOM 

Huang,  Ida,  M.D. 

Pediatrics 

3 

Jefferson 

Karpel,  Sima,  D.O. 

Pediatrics 

1 

PCOM 

Kelly,  Karen,  M.D. 

Pediatrics 

3 

Penn  State  - Hershey 

Klein,  Scott,  M.D. 

Pediatrics 

1 

Medical  College  of 
Pennsylvania 

Knestaut,  Angela,  D.O. 

Pediatrics 

1 

PCOM 

Kolano,  Anna,  D.O. 

Pediatrics 

1 

UMDNJ 

Kouyoumdji,  Paul,  M.D. 

Pediatrics 

1 

St.  Joseph’s  University, 
Beirut 

Leite,  Kelly,  D.O. 

Pediatrics 

4 

New  England  College  of 
Osteopathic  Medicine 
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Letsch,  Wilma,  M.D. 

Pediatrics 

1 

Hahnemann 

Lowe,  Cheryl,  M.D. 

Pediatrics 

3 

Jefferson 

Madhok,  Manu,  M.D. 

Pediatrics 

2 

All  India  Institute,  New 
Delhi,  India 

Mador,  Anne,  M.D. 

Pediatrics 

1 

Jefferson 

Malik,  Durdana,  M.D. 

Pediatrics 

2 

University  of  Karachi, 
Pakistan 

Mase,  Francis,  M.D. 

Pediatrics 

2 

University  of  Tradon,  Nigeria 

Mathur,  Geeta  V.,  M.D. 

Pediatrics 

1 

University  of  West  Virginia 

Mehta,  Naina,  M.D. 

Pediatrics 

3 

Guys  and  St.  Thomas  Hospital 
Medical  School,  England 

Michaels,  Shobha,  M.D. 

Pediatrics 

2 

Christian  Medical  College, 
Vellore,  India 

Neilan,  Joyce,  M.D. 

Pediatrics 

3 

University  of  West  Virginia 

Neyman,  Freyda,  M.D. 

Pediatrics 

3 

Medical  College  of 
Pennsylvania 

Orsini,  Anthony  J.,  D.O. 

Pediatrics 

3 

PCOM 

Proctor,  Margaret  S.,  M.D. 

Pediatrics 

1 

Hahnemann 

Pudpud,  Abby,  M.D. 

Pediatrics 

2 

UMDNJ 

Quiros,  Ruben  E.,  M.D. 

Pediatrics 

2 

University  of  Panama 

Raslear,  Maria,  M.D. 

Pediatrics 

1 

Medical  College  of 
Pennsylvania 

Saini,  Sunil  K.,  M.D. 

Pediatrics 

2 

University  of  Miami 

Singleton,  Christa-Marie,  M.D. 

Pediatrics 

2 

University  of  Louisville 

Smith,  Christopher  A.,  M.D. 

Pediatrics 

3 

Jefferson 

Stencler,  Kerry,  M.D. 

Pediatrics 

1 

Hahnemann 

Stoltzfus,  Bonnie  M.,  M.D. 

Pediatrics 

3 

Temple 

Torrado,  Andrea  G.,  M.D. 

Pediatrics 

1 

Medical  College  of 
Pennsylvania 
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Touch,  Suzanne,  M.D. 

Pediatrics 

1 

Jefferson 

Vieira,  Teresa,  M.D. 

Pediatrics 

2 

Escola  Paulista,  Brazil 

Riverside  Hospital 

Bradin,  Stuart,  D.O. 

Intern 

1 

Philadelphia  School  of 
Osteopathic  Medicine 

Brennan,  Frank,  D.O. 

Intern 

1 

Philadelphia  School  of 
Osteopathic  Medicine 

Chavez,  Mary  Ann,  D.O. 

Family  Practice 

2 

Philadelphia  School  of 
Osteopathic  Medicine 

Lindman,  Harry,  D.O. 

Family  Practice 

2 

Philadelphia  School  of 
Osteopathic  Medicine 

Riley,  John,  D.O. 

Family  Practice 

2 

Philadelphia  School  of 
Osteopathic  Medicine 

Van  Dusen,  Frederick,  D.O. 

Family  Practice 

3 

University  of  Osteopathic 
Medicine  and  Health 
Sciences 

Yucis,  Matthew,  D.O. 

Family  Practice 

2 

Philadelphia  School  of 
Osteopathic  Medicine 
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CYBEX  TESTING 
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HIP,  KNEE  & FOOT 

4.  SWIM  THERAPY 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 
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737-9465 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


Humulin  0 

human  insulin 
[recombinant  DNA  origin ] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin|). 
tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-7918-B-349310  ® 1993.  eli  lilly  and  company 
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FEATURES 

TAX 

DEDUCTIBLE 
CONTRIBUTIONS 
TO  AN 

I.R.S.  APPROVED 
TRUST 

EVEN  IF . . . 

• YOUR  PENSION  PLAN  IS  MAXIMUM  FUNDED 

• YOUR  PENSION  PLAN  IS  OVER  FUNDED 

• YOU  HAVE  NO  PENSION  PLAN 


PLEASE  SEND  ME  A copy  of  your  informational  pamphlet  on  the  *V.E.B.A. 

program.  I understand  there  is  no  obligation. 

NAME 

ADDRESS 

DATE  OF  BIRTH TELEPHONE  # ( ) 

Mail  to:  THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA.  19047 

(800)  283-7666 (215)  750-7616 FAX  (215)  750-7791 
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Siunmary  of  Health-Related  Legislation 
137th  General  Assembly 


The  first  session  of  Delaware’s  137th  General 
Assembly  ended  shortly  after  midnight  on  June 
30th.  It  is  expected  that  a special  session  will  be 
called  this  fall  to  consider  legislation  to  bring 
Delaware  into  compliance  with  the  Federal 
Clean  Air  Act  Amendments  of  1990. 

Unfortunately,  despite  vigorous  opposition 
by  the  Society,  the  session  ended  with  the 
passage  of  bills  that  expanded  the  scope  of 
practice  of  physical  therapists  and  optometrists. 

PT  Bill  Signed 

Senate  Bill  81,  legislation  introduced  by  Sena- 
tor Patricia  M.  Blevins  that  permits  physical 
therapists  to  treat  patients  without  physician 
referral,  was  signed  into  law  by  the  Governor 
on  July  16,  1993.  The  direct  access  proposal 
was  first  introduced  in  1983,  and  it  has  been 
before  every  General  Assembly  since  that  time. 
The  Society  was  successful  in  amending  the 
original  bill  to  limit  the  time  period  during 
which  a physical  therapist  may  treat  without 
medical  referral  to  30  days,  after  which  a phy- 
sician must  be  consulted.  Representative  Jane 
Maroney  sponsored  the  amendment. 

Another  successful  amendment  offered  by 
the  Society  and  sponsored  by  Senator  Richard 
Cordrey  permits  physicians  and  other  health 
professionals  to  perform  any.physical  or  thera- 
peutic modalities  within  the  scope  of  their  re- 
spective practices.  The  original  bill  stated  that 
“physical  therapy  treatment  of  any  individual 
shall  be  administered  only  by  a licensed  physi- 
cal therapist.” 


Optometric  Bill  Vetoed 

On  July  19, 1993,  the  Governor  returned  House 
Bill  153,  legislation  that  significantly  broadens 
the  scope  of  practice  of  optometry,  without  his 
signature.  House  Bill  153,  introduced  by  Rep- 
resentative David  H.  Ennis,  provides  that  the 
practice  of  optometry  shall  include  the  use  and 
prescription  of  pharmaceutical  agents  for  the 
diagnosis  and  treatment  of  ocular  disease  as 
well  as  the  removal  of  superficial  foreign  bodies 
from  the  human  eye  and  its  appendages  “and 
shall  include  the  utilization  of  any  method  or 
means  which  the  optometrist  is  educationally 
qualified  to  provide  as  established  and  approved 
by  the  Delaware  State  Board  of  Examiners  in 
optometry.”  According  to  the  bill,  it  does  not 
include  surgery  cr  the  use  of  prescription-con- 
trolled drugs. 

In  his  veto  message,  the  Governor  stated 
that  while  he  was  satisfied  that  many  optom- 
etrists may  be  sufficiently  educated  and  trained 
to  perform  under  the  expanded  definition  of  the 
practice  of  optometry,  he  was  “not  satisfied  that 
the  qualifications  necessary  to  practice  in  an 
expanded  field  are  required  under  existing  law 
or  are  adequately  addressed  by  House  Bill  No. 
153.”  The  Governor  said  it  was  his  hope  that 
the  issue  will  be  revisited  in  the  next  legislative 
session. 

The  bill  that  passed  included  an  amend- 
ment offered  by  Representative  William  A. 
Oberle,  Jr.,  that  required  any  disciplinary  ac- 
tion relating  to  the  use  and/or  prescription  of 
therapeutic  pharmaceutical  drugs  to  be  heard 
and  determined  by  the  Board  of  Medical  Prac- 
tice. 
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Nurse  Practitioner  Bill  Introduced 

House  Bill  274,  which  would  permit  advanced 
nurse  practitioners  to  diagnose  and  prescribe, 
was  introduced  in  mid-June.  Legislators  have 
indicated  that  over  the  break  they  expect  doc- 
tors and  nurses  to  meet  to  work  out  a mutually 
acceptable  bill  that  provides  for  an  expanded 
scope  of  practice  for  nurses  with  advanced  train- 
ing. 

Other  Legislation 

The  Medical  Society  of  Delaware  was  success- 
ful in  promoting  passage  of  House  Bill  278, 
legislation  introduced  by  Representative 
Maroney  that  permits  the  Delaware  Board  of 
Medical  Practice  to  share  information  with 
other  state  medical  licensure  bodies  but  still 
protect  confidential  information  from  becoming 
public  while  a case  is  under  investigation.  House 
Bill  278  passed  both  houses  and  has  now  been 
signed  into  law  by  the  Governor. 

The  Governor  has  also  signed  Senate  Bill 
142,  which  adds  mammographic  screening  as  a 
covered  insurance  benefit.  The  bill  was  spon- 
sored by  Senator  Herman  M.  Holloway,  Sr. 

Legislation  to  mandate  helmet  and  eye  pro- 
tection for  all  motorcyclists  in  Delaware  was 
introduced  by  Senator  Andrew  Knox  but  kept 


in  committee  by  Senator  Blevins,  Public  Safety 
Committee  Chairwoman. 

Legislation  that  passed  the  House  but  did 
not  come  up  for  a vote  in  the  Senate  included 
House  Bill  33,  the  Clean  Indoor  Act  introduced 
by  Representative  Roger  P.  Roy,  and  House  Bill 
123,  the  so-called  “Smokers’  Rights  Bill”  intro- 
duced by  Representative  Joseph  G.  Di  Pinto.  ; 

Other  legislation  introduced  in  1993  but  | 
not  enacted  includes:  Senate  Bill  78  (Blevins), 
the  Childhood  Lead  Poisoning  Prevention  Act; 
Senate  Bill  232  (Still),  to  establish  a Health  ; 
Services  Cost  Review  Commission;  House  Sub-  | 
stitute  1 for  House  Bill  7 (Oberle),  which  man-  ; 
dates  the  wearing  of  helmets  for  bicycle  riders  ' 
under  age  16 ; House  Substitute  1 for  House  Bill  ! 
45  (Maroney),  relating  to  protection  for  chil-  | 
dren  when  medical  care  is  withheld  to  allow  j 
spiritual  or  religious  healing;  House  Bill  138  i 
(Amick),  to  license  and  regulate  nutritionists;  t 
House  Bill  273  (Sorenson),  to  increase  fees  for 
radiation  facilities;  House  Bill  288  (Taylor),  to  | 
require  parental  notification  for  abortions  per-  ' 
formed  on  minors;  and  House  Bill  290  (Roy),  to  ! 
prohibit  physicians  from  owning  pharmacies.  | 

Bills  not  acted  upon  this  session  will  be  | 
carried  over  when  the  second  session  of  the  ; 
137th  General  Assembly  convenes  in  January  i 
1994.  For  further  information  or  copies  of  any 
of  the  above  legislation,  contact  the  office  of  the 
State  Medical  Society. 


Senate  Committees  House  Committees 


Admn  Srv 

Administrative  Services 

Ag 

Agriculture 

Ag 

Agriculture 

Approp 

Appropriations  (JFC) 

Banking 

Banking 

Corr 

Corrections 

C/C  Aff 

Community/County  Affairs 

Ec/DevB&I 

Economic  Development,  Banking 

Chld/Y/F 

Children  Youth  and  Families 

and  Insurance 

Corr 

Adult  and  Juvenile  Corrections 

Ed 

Education 

Drug  Abu 

Committee  to  Combat  Drug 

Env&NR 

Environment  and  Natural 

Abuse 

Resources 

Ed 

Education 

Ethics 

Ethics 

Energy 

Energy 

Haz  Wste 

Hazardous  Waste  Management 

Ethics 

Ethics 

Hse  Adm 

House  Administration 

Finance 

Finance  (JFC) 

Hsg&CA 

Housing  and  Community  Affairs 

Exec 

Executive 

Hum  Need 

Human  Needs  and  Development 

Hlth/SS 

Health  and  Social  Services/Aging 

Jud 

Judiciary 

Hwys&Tr 

Highways  and  Transportation 

L&HRMgt 

Labor  and  Human  Resource 

Ins&Elec 

Insurance  and  Elections 

Management 
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Senate  Committees  continued 


House  CommitteeB  continued 


Jud 
Labor 
Nat  Res 

PubSaf 

Rev 

Sml  Bus 
Sunset 


Judiciary 

Labor  and  Industrial  Relations 
Natural  Resources  and 

Environmental  Control 
Public  Safety 
Revenue  and  Taxation 
Small  Business 
Sunset 


PubSaf 
Rev  Fin 
Sm  Bus 
Subs  Abu 
Tr&Infra 


Public  Safety 
Revenue  and  Finance 
Small  Business 
Substance  Abuse 
Transportation  and 
Infrastructure 


MEDICAL  SOCIETY  OF  DELAWARE 

SUMMARY  OF  1993  HEALTH-RELATED  LEGISLATION  IN  DELAWARE  — FINAL  UPDATE 

Bills  of  special  significance  are  in  bold.  A complete  list  of  legislative  committees  is  at  the  end  of  the 
summary.  Note:  OOC  means  the  bill  has  been  voted  out  of  committee. 

SENATE  BILLS 


Bill 

SCR  12 

Subiect/Sponsor 

Recognizing  March  23,  1993,  as  National 
Diabetes  Alert  Day  (Marshall) 

MSD 
Position 
Not  reviewed 
(already  passed) 

Status 

Passed  Senate 
and  House 

SJR  17 

To  appoint  a task  force  to  study  the  high  rates 
of  cancer  in  Delaware  (Sharp) 

Support 

SIGNED  7/1/93 

SB  7 
SB  8 

To  ban  future  landfills  operated  by  private 
companies  (McBride) 

Delaware  Solid  Waste  Authority 
(McBride) 

Support 

Support 

Nat  Res 
Nat  Res 

SB  9 

To  amend  Coastal  Zone  Act  (McBride) 

Oppose 

Nat  Res 

SB  11 

Family  Care  Act  of  1993  (Marshall) 

No  position 

OOC  1/27/93 

SB  14 

To  permit  smoking  in  designated  areas  in  the 
prisons  (Torbert) 

Oppose 

OOC  1/27/93 

SB  17 

To  add  crime  of  continuous  sexual  abuse  of  a 
child  (Sokola) 

Support  concept 

Passed  Senate 
5/4/93  w/SA  2; 
OOC  5/19/93 

SB  23 

To  prohibit  a court  order  or  judgment  that 
conceals  a public  hazard  (McBride) 

Not  reviewed 

Senate  defeated 
3/24/93 

SB  25 

To  add  Sec.  of  Dept,  of  Children,  Youth  and 
Their  Families  as  ex  officio  member  of  the 
Delaware  Health  Care  Commission  (Sharp) 

No  position 

SIGNED  6/3/93 

SB  26 

Relating  to  Workmen’s  Compensation  insurance 
benefits  (Sharp/Oberle) 

Support 

SIGNED  7/8/93 
w/SAl-3,  HAl 
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SB  33 

To  establish  a class  of  environmental  felonies 
(McBride/Spence) 

Support 

Nat  Res 

SB  40 

To  eliminate  corporal  punishment  in  public 
schools  (Neal) 

Support 

Jud 

SB  42 

To  raise  the  Medicaid  eligibility  standards  for 
pregnant  women,  infants  and  children  (Holloway) 

Oppose 

(wait  for  Clinton 
proposal) 

Fin 

SB  43 

To  allocate  4 DIMER  slots  to  applicants  who 
commit  to  family  practice  in  DE  (Holloway) 

Oppose  bill;  address 
shortage  of  all 
primary  care 
physicians 

Laid  on  table 
4/6/93 

SB  46 

To  revise  the  law  relating  to  appointment  of 
guardians  for  disabled  persons  (Vaughn) 

No  position  on  SB  46; 
send  suggestions 
to  sponsor 

SIGNED  7/8/93 
w/SA  1,HA  1 

SB  51 

To  disallow  corporate  and  PAG  campaign 
contributions  (Hauge) 

Oppose 

Ins&Elec 

SB  68 

To  prohibit  blocking  access  to  reproductive 
health  services  clinics  (Knox) 

Support 

Hlth/SS 

SB  69 

To  require  judges  to  notify  defendants  in  certain 
sex  crimes  that  HIV  testing  is  available  (Sharp) 

Support  in  concept 

Passed  Senate 
5/4/93;  Hse  Jud 

SB  74 

To  direct  physicians  to  report  to  Board  of 
Health  any  health  care  provider  with 
hepatitis  or  HDV  where  there  is  a risk  of 
transmission  to  patients  (Holloway) 

Oppose 

mth/ss 

SB  78 

Childhood  Lead  Poisoning  Prevention  Act 
(Blevins) 

Opposed  original  bill; 
SA  2 addressed 
concerns 

Passed  Senate 
6/17/93  w/  SA 
1,2:  Hse  OOC 
6/24/93 

SB  81 

To  permit  physical  therapists  to  treat 
patients  without  physician  referral  (Blevins) 

Oppose 

SIGNED  7/16/93 
W/SA3,  HA  3 

SB  84 

To  prohibit  new  housing  in  areas  with  high  Support 

concentrations  of  cancer-causing  chemicals  (Connor) 

Hlth/SS 

SB  87 

To  require  residential  smoke  detectors  (Holloway) 

No  position 

Passed  Senate 
5/20/93w/SA3-9; 
Hse  Hsg&CA 

SB  88 

To  increase  penalties  for  chronic  environmental 
violators  (McBride) 

Support 

Nat  Res 

SB  106 

To  delay  proposed  waste  incinerator  (Torbert) 

Oppose  (inflexible 
timetable) 

Laid  on  table 
6/24/93 

SB  111 

To  regulate  adult  day  care  centers  (Blevins) 

Oppose  (unnecessary 
and  possibly  flawed 
bill) 

OOC  5/18/93 
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SB  123 

To  prohibit  drug  activity  in  or  near  public 
housing  projects  (Holloway) 

Oppose  (increase  all 
fines  not  just  in 
"pockets") 

Laid  on  table 
5/19/93 

SB  126 

To  revise  the  law  covering  the  Delaware 
Insurance  Authority  (Cordrey) 

Support 

SIGNED  6/30/93 
w/SAl,2 

SB  132 

Relating  to  refusal  to  submit  to  chemical  test 
(Venables) 

Support 

Passed  Senate 
6/2/93  w/SAl; 
Hse  OOC  6/16/93 

SB  137 

Relating  to  hazardous  wastes  (Venables) 

Support 

Nat  Res 

SB  141 

Requiring  Solid  Waste  Authority  to  conduct  an 
environmental  impact  study  (McBride) 

Support 

Nat  Res 

SB  142 

To  add  mammographic  screening  as  a 
covered  insurance  benefit  (Holloway) 

Support  except  for 
cost  limit 

SIGNED  7/16/93 

SB  145 

Relating  to  distance  requirements  for 
group  residential  facilities  (Marshall) 

Oppose 

Senate  defeated 
6/17/93 

SB  150 

To  prohibit  drug  activity  in  or  near  parks 
(Marshall) 

Oppose 

Stricken  6/22/93 

SB  153 

To  establish  a first  offenders  domestic  violence 
diversion  program  (Blevins) 

Support 

SIGNED  7/16/93 
w/SAl-2 

SB  154 

Relating  to  domestic  violence  (Blevins) 

Support 

Stricken  6/9/93 
See  SB  184 

SB  156 

To  create  a domestic  violence  coordinating 
council  (Blevins) 

Support 

SIGNED  7/16/93 
w/HA  1 

SB  171 

To  mandate  helmet  and  eye  protection  for 
all  motorcyclists  (Knos) 

Suppport 

Pub  Saf 

SB  184 

To  create  civil  penalties  for  domestic  violence 
(Blevins) 

Support 

SIGNED  7/16/93 
w/SAl,2,  HAl 

SB  192 

Relating  to  prosecution  of  health  care  providers 
for  sex  crimes  (Sokola) 

Recommend 

rewrite 

OOC  6/23/93 

SB  197 

Health  insurance  pooling  for  uninsurables  (Still) 

Not  yet  reviewed 

Ins&Elec 

SB  203 

To  regulate  use  of  pesticides  (Adams) 

Not  reviewed 

SIGNED  7/8/93 

SB  217 

To  add  parks  and  recreation  areas  to  list  of 
“drug-free  zones”  (Marshall) 

Not  reviewed 

Passed  Senate 
6/23/93  w/SA  1; 
Hse  OOC  6/24/93 

SB  232 

Providing  for  a Health  Services  Cost  Review 
Commission  (Still) 

Not  yet  reviewed 

Hlth/SS 

SB  250 

Relating  to  smoke  detectors  (Holloway) 

Not  reviewed 

SIGNED  7/8/93 
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HOUSE  BILLS 


HS  1 
for  HB  7 

To  mandate  helmets  for  bicycle  riders  under  16 
(Oberle) 

Support 

Defeated  6/23/93; 
Restored  6/28/93; 
Tabled  6/28/93 

HB  12 

To  remove  statute  of  limitations  for  certain 
sexual  offenses  involving  minors  (Oberle) 

Support  concept 
(questions  re- 
codification) 

Laid  on  table 
5/11/93 

HS  1 for 
HB  18 

Relating  to  absentee  ballots  for  the  physically 
disabled  (Quillen) 

Support 

SIGNED  6/11/93 

HB  19 

The  Public  Employee  Occupational  Safety  and 
Health  Act  (Oberle) 

Support  concept 

Approp 

HB  20 

Relating  to  Anabolic  Steroids  (Oberle/Amick) 

Support 

Passed  House 
3/23/93  w/HAl; 
Hse  Drug  Abu 

HB  22 

Relating  to  Controlled  Substance  Act 
(Oberle/Amick) 

Support 

Passed  House 
6/1/93  W/HA2; 
Sen  Jud 

HB  33 

The  Clean  Indoor  Air  Act  (Roy) 

Support 

Passed  House 
6/17/93; 

Sen  Hlth/SS 

HS  1 for 
HB  45 

Relating  to  protection  for  children  when 
medical  care  is  withheld  to  allow  spiritual  or 
religious  healing  (Maroney) 

Support 

Laid  on  table 
6/22/93 

HB  46 

To  collect  data  about  induced  termination 
of  pregnancy  (Davis) 

Oppose 

Hum  Need 

HB  52 

To  regulate  smoking  in  food  markets  (Roy) 

Support 

Hum  Need 

HB  54 

The  HIV  Testing  for  Insurance  Act  (Davis) 

Support 

Passed  House 
6/23/93  w/HAl; 
Sen  Ins&EIec 

HB56 

Senior  Citizens’  Medical  Expenses  Assistance 
Fund  (Plant) 

Not  support 

Rev  Fin 

HB  63 

To  change  age  requirements  for  attendance 
in  public  schools  (Maroney) 

Support 

SIGNED  5/20/93 

HB  71 

To  use  part  of  lottery  receipts  for  the  elderly 
(Jonkiert) 

Not  support;  recom- 
mend use  of  Health 
Delaware  2000  for 
budget  process 

Rev  Fin 

HS  1 for 
HB  72 

Boating  Safety  Education  Act  (Schroeder) 

Support 

SIGNED  6/30/93 

HB  80 

Drug/alcohol  testing  of  students  (Spence) 

Support 

Ed 
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HB  81 

Possession  of  deadly  weapons  on  or  near  school 
property  (Spence) 

Support 

OOC  House 
4/28/93 

HB  82 

Relating  to  expulsion  of  students  (Spence) 

Support 

Passed  House 
6/23/93;  Sen  Ed 

HB  83 

To  permit  random  drug/alcohol  testing  of 
employees  (Spence) 

Not  support 

Ed 

HB  84 

Parental  responsibility  for  unlawful  acts  of 
minors (Spence) 

Support 

Laid  on  table 
6/15/93 

HB  85 

Discipline  powers,  reporting  requirements  and 
responsibilities  of  superintendents,  principals 
and  teachers  (Spence) 

Support 

SIGNED  7/9/93 
w/HAl,HA2w 
HAl,  HA3 

HB  98 

To  expand  Medicaid  income  eligibility  for 
nursing  home  care  (West) 

Support 

Approp 

HB  99 

To  provide  tax  credit  for  home  health  expenses 
for  the  elderly  and  the  handicapped  (West) 

Support  but  define 
home  health  expenses 

Rev  Fin 

HB  102 

To  prohibit  distribution  of  free  cigarettes 
(Roy) 

Support 

Passed  House 
6/9/93;  Sen  Hlth/ 
SS 

HB  113 

Relating  to  HIV  children  and  day-care  services 
(Amick) 

Oppose 

Hum  Need 

HB  122 

Driving  restrictions  for  drug  offenders  (Taylor) 

Support 

Tr&Infra 

HB  123 

The  “Smokers’  Rights”  Bill  (DiPinto) 

Oppose 

Passed  House 
W/HA2  6/17/93; 
Sen  Hlth/SS 

HB  124 

To  require  health  insurance  coverage  for 
chiropractic  services  (Roy) 

No  action 

SIGNED  7/16/93 
w/HAl 

HB  138 

To  license  and  regulate  nutritionists 
(Amick) 

Support  licensure 
under  the  Board 
of  Medical  Practice 

Hum  Need 

HB  147 

To  increase  penalty  for  an  assault  that  results 
in  the  death  of  a fetus  (Davis) 

Oppose  (cannot 
prove  cause 
and  effect) 

Stricken  5/6/93 
See  HB  194 

HB  153 

Relating  to  the  definition  of  optometry 
and  use  of  certain  drugs  for  treatment  of 
eye  disease  (D.  Ennis) 

Oppose 

VETOED 
7/19/93(w 
HAl, 3) 

HB  157 

To  designate  “drug  free”  communities  (Petrilli) 

Oppose  (increase 
all  fines  not  just 
in  “pockets”) 

Subs  Abu 

HB  158 

Wellhead  Protection  Program  (Davis) 

Support 

OOC  5/5/93 

HB  159 

To  add  the  new  sex  crime  of  bestiality  (Oberle) 

Support 

SIGNED  7/6/93 

w/HA  1 
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HB  160 

Relating  to  nursing  (Amick) 

Oppose  original 
bill;amended  bill 
acceptable 

Passed  House 
6/28/93  w/HAl; 
Sen  OOC  6/30/93 

HB  171 

Relating  to  prosecution  of  health  care  providers 
for  sex  crimes  (Brady) 

Oppose  (recommend 
re-write  of  bill) 

Passed  House 
6/30/93  w/HAl 

HB  177 

To  extend  Family  Court  jurisdiction  over 
juvenile  offenders  (Gilligan) 

Support 

SIGNED  7/6/93 
w/HA2,3 

HB  178 

To  amend  law  relating  to  sale  of  counterfeit 
controlled  substances  (Gilligan) 

No  position 

Passed  House 
6/30/93 

HS  1 for 
HB  180 

Relating  to  smoke  detectors  (Lee) 

No  position 

Passed  House 
6/10/93;  HseOOC 
6/28/93 

HB  194 

To  increase  penalty  for  assault  that  causes 
a miscarriage  (Davis) 

Oppose;  cannot  prove 
cause  and  effect 
(same  as  HB  147) 

OOC  5/19/93 

HB  195 

To  lower  BAG  to  convict  for  DUI  from 
.1  to  .02%  for  those  under  21  (Davis) 

Support 

Pub  Saf 

HB  198 

Relating  to  blood  specimen  testing  for  DNA 
analysis  (Brady) 

Oppose  (support 
testing  within 
Forensic  Sciences 
Laboratory) 

Stricken  6/17/93 
See  HB  331 

HB  226 

To  provide  that  physical  therapy  shall  not 
include  the  performance  of  EMGs  (Maroney) 

Support 

Hum  Need 

HB  227 

To  provide  that  physical  therapy  shall  not 
include  adjustive  manipulation  (Maroney) 

Support 

Hum  Need 

HB  228 

Relating  to  child  welfare  and  placement  of 
dependent  children  (Maroney) 

Support 

Passed  House 
6/23/93;  Chld/Y/F 

HB  235 

Relating  to  fees  and  taxes  imposed  to  fund  the 
clean-up  of  hazardous  substances  (Mack) 

No  position 

SIGNED  7/12/93 
w/HAl,  SA1,3 

HB  237 

Relating  to  improper  practice  of  physical 
therapy  (Maroney) 

Support 

Hum  Need 

HB  273 

To  increase  fees  for  radiation  facilities 
(Sorenson) 

Not  yet  reviewed 

Rev  Fin 

HB  274 

To  allow  advanced  practice  nurses  to 
diagnose  and  prescribe  (Maroney) 

Oppose 

Hum  Need 

HB  278 

To  allow  the  Board  of  Medical  Practice  to 
share  information  with  other  boards 
(Maroney) 

Support 

SIGNED  7/12/93 

HB  283 

To  permit  physicians  to  employ  a physical 
therapist  (Maroney) 

Support 

Hse  Adm 

592 


Del  Med  Jrl,  September  1993,  Vol  65,  No  9 


Special  Report 


HB  284 

To  permit  physicians  to  perform  physical  therapy 
within  the  scope  of  their  practice  (Maroney) 

Support 

Hse  Adm 

HB  288 

To  require  notice  to  a parent  or  legal  guardian 
before  a minor  has  an  abortion  (Taylor) 

Not  yet  reviewed 

Pub  Saf 

HB  290 

To  prohibit  physicians  from  owning  pharmacies 
(Roy) 

Not  yet  reviewed 

Hse  Adm 

HB  292 

Relating  to  notification  of  emergency  care 
providers  exposed  to  communicable  diseases 
(B.Ennis) 

Not  reviewed 

SIGNED  7/8/93 

HB  293 

To  move  office  of  paramedic  services  from  Div. 
of  Public  Health  to  Dept,  of  Public  Safety 
(Van  Sant) 

Not  yet  reviewed 

Laid  on  table 
6/30/93 

HB  295 

To  require  registration  of  convicted  sexual 
offenders  (Holloway) 

Not  yet  reviewed 

Passed  House 
6/30/93 

HB  318 

To  establish  a DNA  data  base  (Brady) 

Not  yet  reviewed 

Jud 

HB  331 

To  establish  a Del.  Health  Resources  Authority 
to  conduct  the  CON  program  (Maroney) 

Not  yet  reviewed 

Hum  Needs 

HB  333 

To  increase  penalty  for  assault  in  the  first 
degree  if  the  victim  is  pregnant  (Amick) 

Not  yet  reviewed 

Jud 

"^Cctofic^  ^o^ten  Tiocu^ 

There  are  still  1992-1993  pictorial  rosters  available  for 
purchase  by  MSD  members  and  nonmembers. 

The  Roster  Includes: 

^ physicians'  addresses,  phone  numbers  and  fax  numbers 
^ photographs  of  physicians 

> specialties 

4^  medical  school 

> 6-month  update 

To  purchase  a roster,  please  call  the  Society  at  658-7596  or  (800)  348-6800 
(Kent  & Sussex  Counties).  Staff  members  will  forward  an  order  form  to  you. 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  eleven  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

— High-field  MRI 

“ MR  Angiography  (Superior  1 .5  Tesla  image  quality) 

— — “ Nuclear  diagnostic  studies  and  SPECT  imaging 

— CT  Scan 

” Low-dose  mammography 
OB  and  general  ultrasound , Color  Doppler  ultrasound 
— Fluoroscopy 

General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  acquired  special  Phased  Array  Coils  which  enable 
higher  resolution  imaging  of  any  body  part. 

Our  eleven  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting 
via  fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Linden  Radiology  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 
Linden  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 992-0108 
Brandywine  Imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Sports  Medicine  Center  3105  Limestone  Road  • Wilmington  • 633-4400 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 


I SPECIAL  REPORT 


Testimony  on  Health  Care  Reform 
to  the  Delaware  Health  Care  Commission 


In  recent  discussions  with  Governor  Carper  regarding  health-related  legislation  passed  by  the  General 
' Assembly,  it  was  quite  clear  that  a vacuum  currently  exists  in  our  state  with  respect  to  reforming  our  health 
care  system.  Although  the  Delaware  Health  Care  Commission  has  just  completed  a series  of  public  hearing 
and  has  a stated  target  date  of  March  1994  to  present  its  reform  plan  to  the  Governor,  some  observers  of  the 
Commission  believe  the  Commission  could  benefit  from  the  Medical  Society’s  direction  in  this  regard. 

Consequently,  I believe  that  the  Medical  Society  should  attempt  to  fill  this  vacuum  by  the  development  of 
' a health  reform  plan  for  Delaware.  To  accomplish  this,  I convened  the  Ad  Hoc  Committee  formed  to  review 
the  yet  to  be  released  Clinton  plan.  At  Delaware  Medical  Journal  press  time,  the  committee  has  met  three  times 
: and  has  adopted  a set  of  health  reform  principles  from  which  our  plan  will  be  developed.  The  following 
testimony  gi  ven  to  the  Delaware  Health  Care  Commission  at  a public  hearing  on  July  6, 1993,  formed  the  basis 
of  the  committee's  work  in  this  regard.  Assuming  this  ambitious  project  stays  on  track,  we  plan  to  publish  the 
Society's  reform  plan  in  the  October  issue  of  the  Delaware  Medical  Journal. 

Stephen  R.  Permut,  M.D. 

President 


Introduction 

I The  Medical  Society  of  Delaware  believes  our 
nation’s  system  of  providing  health  care  cover- 
1 age  for  its  citizens  must  be  reformed;  the  status 
I quo  is  simply  not  acceptable.  Better  methods 
must  be  developed  to  control  health  care  costs, 
and  health  insurance  must  be  extended  to  the 
millions  of  Americans  who  now  lack  coverage. 

' Only  through  meaningful  reform  will  we  be 
able  to  ensure  that  every  American  has  access 
: to  health  coverage  for  basic,  necessary  care, 
and  that  such  care  is  delivered  in  the  most 
1 appropriate,  cost  effective  manner. 

While  the  politicians  and  policy  pundits  in 
I Washington  would  lead  us  to  believe  that  the 
health  care  system  in  America  is  in  a state  of 
; crisis,  denying  care  to  millions  of  people,  we 
I know  this  is  simply  not  true.  Those  without 
insurance  or  means  to  pay  do  receive  care, 

: albeit  in  inappropriate,  costly  settings. 

Far  too  many  Americans,  however,  are  de- 
! nied  access  to  health  insurance  coverage  and 


health  care  in  appropriate  settings.  Universal 
access  to  health  insurance  coverage  must,  there- 
fore, become  the  guiding  principle  upon  which 
we  base  our  efforts  to  reform  the  health  care 
system.  The  Medical  Society  does  not  wish  to 
propose  a health  care  reform  plan,  per  se,  but 
rather  enumerate  the  principles  of  health  care 
reform  which  we  deem  essential  to  any  health 
care  reform  proposal. 

Principles  of  Health  Care  Reform 

1.  Universal  Access  to  Health  Insurance 
Coverage  and  Health  Care  in  Appro- 
priate Settings 

The  Medical  Society  of  Delaware  believes 
that  all  Americans,  regardless  of  income, 
should  be  guaranteed  affordable  health  in- 
surance coverage.  While  it  is  beyond  the 
scope  of  this  document  to  set  forth  a plan  of 
financing  universal  health  insurance  cov- 
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erage,  the  Medical  Society  would  propose 
consideration  be  given  to  creating  incen- 
tives for  all  employers  to  provide  insurance 
for  all  employees  and  their  dependents, 
including  coverage  for  basic  hospital,  phy- 
sician, preventive,  diagnostic,  prenatal, 
post-natal  and  well  baby  care  services.  Em- 
ployees could  be  given  the  option  of  choos- 
ing a higher  level  benefit  plan,  but  would  be 
taxed  on  benefits  in  excess  of  the  basic 
coverage.  The  Medicaid  program  should  be 
restructured  and  expanded  to  cover  every- 
one below  the  poverty  level,  along  with  the 
creation  of  high-risk  pools  to  make  cover- 
age available  to  those  who  remain  uninsured 
and  uninsurable.  In  summary,  all  Americans 
should  have  access  to  insurance  coverage 
through  either  employer  or  government  pro- 
grams. In  so  doing,  virtually  every  American 
would  have  access  to  affordable  health  insur- 
ance coverage,  which  would  serve  to  ebmi- 
nate  the  problem  of  the  uninsured  seeking 
care  in  inappropriate  and  inefficient  settings. 

2.  Insurance  Market  Reforms 

The  Medical  Society  believes  that  the  in- 
surance industry  must  return  to  its  original 
concept  of  rating  insurance  premiums  based 
on  community  experience.  In  addition  to 
community  rating,  the  ERISA  exemption 
for  large  corporations  should  be  rescinded 
in  order  to  add  employees  and  dependents 
from  large  corporations  to  the  community 
pool.  Also,  limitations  on  pre-existing  con- 
ditions should  be  eliminated  so  that  insur- 
ance companies  can  no  longer  refuse  to  pay 
for  certain  types  of  care  if  an  individual  has 
a medical  condition  before  he  or  she  has 
applied  for  coverage. 

3.  Freedom  of  Choice 

The  Medical  Society  firmly  believes  that 
any  health  system  reform  plan  to  be  en- 
acted should  allow  patients  to  maintain 
existing  physician  relationships.  Poll  data 
shows,  by  a wide  margin,  the  public  does 
not  want  to  be  forced  to  change  physicians. 
Patients  should  have  the  option  of  choosing 
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among  competitive  insurance  products,  andi 
the  ability  to  personally  select  a treating 
physician  should  be  retained.  ^ 

4.  Professional  Liability  Reform 

Virtually  everyone  in  the  health  reform 
debate  today  agrees  that  a major  factor 
responsible  for  high  health  care  costs  is  our 
system  of  litigating  professional  liability 
suits.  Arecent  independent  study  by  Lewin- 
VHI  projected  $36  billion  in  savings  in  de- 
fensive medicine  costs  over  five  years  if 
comprehensive  national  medical  liability 
reforms  are  enacted.  Only  43  percent  of 
every  dollar  spent  on  medical  liability  liti-1 
gation  reaches  injured  patients  as  compen- 
sation according  to  estimates  by  the  Rand 
Corporation.  Further,  almost  half  of  all 
medical  liability  insurers’  defense  costs  are 
spent  defending  cases  that  are  ultimately 
closed  without  any  compensation  paid  to 
the  claimant.  While  tort  reform  has  occurred 
throughout  the  country  on  a piece-meal  basis 
yieldingvaryingdegrees  of  success,  the  Medi- 
cal Society  of  Delaware  believes  that  uniform  ! 
standards  for  professional  liability  reform  j 
should  be  enacted  at  the  federal  level.  Such 
standards  would  include:  $250,000  cap  on  I 
noneconomic  damages;  periodic  payments 
for  awards  in  excess  of  $100,000;  elimina- 
tion of  the  joint  and  several  liability  rule; 
and  limiting  plaintiff  attorney  fees  through 
a sliding  scale.  In  addition,  the  Society  ; 
favors  state  or  federal  grants  to  fund  dem- 
onstration projects  in  alternative  dispute  j 
resolution  mechanisms  to  resolve  medical 
liability  claims  outside  the  tort  system. 

5.  Antitrust  Relief  to  Allow  Vertical 
Integration 

In  an  environment  of  increased  competi- 
tion  in  the  health  care  system,  antitrust 
laws  prohibiting  physicians  from  discharg-  i 
ing  their  duty  to  the  public  through  per-  I 
forming  stringent  peer  review  of  excessive  i 
fee  practices  must  be  relaxed.  Further,  a : 
system  of  managed  competition  assumes  | 
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that  negotiations  must  take  place  on  the 
basis  of  price  to  create  an  environment  in 
which  the  most  cost  effective  delivery  sys- 
tems are  advanced.  Physicians  must  be 
given  the  latitude  by  law  to  formally  nego- 
tiate with  health  care  delivery  systems  on 
the  basis  of  price  and  range  of  services. 
This,  too,  would  require  changes  in  the 
current  antitrust  laws.  Such  relief  from 
antitrust  would  allow  for  vertical  integra- 
tion within  the  health  care  delivery  system 
in  such  a way  to  promote  the  creation  of  cost 
effective,  competitive  health  care  delivery 
organizations. 

6.  Macro  vs.  Micro  Patient  Management 

Health  insurance  companies  (managed  care 
organizations,  in  particular)  have,  tradi- 
tionally, engaged  in  the  micro  management 
of  patient  care  provided  by  physicians.  This 
results  in  nonphysicians  constantly  ques- 
tioning patient  care  decisions  based  upon 
computer  data  rather  than  bed-side  evalu- 
ation. Currently,  practice  parameters  and 
medical  outcomes  research  projects  are  be- 
ing conducted  by  physician  organizations 
around  the  country  for  the  purpose  of  estab- 
lishing standards  of  care  necessary  to  pre- 
serve quality  and  improve  the  value  of 
health  care  services  provided  to  patients. 
Macro  management  of  patient  care,  rather 
than  micro  management,  is  needed  to  en- 
sure that  bureaucratic  review  of  individual 
treatment  decisions  does  not  supplant  phy- 
sician judgement  in  conformance  with  pro- 
fessionally developed,  recognized  standards. 
The  creation  of  a uniform  clinical  data  base 
is  key  to  the  development  of  such  standards 
and  should  be  encouraged  through  the  fund- 
ing of  demonstration  projects  and  research 
grants. 

)7.  Administrative  SimpliHcation 

Excessive  federal  regulations  and  varying 
requirements  by  third-party  payers  have 
increased  the  cost  of  providing  health  care 
in  our  country.  Each  private  insurer  and 
government  program  issues  its  own  insur- 
ance claim  form  along  with  conflicting  rules 
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and  requirements.  Computer  technology 
currently  exists  through  the  use  of  elec- 
tronic “smart  cards”  for  the  electronic  sub- 
mission of  claims  data  to  eliminate  such 
burdensome  administrative  requirements. 
Further,  the  standardization  of  claims  re- 
quirements across  all  payers  is  needed, 
along  with  a standardized  format  for  elec- 
tronic claims  processing.  The  Medical  Soci- 
ety of  Delaware,  in  cooperation  with  the 
American  Medical  Association,  has  been  at 
the  forefront  of  developing  a program  for 
determining  the  feasibility  of  a medical 
society- sponsored  initiative  to  encourage 
all  physicians  to  electronically  communi- 
cate claims  and  patient  information.  The 
Delaware  Health  Care  Commission  should 
become  a partner  in  this  process  and  assist 
in  bringing  together  the  insurers,  major 
employers  and  providers  of  health  care  ser- 
vices to  collaborate  in  a demonstration 
project  for  facilitating  the  use  of  existing 
computer  technology  to  accomplish  admin- 
istrative simplification,  and  thereby,  lower 
overall  health  care  costs. 

Conclusion 

As  stated  above,  the  Medical  Society  of  Dela- 
ware is  in  full  agreement  that  health  insurance 
coverage  must  be  provided  to  the  approximately 
13  percent  of  our  population  currently  lacking 
such  coverage.  The  status  quo  is  simply  not 
acceptable,  and  meaningful  reform  must  take 
place.  The  principles  of  health  care  reform  set 
forth  above  should  be  reviewed  as  criteria 
against  which  health  reform  proposals  can  be 
evaluated.  The  Medical  Society  of  Delaware 
believes  these  principles  are  essential  elements 
to  be  incorporated  in  any  health  care  reform 
plan,  whether  it  is  initiated  on  the  federal  or 
state  levels. 

On  behalf  of  the  members  of  the  Medical 
Society  of  Delaware,  I would  like  to  thank  you 
for  the  opportunity  to  present  these  principles 
of  health  care  reform . 1 1 ook  forward  to  a further 
exchange  of  ideas,  concerns  and  recommenda- 
tions, as  we  jointly  participate  in  resolving  this 
issue  of  considerable  magnitude  and  vital  con- 
cern to  the  health  and  well  being  of  the  citizens 
of  our  state. 
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> 1993  Poe  & Brown,  Ir 


When  you  select  the  Physicians  Protector  Plan®  from 
CNA  Insurance  Companies  for  malpractice  protection, 
you  get  four  extra  opportunities  to  save  money. 

• Attend  a loss-control  seminar  and  save  5%  a year 
for  three  years. 

• Stay  with  the  plan  five  years  for  a 5%  credit. 

(Stay  with  the  plan  10  years  and  tail  coverage  is  free 
when  you  retire...  regardless  of  your  age.) 

• Join  us  your  first  year  out  of  school  and  save  75%. 
Save  50%  your  second  year,  25%  your  third. 


CVA 

For  All  the  Commitments  You  Make® 


• Group  practice  members  may  be  eligible  to  receive; 

substantial  ctedits.  ^ | 

To  find  out  how  you  can  benefit  from  the  Physician; 
Protector  Plan,  contact  your  independent  agent,  or  give!  | 
us  a call.  i 


1-800-352-9218 

PHVnplaiis 


The  Physicians  Protector  Plan®  is  a trademark  of  Poe  & Brown,  Inc. . Tampa.  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


EDITORIAL 


Post  Hoc 


One  of  the  oldest  recognized  fallacies  of  logic  goes 
by  the  name  of post  hoc  reasoning.  The  full  name 
is  post  hoc,  ergo  propter  hoc  — or,  in  English, 
“following  which,  therefore  because  of  which.” 
The  fallacy  of  course  is  that  just  because  two 
things  are  associated  does  not  mean  they  are 
causally  related.  One  would  think  that  after  thou- 
sands of  years  of  human  recognition  that  this  is  a 
fallacy,  we  would  have  readjusted  our  thinking  to 
make  allowance  for  this,  but  we  haven’t.  It  is  so 
universal  and  predictable  that  it  seems  to  me  it 
must  be  programmed  into  our  brain  circuitry. 

We  need  to  constantly  remind  ourselves  that 
just  because  two  things  are  correlated  does  not 
mean  one  is  due  to  the  other.  In  truth  they  may 
both  be  caused  by  a third  factor  that  at  present  is 
still  unrecognized.  Or  more  often  itis  pure  chance. 

We  are  all  used  to  this  fallacy  of  reasoning 
when  it  comes  to  financial  markets.  Nobody  ever 
says  that  the  stock  market  will  drop  tomorrow  or 
next  week  because  el  niho  is  two  degrees  warmer 
today.  But  after  the  market  drops,  all  will  agree 
that  el  nino  caused  the  floods  in  the  midwest 
which  caused  a rise  in  grain  futures  and  pork 
bellies,  and  the  market  feared  that  would  set  off  a 
new  round  of  inflation.  Or  is  it  deflation?  Some 
convoluted  reasoning  like  that.  Most  of  us  recog- 
nize this  as  Monday  morning  quarterbacking. 
But  when  someone  commits  suicide,  the  media 
always  looks  for  “ the  reason.”  Then  they  learn 
that  he  lost  his  job,  or  his  girlfriend,  and  this  is 
accepted  as  “the  reason.”  Come  on!  Would  you 
commit  suicide  for  that  reason?  Or  for  any  other 
realistic  reason,  for  that  matter?  Of  course  not. 
The  real  reason  is  probably  that  the  person  is 
psychotic,  at  least  temporarily. 

As  physicians  we  have  a fair  amount  of  scien- 
tific background.  We  were  trained  to  observe 
carefully,  make  hypotheses  and  test  them  against 
reality.  We  pride  ourselves  on  our  logical  think- 
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ing,  yet  we  fall  into  that  same  old  post  hoc  trap 
every  day  of  the  week.  Pick  up  any  scientific 
journal  and  you  fi  nd  as  many  examples  of  it  as  you 
do  in  the  daily  newspaper.  Someone  correlates 
cancer  incidence  with  asparagas  or  aspartame, 
and  right  away  people  start  eliminating  it  from 
their  diet — or  adding  it,  as  the  case  may  be.  “Eat 
lot  of  cauliflower  and  live.”  And  the  newspapers 
play  right  along  with  it.  They  love  it.  The  head- 
lines proclaim  “100  percent  increase  in  thyroid 
cancer  if  you  have  radon  in  your  basement,”  but 
neglect  to  mention  that  an  increase  from  one  case 
per  100,000  to  two  cases  per  100,000  is  a 100 
percent  increase.  The  presumption  is,  of  course, 
that  the  one  developed  because  of  the  other.  Tve 
lost  track  of  whether  we  have  too  much  ozone  or 
too  little.  I guess  it’s  too  much  at  ground  level,  and 
too  little  in  the  stratosphere,  a distribution  prob- 
lem. Take  your  choice,  lung  disease  or  skin  can- 
cer. 

We  need  to  be  more  skeptical  of  association 
meaning  causation.  Sometimes  it  does,  but  very 
often  it  does  not.  All  new  remedies  cause  improve- 
ment in  60  percent  of  patients,  from  nicotine 
patch  to  acupuncture.  Beware  a 60  percent  re- 
sponse and  look  our  for  statistics  given  in  percent- 
ages instead  of  real  numbers.  But  most  of  all,  look 
out  for  post  hoc. 

E.  Wayne  Martz,  M.D. 

Editor 

An  example  of  post  hoc  from  another  medical 
society  newsletter. 

Despite  an  overall  decline  in  U.S.  death  rates 
since  1960,  low  income  and  poorly  educated  Ameri- 
cans still  die  at  significantly  higher  rates  than 
weathier  individuals  or  those  with  higher  educa- 
tion levels. 
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Editorial 


A pair  of  studies  in  the  July  8 New  England 
Journal  of  Medicine  show  that  the  gap  in  death 
rates  between  the  two  groups  is  widening  and  is 
larger  than  the  disparities  tied  to  other  risk 
factors,  including  cigarette  smoking. 

In  one  study,  HHS'  National  Center  for 
Health  Statistics  compared  1960  and  1986  death 
rates  for  persons  25  years  of  age  and  older,  and 
found  that  the  link  between  low  socioeconomic 
status  and  poor  health  “persisted”  and  got  stron- 
ger. 

In  1986,  for  example,  Americans  with  a 
yearly  income  of  less  than  $9,000  had  a death 
rate  three  to  seven  times  higher  than  those 
with  annual  incomes  of  at  least  $25,000.  Ameri- 
cans without  a high  school  degree  had  a death 
rate  two  to  three  times  higher  than  that  of 
college  graduates. 

In  a separate  study,  researchers  found  that 
education  level  had  a “substantially  stronger” 
tie  to  total  life  expectancy  among  a group  of 
older  Americans  than  did  rac6. 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 
Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Opjerated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 
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Physician's  Office 
Opportunities  In 
New  Castle  County 

North  Wilmington 
Riverside  Medical  Arts  Complex,  700  Lea 
Blvd.  Medical  office  condominiums  from  700 
square  feet  for  sale  or  lease. 

Brandywine  Hundred 
Health  Care  Center  at  Brandywine,  1401  Foulk 
Road.  Turn-key  offices  from  1,000  to  20,000 
square  feet  for  immediate  sublease. 

Metroform  Area 

Omega  Professional  Center.  First  floor,  1,575- 
square-foot  office  for  sale  or  lease. 

WlLMlWciTON  1 

Gilpin  Medical  Center,  1021  Gilpin  Avenue. 
1 ,379-square-foot  medical  office  condominium 
for  immediate  sale  Or  lease. 

Wilmington 

The  Devon,  2401  Pennsylvania  Avenue.  1,900- 
square-foot  office  for  sale  or  lease;  may  be 
combined  with  another  unit  for  3,000  square 
feet. 

Route  4 

Panzer  Medical  Building.  1,500-square-foot 
medical  office  for  lease;  available  in  Novem- 
ber 1993. 

For  more  information  on  these 
opportunities  and  others,  please  contact: 
Ken  J.  Musi,  Medical  Office  Specialist, 
at  (302)  429-7200 


PfiTTERSON 

SGHVIHRIZ 


COMMERCIAL  PROPERTIES 

Suite  217, 1003  Delaware  Ave. 
Wilmington,  DE  19806 
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Michael  J.  Axe,  M.D.  William  A.  Newcomb,  M.D.  David  T.  Sowa,  M.D. 

Stephen  L.  Hershey,  M.D.  Brent  R.  Noyes,  M.D.  Robert  A.  Steele,  M.D. 

are  pleased  to  announce  that 

BRUCE  J.  RUDIN , M.D. 

has  joined 

WILMINGTON  ORTHOPAEDIC  CONSULTANTS,  P.A. 
Fellowship  Trained  in  Surgery  of  the  Spine 

Medical  Arts  Pavilion  Pike  Creek  Sports  Medicine  Center 

Suite  225  Suite  105 

4745  Ogletown-Stanton  Road  3105  Limestone  Road 

Newark,  DE  19713  Wilmington,  DE  19808 

(302)  731-2888  (302)  633-3500 

Office  Hours  By  Appointment 


WILMINGTON  ORTHOPAEDIC  CONSULTANTS,  RA 
IS  PLEASED  TO  ANNOUNCE  THE  OPENING  OE 

O SPINE 
QCARE 

k_J  DELAWARE 

Specializing  in  Medical  and  Operative  Treatment 

OF  THE  Adult  Spine 


Medical  Arts  Pavilion 
Suite  225 

4745  Ogletown-Stanton  Road 
Newark,  DE  19713 
(302)  731-2888 


Pike  Creek  Sports  Medicine  Center 
Suite  105 

3105  Limestone  Road 
Wilmington,  DE  19808 
(302)  633-3500 


OFFICE  HOURS  BY  APPOINTMENT 
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WOMENS  IMAGING  CENTED 


OF  DELAWARE 


MAMMOGRAPHY 


OB-GYN,  ABDOMINAL  AND  BREAST  ULTRASOUND 
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BREAST  ASPIRATION  OF  SOLID  AND  CYSTIC  MASSES 
UNDER  ULTRASONIC  GUIDANCE 
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LETTERS  TO  THE  EDITOR 


The  Lament  of  Our  Times:  Health  Care  Crisis 


The  President’s  Page  written  by  Dr.  Stephen 
Permut  in  the  July  1993  issue  of  the  Delaware 
Medical  Journal,  titled  “What  Is  the  Best  Health 
Care  System  for  the  United  States  ?”  laments  the 
need  to  inquire  of  our  patients  and  the  public  at 
large  their  feelings  about  access  to  health  care  not 
only  about  cost  which  has  been  the  major  focus  by 
all  the  major  parties  involved.  The  needs  of  our 
patients  should  be  addressed  in  this  major  shift 
that  is  being  contemplated  by  the  task  force  under 
the  head  of  Mrs.  Rodham  Clinton. 

The  lament  goes  further:  the  physician  does 
care  about  delivery  of  care  to  his  patient  and  this 
is  interrupted.  The  respected  and  time-honored 
patient-doctor  relationship  has  been  eroded.  This 
needs  investigation  and  bolstering.  This  erosion 
iis  the  result  of  third-party  intrusion  under  the 
Jguise  of  payment  for  services  rendered  with  the 
ipatient  and  the  physician  not  remaining  cost 
; conscious.  Precertification  of  treatment  and  doc- 
itor  direction  by  limiting  care  by  the  physicians 
|who  have  accepted  the  carriers'  fee  schedule  has 
limited  patient  selection  of  their  doctor.  Further 
limitation  occurs  periodically  with  carrier  selec- 
tion by  the  employer  who  negotiates  a new  policy 
for  his  employees  under  the  banner  of  cost  reduc- 
tion for  the  company  due  to  market  competition 
for  the  product  manufactured.  The  physician  is 
further  hampered  by  codes,  reimbursement  sched- 
ules and  the  delaying  tactic  of  calling  the  800 
number  to  obtain  pre certification  from  an  indi- 
vidual who  may  not  be  knowledgeable.  These 
factors  have  strained  the  relationship  and  cer- 
itainly  have  added  to  the  malpractice  crisis  and 
j upset  the  cost  of  care.  These  factors  are  basic  to 
I maintaining  and  to  understanding  quality  of  care 
jwith  cost  consciousness. 
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To  date,  methods  to  reform  the  system  have 
bee  n directed  towards  ( 1 ) m ai  ntai  ning  our  pre  sent 
system  by  containing  costs  and  extending  cover- 
age benefits;  (2)  replacing  the  existing  system 
with  a national  health  insurance  in  which  the 
government  is  responsible  both  to  cover  all  medi- 
cal expenses  and  limit  spending;  or  (3)  have 
employers  be  responsible  for  health  insurance 
utilizing  multiple  carriers  for  their  employees 
and  government  be  responsible  for  all  the  unem- 
ployed. These  different  systems  or  variations  of 
same  do  not  allow  the  individuals  to  control  their 
own  destiny  or  accept  responsibility  for  their 
actions  or  desires  and  wishes. 

A fourth  method  needs  to  be  investigated, 
with  the  patient  taking  full  responsibility,  and 
with  private  insurance  and  government  assisting 
the  unable  in  obtaining  this  insurance.  The  pa- 
tient would  purchase  coverage  as  his  needs  and 
ability  dictates.  Market  forces  would  determine 
the  cost  of  medical  care,  and  the  patient  will 
determine  what  services  he  wishes  and  at  what 
cost  to  himself.  There  will  be  no  need  for  rationing 
of  services.  The  patient  will  determine  what  he 
wants  if  he  is  able  to  pay  for  that  service.  The 
patient  knows  exactly  what  it  costs  for  treatment 
and  will  not  make  demands  beyond  what  his 
pocketbook  can  pay.  The  physician  is  reimbursed 
fully  by  the  patient.  A frank  discussion  between 
the  patient  and  physician  will  determine  the 
charge  for  services.  The  physician  will  be  no  part 
of  the  insurance  coverage,  thus  removing  the 
direct  third-party  payment  for  services  rendered. 

This  approach  will  stop  the  escalating  cost  of 
medicine  and  allow  patient  and  doctor  to  function 
as  a true  partnership  in  the  delivery  of  care. 

Joseph  A Arminio,  M.D. 
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Letters  to  the  Editor 


Registered  Limited  Liability 
Partnership  Act 

Governor  Carper  signed  Senate  Bill  No.  161 
into  law  on  June  24,  1993.  This  is  a piece  of 
legislation  about  which  the  medical  community 
needs  to  be  advised. 

The  bill  provides  for  the  formation,  regis- 
tration and  regulation  of  registered  limited 
liability  partnerships  (RLLP).  An  RLLP  is  a 
cross  between  a partnership  and  a professional 
association  (a  corporation  organized  to  render 
professional  services  such  as  the  practice  of 
medicine,  law,  dentistry  or  accounting).  The 
principal  attribute  of  a professional  association 
is  that  you  can  practice  with  other  like  profes- 
sionals, but  not  have  any  personal  liability  for 
the  negligence  or  misconduct  of  the  other  pro- 
fessionals with  whom  you  practice.  Many  pro- 
fessionals have  chosen  that  form  of  practice 
while  enacting  Sub  Chapter  S status  for  tax 
purposes.  Sub  Chapter  S election  allows  the 
professional  association  members  to  be  taxed 
on  their  income  from  the  professional  associa- 
tion as  individuals. 

Some  professionals  have  chosen  not  to  in- 
corporate. They  have  been  denied  the  benefits 
of  limited  liability  as  well  as  the  favored  tax 
status  which  permits  corporations  to  provide 
benefits  such  as  health  care,  life  insurance  and 
some  pension  payments  out  of  pretaxed  dollars. 

The  law  now  allows  some  professionals  (law- 
yers are  excluded  unless  the  Supreme  Court 
includes  them  by  rule)  to  practice  as  LLPs. 
Under  the  new  law,  if  a partnership  elects  it 
may  enjoy  the  same  limited  liability  attribute 
as  members  of  a professional  association. 

A significant  difference  between  the  lim- 
ited liability  partnership  and  the  professional 
association  is  that  all  of  the  partners  need  not 
be  members  of  the  professional  association, 
while  all  of  the  shareholders  of  a professional 
association  must  be  licensed  in  the  same  profes- 
sion. 

Under  the  new  Delaware  Act,  individual 
partners  remain  liable  for  their  own  negli- 
gence, wrongful  acts  or  misconduct  as  well  as 
for  the  negligence,  wrongful  acts  or  misconduct 
of  individuals  under  the  partner's  direct  super- 
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vision  or  control.  The  partnership's  assets  re 
main  totally  at  risk  for  the  negligence,  wrongfu 
acts  or  misconduct  of  any  partner  or  individuals 
acting  ^^s  employees  or  agents  of  the  partner- 
ship. But  individual  partners  who  did  not  com 
mit — or  directly  supervise  or  control  those  whc 
committed  — the  negligence,  wrongful  acts  oi 
misconduct  do  not  have  their  personal  assets 
(beyond  their  interest  in  the  partnership)  put  a1 
risk  for  the  misconduct  of  another. 

I suspect  that  we  will  see  situations  ir 
which  medical  doctors  who  wish  to  reward  pars 
medical  assistants  will  form  limited  liabilit) 
partnerships  including  the  nonprofessional.  ] 
suspect  that  we  will  see  some  partnerships 
which  include  spouses  or  other  family  members 
as  members  of  a partnership. 

To  establish  a limited  liability  partnershij 
much  of  the  same  formality  is  required  as  in  ths 
formation  of  a professional  association.  The  la\y  | 
provides  that  to  become  a registered  limitec 
liability  partnership,  a partnership  shall  fikj 
with  the  Secretary  of  State  an  application  stat  I 
ing  the  name  of  the  partnership,  the  address  o) 
its  principal  office,  if  the  partnership’s  princi 
pal  office  is  not  located  in  this  state,  the  address 
of  a registered  office  and  the  name  and  addressi 
of  a registered  agent  for  service  of  process  ir 
this  state,  the  number  of  partners,  a brief  state  ' 
ment  of  the  business  in  which  the  partnershij 
engages,  and  a statement  that  the  partnershii' 
applies  for  status  or  renewal  of  its  status  as  i 
registered  limited  liability  partnership. 

The  name  of  a registered  limited  liabilit] 
partnership  shall  contain  the  words  registerec 
limited  liability  partnership,  or  the  abbrevia 
tion  RLLP  as  the  last  words  or  letters  of  iti 
name. 

An  RLLP  is  required  to  carry  at  least  $! 
million  dollars  of  liability  insurance  covering 
acts  of  negligence  or  misconduct  by  its  mem 
bers. 

For  those  physicians  who  are  practicing  ii 
partnerships,  and  for  those  physicians  who  di 
not  wish  to  be  incorporated,  and  for  those  phyi 
sicians  who  wish  to  include  other  nonmedica 
personnel  as  members  of  a partnership,  th 
RLLP  may  be  the  vehicle  of  choice  for  providinij; 
professional  services. 

Victor  F.  Battaglia,  Esc!  | 
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Two  Good  Reasons  to  Contribute  to 
the  United  Way  of  Delaware 


1.  One-Stop  Charitable  Giving 

Virtually  all  of  your  charitable  giving  can  be  channeled  through  the 
United  Way  with  a simple  check  once  a year. 

Your  gift  can  be  earmarked  broadly  for  Community  Care,  or  for  more 
specific  areas,  such  as  Care  for  the  Elderly,  Homelessness  and  Hunger, 
Women  at  Risk.  You  can  even  give  to  specific  member  agencies  of 
United  Way. 

An  initiative  just  underway  for  the  1 993  campaign  will  allow  you 
to  channel  your  gifts  to  any  nonprofit  charitable  organizations 
in  Delaware.  By  simply  designating  specific  organizations  on 
your  pledge  card,  the  United  Way  will  forward  your  gift  to  the 
specified  organization. 

2.  More  Bang  for  Your  Buck 

The  United  Way’s  operational  overhead  of  1 1 .4  percent  is  the  lowest  to 
be  found  in  charitable  fund  raising.  By  contributing  through  the 
United  Way,  your  charities  will  get  the  most  “bang  for  the  buck.”  Many 
non-United  Way  agencies  may  spend  anywhere  up  to  50  percent  or 
more  of  each  contribution  on  overhead  for  fund  raising.  United  Way  is 
experienced  at  raising  and  allocating  funds  and  can  do  this  less 
expensively  then  the  agencies,  allowing  agencies  more  time  and  money 
to  devote  to  programs  and  services. 


A Partnership  That  Works: 
Physicians  and  the  United  Way  of  Delaware 

The  1993  Campaign  Begins  September  8,  1993 
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Can  the  1993  Physicians’  United  Way 
Campaign  Coimt  on  Your  Support? 

The  1993  United  Way  Campaign  is  now  underway.  Year  after  year  you 
hear  how  great  the  needs  of  our  community  have  grown.  Unfortu- 
nately, this  year  is  no  different.  The  recession  in  general,  and  downsizing 
of  our  largest  employers,  has  had  far -ranging  effects,  all  resulting  in 
job  losses,  especially  at  the  lowest  levels.  The  trickle-down  effect  has 
dried  up  for  a great  number  of  Delawareans.  The  need  has  increased, 
and  the  potential  donor  sources  have  contracted. 

A multitude  of  factors  have  stressed  our  society,  but  hardest  hit  are 
those  at  the  bottom  of  the  economic  ladder.  Our  community  shows 
signs  of  these  stresses  with  increases  in  violence,  drug  use,  HIV  and 
TB,  teen  pregnancy  and  so  on. 

Government  is  incapable  of  dealing  with  all  these  problems  without  the 
help  of  charitable  organizations  such  as  the  United  Way  and  its 
agencies.  These  activities  need  your  financial  support  to  continue. 
While  physicians  are  generous  with  their  time  and  expertise  caring  for 
those  unable  to  pay,  our  dollars  cire  needed  to  support  those  other 
areas  of  need. 

This  year  the  United  Way  has  expanded  its  scope.  Your  contributions 
may  be  targeted  to  areas  you  are  most  concerned  about,  as  well  as  to 
specific  agencies.  For  the  first  time,  you  may  target  your  contributions 
to  virtually  all  qualified  charities. 

Also,  for  the  first  time,  the  Medical  Society  would  like  to  enroll  the 
employees  in  physician’s  offices,  with  a first-year  goal  of  65  percent 
participation,  with  a request  for  a dollar  a week  donation. 

When  you  receive  your  pledge  card  in  the  mail,  please  give  generously 
to  the  United  Way  and  help  your  fellow  Delawareans. 

A Partnership  That  Works: 

Physicians  and  the  United  Way  of  Delaware 

Unibed  Why 

of  Delaware 


Christiana  Imaging  Center  offers 
tate-of-the-art  mammography 
ervices  in  a pleasant,  comfortable 
itmosphere. 


Our  mammography  program  is 
Lccredited  by  the  American  College 
)f  Radiology.  Needle  localization 
)rior  to  biopsy  is  done  in  coopera- 
ion  with  the  Medical  Center  of 
Oelaware’s  new  Cliiistiana 
iiirgicenter.  All  radiographs  are 
nterpreted  by  experienced  radiolo- 
gists affiliated  with  the  Medical 
>nter  of  Delaware. 

Accuracy  and  timeliness  of  readings 
ire  the  hallmarks  of  our  mammo- 
graphy service. 


Cliristiana  Imaging  Center  ol') 
a full  range  of  mammograph 
services. 


Our  patients  think  we’re  pretty 
good,  too.  Our  mammography 
facility  consistently  receives 
excellent  ratings  from  the  women 
we  serve.  Their  comfort  and 
privacy  is  a top  priority. 


Christiana  Imaging  Center 

A Division  of  MCD  Holding  Company 


Excellence  in  Imaging 


• Patient  education  progran 

• Evening  hours  by  appoint 

• Private  office  environment 

• Ample  free  parking 

To  schedule  a nmmmogi 
caU  731-9558. 

Christiana  Imaging  Center  is  conve 
located  adjacent  to  Christiana  Hosp ) 

4751  Ogletown-Stanton  Rd.,  Newark 


Medical  Directors: 

Zelimir  Kozic,  M.D. 
Leonard  Rosenbaum,  M.D. 
John  Wills,  M.D. 


PRESIDENT’S  PAGE 


The  Medical  Society  of  Delaware’s 
Proposed  Health  Care  Reform  Plan 


I have  just  finished  participating  in  the  most 
exhilarating  experience  that  I have  had  in 
organized  medicine:  the  development  of  a health 
care  reform  plan  for  the  state  of  Delaware.  As  I 
mentioned  in  my  last  President’s  Page,  it  had 
been  my  intention  that  the  Society  not  develop 
such  a plan,  but  rather  that  we  establish  a set 
of  principles  against  which  we  could  measure 
the  myriad  of  other  plans  being  proposed  na- 
tionwide. 

This  summer,  however,  there  was  a real 
sense  of  a vacuum  in  terms  of  policy  regarding 
health  care  reform  in  the  state  of  Delaware.  As 
such,  I activated  an  ad  hoc  committee  that  had 
already  been  created  to  assist  Senator  Biden 
and  his  staff  in  the  analysis  of  the  Clinton 
Health  Care  Reform  Plan,  when  it  is  released. 
The  committee  is  comprised  of  representatives 
of  the  various  specialty  societies  as  well  as 
officers  of  the  Society. 

The  committee  members  are  Michael  A. 
Alexander,  M.D.;  I.  Favel  Chavin,  M.D.;  An- 
thony L.  Cucuzzella,  M.D.;  Lennart  Fagraeus, 
M.D.;  Carl  I.  Classman,  M.D.;  Bruce  Keyser, 
M.D.;  Charles  Konigsberg,  M.D.,  M.P.H.;  Ira  F. 
Lobis,  M.D.;  James  H.  Newman,  M.D.;  William 
R.  Nottingham,  Jr.,  M.D.;  Patt  E.  Panzer,  M.D.; 
Jorge  A.  Pereira-Ogan,  M.D.;  Edward  R.  Sobel, 
D.O.;  Maurice  A.  Thew,  M.D.;  Michael  B. 
Vincent,  M.D.;  Thomas  J.  Maxwell,  M.D.; 
Michael  J.  Bradley,  D. O.;  Robert  B.  Flinn,M.D.; 
Joseph  A.  Lieberman  III,  M.D.  and  Charles  M. 
Smith  M.D.  The  committee  began  meeting 
weekly  starting  in  early  August. 

We  began  by  expanding  on  the  above-men- 
tioned principles  of  a health  care  reform  plan. 
We  next  developed  a schematic  of  the  legisla- 
tive, policy  and  financial  changes  that  would  be 
necessary  to  implement  our  plan.  The  third 
phase  of  the  process  was  the  development  of  a 


narrative  which  would  allow  others  to  under- 
stand the  philosophy  of  the  plan.  Finally,  we 
developed  a basic  benefit  plan. 

The  level  of  cooperation  by  the  committee 
was  remarkable.  The  ability  of  the  committee 
members  (representing  a full  spectrum  of  spe- 
cialties) to  put  aside  parochial  interests  to  for- 
mulate a plan  that  is  in  the  best  interest  of  our 
patients  (the  citizens  of  Delaware)  follows  the 
highest  traditions  in  medicine.  The  product  is  a 
health  care  reform  plan  which  is  affordable  and 
achievable  for  our  state  and  which  will  solve  the 
essential  deficiencies  in  our  current  system, 
namely  access  and  cost. 

We  have  included  the  products  of  the 
committee’s  deliberation  in  a special  section  of 
this  issue  of  the  Journal . 

The  plan  as  proposed  is  certainly  not  “set  in 
stone”  and  is  a product  which  we  plan  to  share 
with  other  major  stakeholders,  including  the 
Association  of  Delaware  Hospitals,  the  Gover- 
nor, the  Delaware  Health  Care  Commission, 
our  congressional  delegation,  the  major  health 
insurers  in  the  state,  and  the  public.  Further- 
more, there  will  be  a reference  committee  at  the 
upcoming  House  of  Delegates  meeting  which 
will  review  the  plan. 

I believe  that  after  such  broad-based  dis- 
cussion that  our  plan,  or  one  similar  to  it,  can  be 
adopted  for  the  state  of  Delaware,  and  that  with 
such  a plan  in  place,  we  can  improve  the  overall 
health  status  of  our  citizenry. 

Again,  I would  like  to  thank  the  committee 
members  for  unselfishly  devoting  their  time  to 
this  process. 


Stephen  R.  Permut,  M.D. 
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Peoples  Plaza 


NEWARK  DELAWARE 


PEOPLES  PLAZA 

Exactly  Where  You  Want  To  Be 


The  1400  Professional  Center. 
It’s  Not  Business  As  Usual. 


A LEADING  DEVELOPER  IN  THE  DELAWARE  VALLEY,  ROBERT  C.  PEOPLES, 
INC.,  IS  PLEASED  TO  PRESENT  AN  OFFICE  COMPLEX  KNOWN  AS  THE  1400 
PROFESSIONAL  CENTER  IN  PEOPLES  PLAZA.  AS  WITH  ALL  OUR  BUILDING 
ENDEAVORS,  THE  PEOPLES  GROUP  HAS  PAINSTAKINGLY  DESIGNED  THE  1 400 
PROFESSIONAL  CENTER  TO  COMBINE  COLONIAL  ARCHITECTURE  WITH  A MOD- 
ERN, EASY-ACCESS  INTERIOR,  COMPLETE  WITH  THOUGHTFUL  AMENITIES. 


e>XHE  1 400  PROFESSIONAL  CENTER  HAS  BEEN  CONSTRUCTED  WITH  NUMER- 
OUS CONSIDERATIONS.  EVERY  OFFICE  IS  TASTEFULLY  DESIGNED,  PROVIDING 
COMPLETE  COMFORT  FOR  YOU  AND  YOUR  VISITORS.  THE  FOLLOWING  LIST 
SHOWS  WHAT  THE  1400  PROFESSIONAL  CENTER  HAS  TO  OFFER: 


• CLASS  “A”  BUILDING  • ELEGANT,  UPSCALE  DECOR  • 
COLONIAL  ARCHITECTURE  • REASONABLE  RENTAL  RATES 

• TWO  ELEVATORS  SERVING  THREE  FLOORS  • AVAILABLE 
SUITES  FROM  750  SQ/FT  TO  15,000  SQ/FT  • FASTEST- 
GROWING  AREA  IN  NEW  CASTLE  COUNTY  • SUBURBAN  SET- 
TING, NEAR  RETAIL  SHOPS  AND  PROFESSIONAL  OFFICES 

• AMPLE  FREE  PARKING  • PATRON-FRIENDLY  BUILDING 

• EASY  ACCESS  TO  1-95  • 19  MINUTES  TO  WILMINGTON 

• 3 MINUTES  TO  THE  MARYLAND  STATE  LINE  • 15  MINUTES 
TO  CHRISTIANA  HOSPITAL 


The  Advantage  Of  An  Offiee 
Well  Within  Reach 


FROM  THE  INHERENT  BEAUTY  OF  THE  1 400  PROFESSIONAL  CENTER, 
THE  LOCATION  IS  ITS  MOST  OUTSTANDING  ATTRIBUTE.  POSITIONED  AMIDST 
THE  FASTEST-GROWING  AREA  IN  NEW  CASTLE  COUNTY,  THE  1400  PROFES- 
SIONALCENTER  IN  PEOPLES  PLAZA  DEVELOPED  BY  ROBERTC.  PEOPLES,  INC., 
MAINTAINS  A SUBURBAN  SETTING  AT  GLASGOW,  BUT  IS  SITUATED  CLOSE  TO 
NEWARK,  BEAR,  AND  WILMINGTON,  DE,  AS  WELL  AS  ELKTON,  MD.  ITS  PRIME 
LOCATION  PUTS  YOU  IN  CLOSE  PROXIMITY  WITH  YOUR  CLIENTS,  PATIENTS,  OR 
BUSINESS  ASSOCIATES,  WHICH  IS  EXACTLY  WHERE  YOU  WANT  TO  BE. 

YOU  HAVE  CONSIDERED  MOVING  TO  A BETTER  LOCATION  OR  SIMPLY 
REQUIRE  AN  EXPANDED  OFFICE  SPACE,  THE  1400  PROFESSIONAL  CENTER 
HAS  EVERYTHING  YOU’RE  LOOKING  FOR  AND  MORE.  FOR  MORE  INFORMATION 
ABOUT  THE  1400  PROFESSIONAL  CENTER,  AND  FOR  RATES  AND  TERMS, 
PLEASE  CONTACT  TOM  PEOPLES  AT  (302)  836-1500. 


The  1400  Professional  Center. 
In  Peoples  Plaza 
Your  Perfect  Place  For  Business. 


Robert  C.  Peoples,  Ine. 
2750  Wrangle  Hill  Road 
Bear,  Delaware  19701 

(30a)  83(>15()0 


The  Gift  of  Life 

Since  St.  Jude  Hospital  opened  in 
1962,  it  has  forged  new  treatments  for 
childhood  cancer  and  has  helped  save 
the  lives  of  thousands  of  children 
around  the  world.  But  the  battle  has 
just  begun.  You  can  join  the  fight.  To 
find  out  how,  call  1-800-877-5833. 


ST.  JIVE  CHILDREXS 
RESEARCH  HOSPITAL 

/)amn  /Tkhtviv  Founder 


FLIGHT  SURGEONS 
WANTED. 


Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 
Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


I I 
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Discover  The  Elegance 
Of  A Hybrid 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  poiver 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


JSE  IN  PREGNANCY;  When  used  in 
Jregnancy  during  the  second  and  third 
rimesters,  ACE  inhibitors  can  cause  injury 
md  even  death  to  the  developing  fetus. 
Vhen  premancy  is  detected,  Vaseretic® 
Enalapril  Maleate-Hydrochlorothiazide) 
houla  be  discontinued  as  soon  as  possible. 
>ee  WARNINGS,  Fefnl/Neonntnl  Morbidity 
nd  Mortality. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 


At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


TABLETS 

VASERETIC^ 

(ENALAPRILMALEATE-HYDROCHLOROTHIAZIDE) 


25 

mg 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
Ihe  developing  felus.  When  pregnancv  is  detected,  V ASERETIC 
(Enalapnl  Maleate*Hvdrochlorathiazi<Je)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Fehil/Ncoiintn}  Morbidihj  iv\d  Momihi. 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  related  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor.  Because  of  the  hydrochlorothiazide  compo- 
nent, this  product  is  contraindicated  in  patients  with  anuria  or  hypersensitiv- 
ih'  to  other  sulfonamide-derived  drugs. 

WARNINGS:  Ct’iicmi;  Eminpnl  Mnlcntc:  Hi/pofenmi:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possible  con- 
sequence'of  enalapril  use  in  severely  salt/volume  depleted  persons  such  as 

those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VAbERETlC  In  patients  receiving  enalapril  alone,  the  incidence  of  syncope 
is  0.5  percent.  The  overall  incidence  of  syncope  may  ^ P^^per 

titration  of  the  individual  components.  (See  PRECAUTIONS,  Driiy 
liifcnicfhvis,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessive  hypotension  has  been  obsen'ed  and  may  be 
associated  with  oliguria  and/or  progressive  azotemia,  and  rarely  with  acute 
renal  failure  and/or  death.  Because  of  the  potential  fall  in  blood  pressure  in 
these  patients,  therapy  should  be  started  under  very  dose  medical  supervi- 
sion. Such  patients  should  be  followed  closely  for  the  first  tw’o  weeks  of  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased. 
Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 

in  a myocardial  infarction  or  cerebrovascular  accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A tran- 
sient hypotensiv'e  response  is  not  a contraindication  to  further  doses,  which 
asually  can  be  given  without  difficulty  once  the  blood  pressure  has  increased 
after  volume  expansion. 

Aimocdcm^:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larv'nx  has  been  reported  in  patients  treated  with  angiotensin  convert- 
ing enzvme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC  shoiud 
be  promptly  disconbnued  and  appropnate  therapy  and  monitoring  should  be 
prrlr'ided  until  complete  and  sustained  resolution  of  sims  and  symptoms  has 
ciccurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolval  without  treatment,  although  antihistamines 
have  been  usehil  in  relieving  symptoms.  Anmoedema  associated  with  larym- 
•eal  edema  may  be  fatal.  Where  there  is  involvement  of  the  tongue,  glottis  or 
arynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcuta- 
neous epinephrine  solution  1:1000  (0.3  mL  to  0.5  mLI  and/or  measures  nec«- 
sary  to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REACTIONS.)  , ^ . 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE  inhibifor 
(see  also  CONTRAINDICATIONS). 

Neiilroim:ifi/A<(ramiloa/losis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopnl,  has  been  shown  to  cause  agranulocytosis  and  hone  mar- 
row  depression,  rorely  in  uncomplicated  patients  but  more  frequently  in 
latients  with  renal  impairment  especially  if  they  also  have  a collagen  vascu- 
ar  disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to 
show  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates. 
Marketing  experience  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  which  a causal  relationship  to  enalapril  cannot  he  excluded. 
Periodic  monitoring  of  white  blood  ceil  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered. 

HydmchlowlImzA:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  preciphate  azotemia 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  , 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepahe 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 

electrolyte  balance  may  precipitate  hepatic  coma. 

positivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported.  , , nnrr-Aii 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Inleracihis,  Eim/ajiril  Mitleale  md  Hi/drodiloroll:ia:ide>. 

Priyiiiii'in/  bialapnl-Hi/dmliloroHiiazidc:  There  was  no  teratogenicity  in  rats 
given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum  human 
dose)  in  combination  w'ith  TO  mg/kg/ dav  of  hydrochlorothiazide  (2  V:  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/dav  o 
enalapril  (50  times  the  maximum  human  dose)  in  combination  with  10 
mg/kg/dav  of  hydrochlorothiazide  (2  '/:  times  the  maximum  human  dose). 
At  these  doses,  fetotoxicitv  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species.'  No  fetotoxicity  occurred  at  lower  doses;  30/10 
mg/kg/dav  of  enalapril-hydrochlorothiazide  in  rats  and  10/10  mg/kg/day 
of  enalaprif-hydrochlorothiazide  in  mice. 

When  used  in  pregnanev  during  the  second  and  third  friiriestei^,  AGE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detected,  VApRETIC  should  be  discontinued  as  stxin  as  possi- 
ble. (See  T iiii/minl  Molaile,  Felal/Neomlal  Morbidihi  and  Morlalihj.  below.) 
Eiialaaril  Malaile:  Fctal/Neomtal  Marhidih/  and  Morlalili/:  ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and' death  when  administered  to  preg- 
nant women.  Several  dozen  cases  have  been  reported  in  the  world  literature. 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible-  , . 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  ol  preg- 
nancy has  been  associated  with  fetal  and  neonatal  injury,  including  hypoten- 
sion, neonatal  skull  hypoplasia,  anuria,  reversible  or  irreversible  renal  fai  ure, 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreased  fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development.  Prematurity',  intrauterine  growth  retardation, 
and  patent  ductus  arteriosus  have  also  been  reported,  although  it  is  not  clear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  e)^osure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester.  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  trimester  should  be  so  informed-  Nonetheless,  when  patients  become 
^re^nant,  physicians  should  make  e\'ery  effort  to  discontinue  the  use  of 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  shouw  be  performed  to  assess  the  intraamniotic  envi- 
ronment. , , , , , 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnanev.  Patients  and  physicians 
should  be  aware,  nowever,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  iifcro  exposure  to  ACE  inhibitors  should  be 
closely  obser\'ed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  oe  directed  toward  support  of  blood  pressure  and 
renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  reauired  as  means 
of  reversing  hypotension  and/or  substituting  for  disordered  renal  function. 
Enalapril,  which  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  may 
he  removed  by  exchange  transfusion,  although  there  is  no  experience  with 
the  latter  procedure.  ,.  r 

No  teratogenic  effecLs  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hudroclilorotliinzidc:  Tmi/ogniic  Excels:  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  dos^  up  to  100  mg/kg/dav  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
d'oses  of  4 - 5. 6 mg/kg/day  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  Fertility  or  produce  birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placenta!  bamer  and  appear  in  cord  blood. 

NonUrnfo^cnic  E^cctf:  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other  adverse  reactions  w'hich  have  occurred  in 
the  adult.  , , . 

PRECAUTIONS:  GcmTii/;  Ennlnpril  Mnicntc;  Impaired  RiwI  Function:  As  a con- 
sequence of  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  in 
renal  function  may  be  anticipated  in  susceptible  individuafs.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with 
InUiklfi-xrc  inrli  iHinfl  txnabtiri  1 mPV  hp  a«k«inri- 


angiotensin  converting  enzyme  inhibitors,  including  enalapril,  may  be  associ- 
ated with  oliguria  and/or  prof 
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progressive  azotemia  and  rarely  with  acute  renal 

failure  and/or  death.  , 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal 
arter\'  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  w’ere 
observed  in  20  percent  of  patients.  These  increases  were  almost  alw'ays 
reversible  upon  discontinuation  of  enalapril  and  /or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few'  weeks  of 
therapy.  ^ , , , 

Some  patients  with  hypertension  or  heart  failure  w’lth  no  apparent  pre 
existing  renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapnl  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  w'ith  pre-existing  renal  impairment.  Dosage  reduction  of  enalapril 
and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function.  . 

Heniodinh/sis  Pnficnb:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor.  In  these  patients  consideration  should  be 
given  to  using  a different  U'pe  of  dialysis  membrane  or  a different  class  of 
antihvperteasive  agent. 

Hi/nerknlcinia:  Elevated  serum  potassium  (greater  than  5.7  mbq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  cfinical  tri- 
als treated  with  enalapril  alone.  In  most  cases  these  were  isolated  values 
W’hich  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive  patients. 
Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in  patients  treat- 
ed W'ith  enalapril  plus  hydrochlorotniazide.  Risk  factors  for  the  development 
of  livperkjlemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  mn- 
comitant  use  of  potas.sium-sparins  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at 
all,  with  enalapril.  (See  Drily  In/criic/rai.s.) 

Coiiy/i.  Cough  has  been  reported  with  the  use  ol  ACE  inhibitors. 
Characterishcallv,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation 'of  therapv.  ACE  inhibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differenhal  diagnosis  of  cough. 

Siirfen/Aneslliesia:  In  patients  undergoing  major  surgery  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  mav  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  cKcurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  bv  volume  expaasion, 

Hi/drocldowlliiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  inleryals. 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  electrolyte  imbalance;  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia,  ^rum  and  urine  electrolyte  determinations  are  particularly 
important  when  the  pabent  is  vomiting  excessively  or  receiving  oarenteral 
fluids.  Warning  signs  or  symptoms  of  Huid  and  electrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
cirowsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe 
cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with  adequate 
oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhythmia  and  may  also  sensitize  or  exaggerate  the  respon^ 
of  the  heart  to  the  toxic  effects  of  digitalis  (e  g.,  increased  ventricular  imtabili- 
tv)  Because  enalapril  reduces  the  production  of  aldosterone,  concomitant 
therapy  with  enalapril  attenuates  the  diuretic-induced  potassium  loss  (see 
DnwInliractions.AmdsIncreasinaSirumPolaisiinn).  , „ , 

Although  any  cnloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  'treatment  except  under  extraordinary  circumstances  (as  in 
liver  diseW  or  renal  disease),  chloride  replacement  may  be  required  in  the 


treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  pabents  in  hot  weathe  I . 
appropriate  therapv  is  water  restriction,  rather  than  administrabon  of  sa  1 . 
except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actui  | .1 
salt  deplebon,  appropriate  replacement  is  the  therapy  ol  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  he  precipitated  in  certai  I 1 
pabents  receiving  thiazide  therapy.  j 

In  diabebc  pabents  dosage  adjustments  of  insulin  or  oral  hypoglyceini. 
agents  mav  be  required.  Hyperglycemia  may  occur  with  thiazide  diurebc  | , 

Thus  latent  diabetes  mellibis  may  become  manifest  during  thiazide  therapy. 

The  anbhypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsyirj  { 
pathectomv  pabent.  , . , . . ' 

If  progressive  renal  impairment  becomes  evident  consider  withholding  c I ( 
disconbnuing  diurebc  therapy. 

Thiazidesliave  been  shown  to  increase  the  urinary  excrebon  of  magni! 
sium;  this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excrebon.  Thiazides  may  caus!  ( 
intermittent  and  slight  elevabon  of  serum  calcium  in  the  absence  ol  know  I h 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evidence  i , 
hidden  hyperparathyroidism.  Thiazides  should  be  disconbnued  before  carl  > 
lying  out'tests  for  parathyroid  funebon. 

Increases  in  cholesterol  and  biglyceride  levels  may  be  associated  with  thl  ( 
azide  diurebc  therapy. 

Information  for  Patients:  Angioedema:  Angioedema,  including  laryngeal  edem.t 
may  occur  especially  following  the  first  dose  of  enalapril.  Pabente  should  b . 
so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggestinjl 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  i 
swallowing  or  breathing)  and  to  take  no  more  drug  unbl  they  have  consulte' 
with  the  presCTibing  physician. 

Flypotension:  Pabents  should  be  cauboned  to  report  lightheadedness  espl 
cially  during  the  first  few  days  of  therapy.  If  actual  syncope  occurs,  tfll 
pabents  should  be  told  to  discontinue  the  drug  unbl  they  have  consulte! 
with  the  presCTibing  physician. 

All  pabents  should  be  cauboned  that  excessive  perspirabon  and  dehydr.j 
bon  mav  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduebon  ' 
fluid  volume.  Other  causes  of  volume  deplebon  such  as  vomibng  or  diarrhd 
may  also  lead  to  a fall  in  blood  pressure;  pabents  should  be  advised  to  coij 
suit  with  the  physician. 

Fhifterkalemia:  Pabents  should  be  told  not  to  use  salt  subsbhites  contaimrf 
potassium  without  consulbng  their  physician. 

Neutropenia:  Pabents  should  be  told  to  report  promptly  any  indicabon  q 
infeebon  (e.g.,  sore  throat,  fever)  w'hich  may  be  a sign  ol  neutropenia. 

Pregnanaj:  Female  pabents  of  childbearing  age  should  be  told  about  tft 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  ar* 
they  *ould  also  be  told  that  these  consequences  do  not  appear  to  har> 
resulted  from  intrauterine  ACE-inhibitor  exposure  that  has  been  limited 
the  first  trimester.  These  pabents  should  be  asked  to  report  pregnancies 
their  physicians  as  soon  as  possible. 

NOTE;  As  with  many  other  drugs,  certain  advice  to  pabents  being  fteatij 
with  VASERETIC  is  'warranted.  This  informabon  is  intended  to  aid  in  U- 
safe  and  effecbve  use  of  this  medicabon.  It  is  not  a disclosure  of  all  possibj 
adverse  or  intended  effects.  x 

Drug  Interactions:  Enalapril  Maleale:  Hi/ivlension— Patients  on  Diuretic  Therapy 
Pabents  on  diurebes  and  especially  those  in  whom  diuretic  therapy  wi 
recently  insbtuted,  may  occasionally  experience  an  excessive  reduebon 
blood  pressure  after  inibabon  of  therapy  with  enalapril.  The  possibility  _ 
hypotensive  effects  with  enalapril  can  be  minimized  by  either  disconbnuirl 
the  diurebc  or  increasing  the  salt  intake  prior  to  inibabon  of  treatment  wi 
enalapril.  If  it  is  necessary'  to  conbnue  the  diurebc,  provide  medical  supen 
sion  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  lea 
an  additional  hour.  (Sw  WARNINGS.)  , r i -i 

Amifs  Cousin^  Renin  Release:  The  antihypertensive  effect  of  enalapril ' 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g.,  diun 

Other  Cardiovascular  A<^ents:  Enalapril  has  been  used  concomitantly  wi 
beta  adrenergic-blocking  agents,  methyidopa,  nitrates,  calcium-blqckii 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  significa 
adverse  interactions. 
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aSERET it  as  sixm  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies),  no 
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//JcrMS/Hs^  Scriijjj  Pnfrtss/iuM;  Enalapril  attenuates  diuretic-induo 
pota'ssium  loss,  I^otassium-sparing  diuretics  (e.g.,  spironolactone,  t 
amterene,  or  amiloride),  potassium  supplements,  or  potassium-contamii 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassiu 
Therefore,  if  concomitant  use  of  these  agents  is  indicated  because  of  demc 
strated  hypokalemia  they  should  be  used  with  caution  and  with  freque 
monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  htruu 
concomitantly  with  drugs  which  cause  elimination  of  sodium,  includi 
ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patiei; 
receiving  concomitant  enalapril  and  lithium  and  were  reversible  upon  c' 
continuation  of  both  drugs.  It  is  recommended  that  serum  lithium  levels 
monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithiu' 
Hijdrochlorothiazidc;  When  administered  concurrently  the  following  dru] 
may  interact  with  thiazide  diuretics: 

Alcohol,  barhiturates,  or  nurcof/cs— potentiation  of  orthostatic  hypotensi 
may  occur.  ^ £ xi 

Antidiabctic  drugs  (oral  agents  and  insulin) — dosage  adjustment  ot  tj 
antidiabetic  drug  may  be  required. 

Other  antihwertensive  drugs — additive  effect  or  potentiation.  „ 

C/jo/L’5h/ri7»»HC  and  colestipol  rcs/iis— Absorption  of  hydrochlorothiazide 
impaired  in  the  presence  of  anionic  exchange  resins.  Single  doses  of  eitl 
cholestyramine  or  colestipol  resins  bind  the  hydrochlorothiazide  and  redd 
its  absorption  from  the  gastrointestinal  tract  by  up  to  85  and  43  percep 

^^^^icosteroids.  ACTH— intensified  electrolyte  depletion,  particulaj 

(iinfiics  (e.g..  fiorcpiHtp/imic)— possible  decreased  response  to  prl 
sor  amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  muscle  relaxants,  nondepolarizing  (e.g.,  fi/tocHrumic)— possi 
increased  responsiveness  to  the  muscle  relaxant. 

Li/lmrai— should  not  generally  be  given  with  diuretics.  Diurehc  age 
reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  toxic 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  sr 
preparations  with  VASERETIC.  . ■ ■ x.  J 

Non-steroidal  Anti-mflainiiialon/  Drugs— In  some  patients,  the  administrat 
of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natmirel 
and  antihvpertensive  effects  of  loop,  potassium-sparing  and  thiazide  diuret 
Therefore,  when  VASERETIC  ana  non-steroidal  anti-inflammatory  agenb 
used  concomitantly,  the  patient  should  be  observed  closely  to  determme  if ! 

desired  effect  of  the  diuretic  is  obtained.  ' 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertilitij:  Enalapnl  m combinat 
with  hydrochlorothiazide  was  not  mutagenic  in  the  Ames  microbial  mil 
gen  test  with  or  without  metabolic  activahon.  Enalapril-hydrochlorothiaz 
did  not  produce  DNA  single  strand  breaks  in  an  in  vitro  alkaline  elut 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo  mo 
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marrow  assav. 

pril  Miilctili':  There  was  no  evidence  of  a tumorigenic  effect  when  enalapnl  was  administered  for 
eeks  to  rats  at  doses  up  to90mg/kg/dav  (150  times*  the  maximum  daily  human  dose).  Enalaprit 
Iso  been  administered  tor  ^4  we^  to  male  and  female  mice  at  doses  up  to  90  and  180  mg/kg/day, 
ctivelv,  (150  and  300  times*  the  maximum  daily  dose  for  humans)  anci  showed  no  evidence  of  car- 
enicit\' 

Mlher  enalapnl  maleate  nor  the  active  diacid  w'as  mutagenic  in  the  Ames  microbial  mutagen  test 
or  without  metabolic  activation.  Enalapnl  was  also  negative  in  the  following  genoloxicity  studies; 
^v,  reverse  mutation  assav  wiih  £.  coli.  sister  chromatid  exchange  with  cultured  mammalian  cells, 
he  ‘micronucleus  test  with  mice,  as  well  as  in  an  in  i>iw  cytogenic  study  using  mouse  bone  marrow, 
were  no  adverse  effects  on  reproductive  performance  in  male  and  female  rats  treated  with  10 
mg/kg/day  ofenalapril, 

Twcvyear  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
mal  Toxicology  Program  (NTP)  uncovered  no  evidence  of  a carcinogenic  potential  of 
xrhlorothia/ide  ih  female  mice  (at  doses  of  up  to  approximately  600  mg/kg/day)  or  in  male  and 
f rats  (at  doses  of  up  to  approximately  100  mg/kg/day).  The  NTTP,  however,  found  equivocal  evi- 
• for  hepatocarcinogeniciK'  in  male  mice, 

.driKhlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames  mutagenicity  assav  of  Snhnoncllu 
strains  TA  98,  TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese  Hamster  0\  ar\' 
))  test  for  chromosomal  aberrations,  or  in  viw  in  assays  using  mouse  germinal  cell  chromosomes, 
■se  hamster  bone  marrow  chromosomes,  and  the  Dr<^f/iHii  sex-linked  recessive  lethal  trait  gene, 
ve  test  results  were  obtained  only  in  the  in  vitro  CHO  Sister  Chromatid  Exchange  (ciastogenicity) 
n the  Mouse  Lvmphoma  Ceil  (mutagenicity)  assays,  using  concentrations  of  hydrochlorothiazide 
43  to  1300  Mg/mL,  and  in  the  A<iK'r^llii>  n/ifii/ims  'non-diS)unction  assay  at  an  unspecified  concen- 
n. 

/drochlorothiazide  had  no  adverse  effects  on  the  fertility  of  mice  and  rats  of  either  sex  in  studies 
?m  these  species  were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 mg/kg,  respectively, 
to  conception  and  throughout  gestation. 

(iifcy,  PnvJiima/  Gi/(xnr<(’s  C (first  trimester)  omi  D (second  and  third  trimesters).  See  WARNINGS, 
imii/.  £»w)iJpr/rMi?/(Vif{’,  Fclot/Niviuitnl  Morhitiih/  oiui  Mi»r/f?///i/. 

j/y  Motliir>:  Enalapril  and  enalaprilat  are  defected  in  human  milk  in  trace  amounts.  Thiazides  do 
inn  human  milk.  Wauseof  the  potential  for  serious  reactions  in  nursing  infants  from  either  drug, 
ision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking  into 
nt  the  importance  of  the  drug  to  the  mother, 
rii  Us':  Safeh'  and  effectiveness  in  children  ha\  e not  been  established, 

ERSE  REACTIONS:  VASERETIC  has  been  evaluated  for  safely  in  more  than  1500  patients, 
ling  over  300  patients  treated  for  one  year  or  more.  In  clinical  trials  with  VASERETIC  no  adverse 
lences  peculiar  to  this  combination  drug  have  been  obserx’ed.  Adverse  experiences  that  have 
•red,  have  been  limited  to  those  that  have  been  previously  reported  with  enalapril  or 
■ichlorothiazide. 

e most  frequent  clinical  adverse  experiences  in  controlled  trials  were;  dizziness  (8,6  percent), 
iche  (5.5  percent),  fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experiences  occurring  in 
■r  than  tw’o  percent  of  patients  treated  with  VASERETIC  in  controlled  clinical  tnals  were;  muscle 
■*s  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2.4  percent),  orthostatic  effects  (2.3  percent),  impo- 
(2.2  percent),  and  diarrhea  (2  1 percent). 

■nicai  adverse  experiences  ixcurring  in  0,5  to  2.0 percent  of  patients  in  controlled  trials  included:  Bod)/ 
■ Wlioli':  Syncope,  chest  pain,  abdominal  pain;  Orthi^tatic  hypotension,  palpitation, 

cardia;  D/ycsf/ii’:  Vomiting,  dyspepsia,  constipation,  flatulence,  dr\'  moutn;  Nmvii^/P>i/diinfric: 
inia,  nerx'ousness,  paresthesia,  somnolence,  vertigo;  Skin:  Pruntus,  rash;  Other:  Dyspnea,  gout,  back 
arthralgia,  diaphoresis,  deaeased  libido,  tinnitus,  urinary  tract  infection. 

•y/ocift’HJii;  Angioedema  has  been  reported  in  patients  receiving  VASERETIC  (0.6  percent), 
wema  associated  with  laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips, 
e,  glottis  and/or  lar\'nx  occurs,  treatment  with  VASERETIC  should  be  discontinued  and  appropri- 
erapv  instituted  immediately.  (See  WARNINGS.) 

'pe/enswii  In  clinical  trials,  adverse  effects  relating  to  hypotension  occurred  as  follows:  hypotension 
;rcent),  orthostatic  hypotension  (1.5  percent),  other  orthostatic  effects  (2.3  percent).  In  addition  syn- 
xcurred  in  1.3  percent  of  patients.  (^  WAITINGS.) 
iy/i.SeePRECALmONS,C(i»y/i. 

.??  Ltfvrii/on/  Ti*sf  Fiiiiiinp;  Smnn  Eli'ctroh/U'>:  See  PRECALTIONS. 

'iitHifiic,  BIml  Uri'ii  Nitro^^en.  In  controlled  clinical  trials  minor  increases  in  blood  urea  nitrogen  and 
1 creatinine,  reversible  upon  discontinuation  of  ther^v,  were  obser\  ed  in  about  0.6  percent  of 
its  with  essential  hypertension  treated  with  VASEI^TIC.  More  marked  increases  nave  been 
ed  in  other  enalapril  experience.  Increases  are  more  likely  to  occur  in  patients  with  renal  artery 
■,is.  (See  PRECAUTIONS.) 

iii»  Unc  Aati,  Gfiicos’,  Mii\nic>iiiiii.  niiif  Cnlciiiin;  See  PRECAUTIONS. 

iWii  Hi'inntocrif:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of 
•ximafelv  0.3  g percent  and  1.0  vol  percent,  respectively)  occur  frequently  in  hypertensive  pahents 
d with  VASERETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists, 
lical  trials,  less  than  0.1  percent  of  patients  discontinued  therapy  due  to  anemia, 

■:r  Function  Tiv/.s;  Rarely,  elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 
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Familial  adenomatous  polyposis  (FAP)  is  a 
premalignant  disease  inherited  in  a mendelian 
autosomal  dominant  fashion.  It  is  characterized 
by  the  development  at  an  early  age  of  many  (more 
than  100)  colonic  adenomatous  polyps.  This  dis- 
ease is  associated  with  the  highest  risk  for  the 
development  of  colorectal  carcinoma;  virtually  all 
affected  individuals  will  develop  colorectal  cancer 
in  their  third  or  fourth  decade  if  a colectomy  is  not 
performed. 

The  finding  that  affected  individuals  may 
also  manifest  early  extracolonic  phenotypical  fea- 
tures such  as  dental  or  ophthalmologic  abnor- 
malities before  any  colonic  manifestations  of  the 
disease  and  the  fact  that  individuals  who  do  not 
possess  these  extracolonic  manifestations  of  the 
disease  have  the  same  risk  for  colorectal  cancer  as 
the  general  population  have  rekindled  interest  in 
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the  creation  of  regional  registries  for  these  pa- 
tients based  on  their  phenotypical  manifesta- 
tions. The  main  purposes  of  these  registries  are 
clinical  stratification  of  patients  and  relatives, 
coordination  of  medical  care  and  genetic  counsel- 
ing, education  of  all  relatives  at  risk,  construction 
of  family  pedigrees,  compilation  of  family  medical 
information,  and  participation  in  investigative 
protocols.  The  last  three  functions  constitute  a 
cornerstone  for  the  development  of  programs  for 
screening  and  surveillance  of  relatives  at  risk 
based  on  phenotypical  manifestations  and  are 
fundamental  to  the  understanding  of  the  correla- 
tions to  specific  mutations. 

We  present  the  results  of  a study  of  FAP  in  the 
state  of  Delaware  done  as  a part  of  the  formation 
of  the  Delaware  Hereditary  Colorectal  Cancer 
Registry. 
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Materials  and  Methods 

A retrospective  review  of  the  charts  of  all  pa- 
tients in  Delaware  diagnosed  ashavingfamilial 
polyposis  coli,  multiple  familial  polyposis, 
polyposis,  and  colorectal  cancer  was  done.  Indi- 
vidual practitioners  and  the  State  Tumor  Reg- 
istries were  contacted  to  compile  a list  of  these 
patients.  In  addition,  a letter  was  sent  to  the 
Medical  Records  Department  of  every  hospital 
in  the  state  and  was  followed  up  by  a telephone 
call. 

The  construction  ofkindreds  was  performed 
to  allocate  individuals  to  risk  stratification. 
Patients,  relatives  at  risk,  and  all  physicians 
involved  in  their  care  were  then  interviewed 
either  in  person  or  by  telephone.  All  clinical 
data  were  collected  using  forms  developed  by 
the  Leeds  Castle  Polyposis  Group  and  were 
reviewed.  An  update  of  the  clinical  status  of 
each  patient  was  noted.  When  necessary,  ap- 
pointments were  arranged  for  patients  to 
undergo  panoramic  radiographic  (Panorex) 
examinations  of  the  jaw  by  an  oral  surgeon 
or  dentist,  indirect  funduscopy  by  an  oph- 
thalmologist, and  gastrointestinal  endo- 
scopic evaluation.  Some  patients  whose 
phenotypical  characteristics  made  them 
eligible  for  the  protocols  were  selected  for 
participation  in  specific  clinical  investigations 
on  FAP  currently  being  conducted  by  national 
and  international  groups. 

Results 

Nine  kindreds  (families)  affected  with  FAP  were 
identified.  Since  two  of  these  families  moved 
out  of  state,  only  seven  families  were  studied. 

The  study  population  was  comprised  of  140 
individuals:  75  men  and  65  women.  Twenty-six 
individuals  were  found  to  have  FAP;  15  were 
alive,  and  11  had  died  (Table  1,  page  639).  Of 
their  family  members  (114  individuals),  36  were 
found  to  be  at  risk  of  developing  FAP,  and  78 
were  found  to  be  without  risk  of  developing  the 
disease.  However,  it  has  been  possible  to  com- 
plete the  studies  in  only  nine  of  the  36  relatives 
at  risk  (Table  2,  page  640). 

In  the  15  patients  alive  with  FAP,  the 
diagnosis  was  made  by  barium  enema  in  11 
patients,  colonoscopy  in  two  patients  (Figure  1, 
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page  632),  and  direct  visualization  in  two  pa- 
tients (Table  3,  page  641).  Congenital  hypertro- 
phy of  the  retinal  pigment  epithelium  (CHRPE) 
(Figure  2,  page  632)  was  found  in  two  patients, 
and  soft-tissue  tumors  (epidermal  inclusion  cysts 
(Figure  3,  page  636),  desmoid  tumors  (Figures 
4,  page  632  and  636;  Figure  5,  page  636;  Figure 
6,  page  636),  and  lipomas  (Figure  7,  page  636) 
were  discovered  in  five  patients.  The  mean  age 
at  diagnosis  in  these  patients  was  22  years, 
with  a range  of  5 years  to  42  years.  The  DNA  of 
three  kindreds  has  been  studied^  by  the  group 
at  Johns  Hopkins  Hospital  (Baltimore,  Mary- 
land), and  the  mutations  found  are  shown  in 
Table  4,  page  643. 

Of  the  11  patients  who  had  died,  eight  had 
died  as  a consequence  of  colon  cancer  and  two 
from  noncancer-related  causes;  the  cause  of 
death  in  one  patient  was  unknown  (Table  5, 
page  643).  The  mean  age  of  these  patients  at 
death  was  41  years. 

The  most  common  surgical  procedure  per- 
formed in  these  patients  was  a subtotal 
colectomy  with  ileorectal  anastomosis  (10  pa- 
tients) (Figure  8,  page  637).  Five  patients  un- 
derwent a total  colectomy  with  ileostomy,  one 
patient  underwent  a total  proctocolectomy  and 
Kock’s  pouch,  and  in  10  patients,  details  of 
surgery  were  incomplete,  although  a colon  re- 
section was  performed  (Table  6,  page  644). 

Discussion 

In  1721,  Menzelio  reported  a condition  involv- 
ing a large  number  of  polyps  in  the  gastrointes- 
tinal tract.^  In  1881,  Woodward  classified  this 
condition  as  primary  or  secondary  and  with  or 
without  family  history.^  In  1882,  Cripps  re- 
ported colonic  polyposis  in  two  members  of  the 
same  family.'*  By  the  end  of  the  nineteenth 
century,  three  of  the  four  most  prominent  fea- 
tures of  FAP  had  been  recognized:  a large 
number  of  colorectal  polyps  are  present;  histo- 
logically, these  polyps  are  adenomas;  and  this  is 
an  inherited  condition.  Its  association  with 
colorectal  cancer,  the  fourth  feature,  was  recog- 
nized by  Bussey  et  al.  at  St.  Mark’s  Hospital  in 
London.®  In  1965,  Veale,  among  others,  identi- 
fied the  mode  ofinheritance  ashavingmendelian 
autosomal  dominant  characteristics.® 
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The  clinical  model  of  familial  adenomatous 
polyposis  has  already  provided  much  of  the 
evidence  for  the  adenoma-carcinoma  sequence. 
It  also  has  been  the  most  outstanding  example 
in  which  adenomas  and  adenocarcinomas  ofthe 
gastrointestinal  tract  occur  simultaneously  and 
with  varying  degrees  of  dysplasia  in  the  target 
organ  (Figure  9,  page  633).  It  is  of  interest  that 
in  some  individuals,  the  classic  features  of  FAP 
may  be  preceded  by  extracolonic  manifesta- 
tions (phenotypical  markers),  such  as  soft-tis- 
sue tumors,  hyperpigmented  retinal  lesions, 
and/or  carcinomas  of  the  duodenum  (Figure  10, 
page  637),  thyroid,  adrenal  glands,  or  brain. 
The  association  of  colonic  and  extracolonic  mani- 
festations was  previously  known  as  “Gardner’s 
syndrome.”  The  continued  use  of  this  term  is  no 
longer  appropriate,  however,  because  (1)  it 
merely  represents  a combination  of  a number  of 
extracolonic  manifestations  that  occur  fre- 
quently (if  searched  for)  in  patients  with  FAP; 
(2)  most  patients  with  FAP  demonstrate  gastric 
or  duodenal  polyps,  osteomas  (Figure  11,  page 
637  and  Figure  12,  page  637),  and  dental  abnor- 
malities (Figure  13,  page  638)  (i.e.,  extracolonic 
manifestations);  (3)  only  a minority  of  the  reg- 
istered FAP  patients  demonstrate  a “classic 
Gardner  triad”  (osteomas,  epidermal  inclusion 
cysts,  and  desmoids);  (4)  a specific  dominant 
inheritance  of  this  triad  has  been  found  only  in 
Utah’s  kindred  109;  (5)  there  are  no  significant 
differences  in  terms  of  colorectal  pathology  or 
treatment  with  regard  to  the  number  or  nature 
of  adenomas  and  clinical  manifestations  in  pa- 
tients with  FAP  and  extracolonic  lesions  versus 
those  without  extracolonic  lesions;  and  (6)  the 
genetic  defect  is  in  the  same  location  for  both 
FAP  and  Gardner’s  syndrome. 

As  in  any  hereditary  condition,  construc- 
tion of  the  pedigree  has  become  the  most  impor- 
tant tool  to  identify  the  individuals  at  risk  for 
development  of  FAP  and  to  ascertain  and  vali- 
date the  putative  phenotypical  markers.  The 
importance  of  creating  hereditary  colon  cancer 
registries  for  the  purposes  of  clinical  manage- 
ment and  research  has  been  widely  accepted 
around  the  world.  Several  good,  well-tested 
registry  models  exist  in  the  United  States,  such 
as  those  at  Johns  Hopkins  Hospital,  the  Cleve- 
land Clinic  (Cleveland,  Ohio),  and  the  Roswell 
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Park  Cancer  Institute  (Buffalo,  New  York). 
Worldwide,  many  registries  work  under  the 
leadership  of  the  Leeds  Castle  Polyposis  Group, 
based  at  St.  Mark’s  Hospital  in  London,  En- 
gland. 

Several  studies  have  shown  an  association 
between  the  FAP  phenotype  and  polymorphic 
DNA  markers  on  the  long  arm  of  chromosome 
5.’  Somatic  loss  of  heterozygosity  in  the  FAP 
region  has  been  found  in  colorectal  carcinoma,® 
which  in  turn  suggests  that  this  region  contains 
an  allele  involved  in  colorectal  cancer.  More- 
over, molecular  genetic  studies  have  also  dem- 
onstrated that  malignant  transformation  within 
a polyp  occurs  after  somatic  loss  of  heterozygos- 
ity at  this  FAP  locus,  although  it  is  not  required 
for  the  formation  of  the  polyps  themselves.®  It 
seems  that  the  contiguous  mutated  colon  can- 
cer (MCC)  gene  and  p53  play  an  active  role.’° 
There  is  still  a question  about  whether  a second 
locus  is  involved  in  the  polyposis  syndromes 
and  colorectal  cancer.” 

The  inheritance  of  the  polyposis  gene  can 
be  detected  with  greater  than  95  percent  confi- 
dence by  the  age  of  21  using  a combination  of 
phenotypical  markers,  which  can  be  detected 
by  a thorough  physical  examination,  Panorex 
ofthe  jaw  (Figure  13,  page  638),  ophthalmologic 
examination  (including  indirect  funduscopy), 
gastrointestinal  endoscopy  (Figure  1,  page  632), 
and  genetic  markers  (Figures  14,  page  633; 
Figure  15,  page  633;  Figure  16,  page  634;  Fig- 
ure 17,  page  634;  Figure  18,  page  635;  Figure 
19, 635;  Figure  20,  page  638).’®  In  those  families 
in  whom  mutations  are  known  (Table  4,  page 
643),  identification  of  the  APC  gene  may  either 
supplant  or  complement  linkage  methods.^  At 
present,  genetic  investigations  screening  for 
the  defect  must  include  both  approaches:  the 
restriction  fragment  length  polymorphism 
(RFLP)  analysis  method  and  specific  mutation 
characterization.  The  combination  of  a detailed 
clinical  stratification  and  genetic  testing 
affords  early  detection  and  identification  of 
meaningful  relationships  between  phenotypical 
manifestations  and  specific  genetic  mutations 
followingthe  establishmentofindividual  lympho- 
blastoid  lines  for  a permanent  repository  of 
DNA  or  by  obtaining  desquamated  epithelial 
cells  on  which  polymerase  chain  reaction  (PCR) 


629 


Scientific  Article 


can  be  performed.  The  clinical  importance  of 
this  approach  is  the  possibility  of  presympto- 
matic  gene  testing,  resulting  in  genetically  di- 
rected screening;  that  is,  only  those  possessing 
the  APC  mutation  would  be  studied. 

In  patients  diagnosed  with  FAP  and  surgi- 
cally treated  in  the  asymptomatic  state,  the 
association  with  colorectal  cancer  is  less  than 
10  percent,  whereas  in  those  in  whom  surgery 
is  performed  after  symptoms  have  developed,  it 
is  70  percent.®'^^  In  individuals  with  undiag- 
nosed FAP,  bleeding  and  diarrhea  usually  will 
manifest  around  the  third  decade,  and  cancer 
will  occur  at  an  average  age  of  34  years.  In 
addition,  malignancy  in  organs  other  than  the 
large  bowel  has  been  noted;  for  instance,  there 
is  a higher  incidence  of  duodenal  and  thyroid 
cancer  in  patients  with  FAP  (up  to  130  times 
higher^'*)  than  in  the  normal  population.'®-^® 

In  considering  the  surgical  alternatives  in 
these  patients,  four  principles  of  treatment 
should  be  followed: 

1.  Eradication  of  all  colonic  mucosa. 

2.  Preservation  of  normal  or  near-normal 
bowel  function  and  avoidance  of  a stoma. 

3.  Choice  of  a procedure  with  least  risk  to 
the  patient. 

4.  Maintenance  of  normal  sexual  func- 
tion. 

Among  the  procedures  now  used  are  seg- 
mental colorectal  resection,  subtotal  colectomy 
with  Brooke  ileostomy,  subtotal  colectomy  with 
a continent  ileostomy,  total  colectomy  with 
ileoanal  anastomosis,  and  subtotal  colectomy 
with  ileorectal  anastomosis.  The  last  procedure 
is  used  most  often,  because  the  anastomosis  is 
technically  easy  to  accomplish  and  can  be  done 
safely  and  quickly  by  the  trained  general  sur- 
geon. However,  because  a portion  of  the  distal 
colon  and  rectum  will  remain,  the  patient  will 
have  to  undergo  endoscopic  examination  on  a 
regular  basis  for  life.  The  choice  of  surgery  is 
influenced  by  the  extent  of  the  phenotypical 
manifestations  of  the  disease,  the  patient’s  com- 
pliance and  psychological  profile,  and  the 
surgeon’s  experience  with  the  disease. 

Current  nonsurgical  approaches  include  the 
oral  administration  of  calcium  bicarbonate, 
difluoromethylornitine,clinoril,  and  tamoxifen, 
which  basically  attempt  to  decrease  the  prolif- 
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erative  rate  of  the  gastrointestinal  mucosa. 
These  agents  are  still  under  investigation,  how- 
ever.'^ One  of  our  patients  is  participating  in 
such  a study. 

Desmoid  tumors  are  soft-tissue,  nonmet- 
astasizing growths  that  affect  the  patient’s  well- 
being by  sheer  growth  and  compression.  They 
represent  a very  significant  problem,  as  they 
are  not  amenable  to  surgical  resection.  Surgery 
is  reserved  for  their  local  complications. 

In  summary,  FAP  is  an  inherited  prema- 
lignant  condition  that  can  be  diagnosed  by  a 
combination  of  genetic  studies  and  the  pres- 
ence of  phenotypical  markers.  The  main  target 
organ  is  the  colon,  although  many  other  tissues 
can  be  affected.  Affected  patients  must  be  thor- 
oughly investigated  and  their  relatives  at  risk 
appropriately  identified  (Figure  21,  page  638). 
Current  treatment  is  surgical,  with  abdominal 
colectomy  and  ileorectal  anastomosis  being  the 
preferred  procedure  in  the  absence  of  rectal 
cancer  in  a compliant  patient.  When  rectal 
cancer  is  present,  a proctectomy  is  usually 
necessary;  when  many  polyps  are  present  in 
the  rectum,  laser  ablation  or  other  ablative 
techniques  are  options  associated  with  preser- 
vation of  continence. 

FAP  has  been  a good  clinical  model  for  the 
understanding  of  the  adenoma-carcinoma  se- 
quence. It  has  provided  a working  and  useful 
example  for  the  understanding  of  colorectal 
cancer  and  associated  molecular  biologic  events. 
Because  the  latter  can  be  correlated  with 
epidemiologic  data,  early  diagnosis,  genetically 
directed  screening,  and  early  and  effective  thera- 
peutic interventions  for  FAP  have  now  become 
a reality,  raising  the  hope  that  this  knowledge 
may  be  applicable  to  the  understanding  and 
management  of  “sporadic”  colorectal  cancer,  a 
most  common  type  of  tumor  in  the  United 
States. 
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Figure  2.  Indirect  funduscopy  demonstrating  congenital  hypertro- 
phic retinal  pigmented  epithelium  (CHRPE)  (arrow)  in  a patient 
with  familial  adeno-matous  polyposis. 


Figure  4a.  A “sheath-like”  desmoid  tumor  (arrow)  involving  the  mesentery  of  the  small  bowel. 
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Figure  9.  Multiple  polyposis  with  large  polyps  containingfoci  of  carcinoma  in  situ  and  invasive 
carcinoma  (arrows). 


Figure  14.  Microadenomas  (arrows),  detect- 
able only  by  microscopic  examination  of  grossly 
“normal”  colonic  mucosa. 


Figure  15.  Histologic  view  of  adenomas  of  the 
small  bowel  (arrows)  (x40). 
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Figure  16.  (Above) 

Intraoperative  en- 
teroscopy with  a 
colonoscope  intro- 
duced via  the  rec- 
tum in  a patient 
with  an  ileorectal 
anastomosis.  Note 
the  adhesive  band 
(arrow)  that  im- 
peded advancement 
of  the  colonoscope 
toward  the  ligament 
of  Treitz. 


Figure  17.  (Right) 

Multiple  polyps  lo- 
calized mainly  to 
segments  of  the  co- 
lon in  a 38-year-old 
white  female;  a 
sparse  pattern. 
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Figure  18b.  Barium  enema  in  the  same  patient. 


Figure  18a.  (Top)  Multiple  rectocolonic  polyps 
found  in  a 9-year-old  boy;  dense  pattern. 


Figure  19.  (Above)  Gastric  polyps.  Most  often, 
these  polyps  represent  hyperplasia  of  fundic  glands. 
They  do  not  have  any  neoplastic  potential.  However, 
the  diagnosis  must  be  established  by  biopsy  because 
adenomatous  polyps  may  evolve  into  invasive  carci- 
noma. 
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Figure  3.  Epidermal  inclusion  cyst  of  the  leg  in  a patient 
with  familial  adenomatous  polyposis. 


Figure  5.  CT  scan  of  intra-abdominal  desmoid  tumor.  In  this 
patient,  sheer  compression  of  the  small  bowel  resulted  in  inabil- 
ity to  eat,  cachexia,  hypoglycemia,  and,  ultimately,  death. 


Figure  4b.  CT  scan  of  abdomen  dem- 
onstrating the  desmoid  tumor  (ar- 
rows). 


Figure  6.  (Above) 

Arteriogram  shows  a 
desmoid  tumor  (arrow- 
heads) supplied  by  the 
distal  branches  of  the 
superior  mesenteric  ar- 
tery. 

Figure  7.  (Left)  Bilat- 
eral lipomas  of  the  el- 
bow (arrows)  in  a pa- 
tient with  familial 
adenomatous  poly- 
posis. 
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Figure  10.  (Right)  Air  contrast  study  of  a periampullary  carcinoma  (arrow).  In  individuals  with 
FAP,  the  risk  of  developing  ampullary  and  periam-pullary  carcinomas  and  thyroid  cancers  is  up  to 
130  times  higher  than  that  in  the  normal  population. 


Figure  11.  CT  scan  showing  osteomas  of  the  skull  in  a 
patient  with  familial  adenomatous  polyposis. 


Figure  12.  Radiograph  demonstrat- 
ing exostoses  of  the  tibia  (arrow)  in  a 
patient  with  familial  adenomatous 
polyposis. 
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Figure  13.  Panoramic  radiograph  (Panorex)  of  the  maxilla  and 
mandible  of  a 15-year-old  male  with  a family  history  of  FAP.  An 
impacted  mandibular  right  bicuspid  is  evident  (open  arrow). 
More  subtle  findings  in  the  right  maxilla  and  left  mandible  are 
osseous  densities  (arrows),  a common  extracolonic  manifesta- 
tion in  patients  with  FAP. 


Figure  20.  (Right)  Sex-average  map  of  markers  near  the  APC  locu  on  chromosome  5.  Genetic  distances  are 
shown  in  Kosambi  centimorgans.  Markers  that  could  be  placed  (with  odds  of  > 1000:1)  are  shown  associated 
with  the  long  vertical  line.  Only  markers  in  the  vicinity  of  the  APC  locus  are  shown.  The  location  of  D5S81 
with  respect  of  D5S64  and  that  of  D5S53  with  respect  to  D5S37  and  D5S50  could  not  be  determined  with  these 
odds.  The  intervals  within  which  these  two  probes  could  be  mapped  is  depicted  by  the  small  vertical  lines 
on  the  left  of  the  figure.  Markers  indicated  by  smaller  type  were  mapped  on  CEPH  families  alone.  APC  was 
inserted  at  each  interval  and  the  logj^  likelihood  compared  with  the  best  interval  (D5S64/D5S84).  The  most  likely 
position  for  APC  was  in  the  D5S49/D5S58  interval.  (From  Olschwang  S,  et  al.  Genetic  characterization  of  the  APC 
locus  involved  in  familial  adenomatous  polyposis.  Gastroenterology  101:154-160,  1991;  with  permission.) 


ALGORITHM  FOR  FAMILIAL  ADENOMATOUS  POLYPOSIS  KINDREDS 


Suspected 

Individuel 

Symptoms 


H 4 P 
CBC.  CP 

Panorex  of  the  jaw 
F lexible 
Sigmoidoscopy 
Indirect  fundoscopy 


1 Flexible 
Sigmoidoscopy 

2 H & P 

3 CBC.  CP 

4,  Panorex  of  the  iaw 
5 Indirect  fundoscopy 


COMPLETE  EVALUATION 
Baseline  blood  tests  Complete  blood  count  ICBC),  chemistry  profile  (CP). 

karyotype,  establishment  of  lymphoblasioid  line 
Baseline  X rays  Bone  survey  to  include  long  bones,  skull,  Panorex  of  i 

Intravenous  pyelogram,  Enteroclysis 

Baseline  Endoscopy  E sophagogasiroduodenoscopy  (Fore  and  side  view). 
Colonoscopy 


H & P > History  and  Physical 
to  include  digital 
eBaminalion  of  rectum 
and  test  for  occult  blood 
in  feces. 

P • Pouch 


MP  = Mucosal  proctectomy 
IRA  - lleorectal  anastomosis 
TAC  ~ Total  abdominal  colectomy 
IP  ■ Ileal  pouch 
lAA  ■Ileoanal  anastomosis 
TPC  ■ Total  proctocolectomy 
BSO*  = Bilateral  salpmgoophorectom 


EVALUATION 
2.  . Pattern  of  Distribution 

a)  Coarse,  with 
minimal  rectal 
polyps 

b)  Diffuse  with 
al  involvement 


Colon  Cancer  with 
al  None  or  minimal 
rectal  polyps 
b)  Diffuse  rectal 
polyps 

Rectal  Cancer 
nth  Colonic 
polyps 


*BSO  may  be  considered  complementary  to  cancer  operation. 


FOLLOW-UP  Yearly  until  25  years  old; 

then  q 2-3  years  endoscopies 
for  lifetime 

GENERAL 

1.  History.  & Physical 

2 CBC.  Biochemical  Profile 

3.  Esophego  Gastroduodenoscopy  q3  Yaari 

SPECIAL 

t/O  TAC/IRA:  Biannual  Proctolleoscepy 
s/p  TPC/  P:  Annual  Peuchoscopy 


TAC/IRA 

Consider  electrocoagulation  or 
laser  vaportiaiion  of  rectal  polyps 
TAC/MP 
Consider  IP/IAA 


TAC/IRA  (BSO*) 
TAC/MP 

Consider  IP/IAA  (BSO*) 
TPC(BSO’) 

Consider  Kock's  pouch 


Figure  21.  Algorithm  for  evaluation  and  treatment  of  kindreds  with  familial  adenomatous  polyposis.  (From 
Herrera  L[ed].  Familial  Adenomatous  Polyposis.  New  York,  Alan  R.  Liss,  Inc,  1990,  p 148;  with  permission.) 
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Table  2.  Relatives  at  Risk  Studied 
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Table  3.  Patients  with  FAP  Who  Are  Still  Alive  (n  = 15) 


Table  3.  (Continued)  Patients  with  FAP  Who  Are  Still  Alive  (n  = 15) 
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Age  Diagnosis  Signs/  Method  of  Extracolonic 

Kindred  Sex  (years)  (years)  Symptoms  Diagnois  Manifestation(s) 
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Family  Number 

Codon 

Mutation 

FAP-005 

541 

CAG  — > TAG 

FAP-007 

1309 

GAAAAGAT  — > 

GAT 

FAP-003 

1546 

AATGAAAA  — > 

AAA 

*Studies  performed  at  Johns  Hopkins  Hospital,  Baltimore,  Maryland 


Table  4.  Summary  of  APC  Gene  Mutations  in  FAP  Families  * 


Kindred 

Age 

(years) 

Cause  of  Death 

FAP-001 

I-l 

39 

Colon  cancer 

II-2 

33 

Colon  cancer 

FAP-002 

I-l 

40 

Colon  cancer 

II-l 

38 

Hunting  accident 

III-l 

15 

Colon  cancer 

FAP-004 

II-2 

33 

Colon  cancer 

II-3 

27 

Colon  cancer 

III-l 

35 

AIDS 

FAP-005 

I-l 

73 

Unknown 

II-l 

42 

Colon  cancer 

FAP-007 

III-l 

50 

Colon  cancer 

Table  5.  Causes  of  Death  in  Patients  with  FAP 
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Kindred 

Treatment 

Status 

FAP-001 

I-l 

Col  ostomy 

Dead 

II-2 

Total  proctocolectomy  (Kock’s  pouch) 

A1  ive 

II-9 

Subtotal  colectomy  with  ileostomy 

A1  ive 

II-ll 

Partial  colectomy 

Dead 

FAP-002 

I-l 

Partial  colectomy 

Dead 

II-l 

Partial  colectomy 

Dead 

III-l 

Partial  colectomy 

Dead 

III-8 

Subtotal  colectomy  with  ileorectal 
anastomosis 

A1  ive 

III-ll 

Partial  colectomy 

A1  ive 

III-15 

Partial  colectomy 

A1  i ve 

FAP-003 

II-5 

Subtotal  colectomy  with  ileorectal 
anastomosis 

A1  ive 

FAP-004 

II-2 

Subtotal  colectomy  with  ileorectal 
anastomosis 

Dead 

II-3 

Partial  colectomy 

Dead 

III-l 

Subtotal  colectomy  with  ileorectal 
anastomosis 

Dead 

III-3 

Ileoanal  anastomosis  (pull-through) 

A1  ive 

FAP-005 

I-l 

Partial  colectomy 

Dead 

II-l 

Total  colectomy  with  ileostomy 

Dead 

III-l 

Total  colectomy  with  ileostomy 

A1  ive 

III-2 

Subtotal  colectomy  with  ileorectal 
anastomosis 

A1  ive 

III-4 

Subtotal  colectomy  with  ileorectal 
anastomosis 

A1  i ve 

IV-1 

Colectomy  with  ileostomy 

A1  ive 

FAP-006 

II-l 

Subtotal  colectomy  with  ileorectal 
anastomosis 

A1  ive 

FAP-007 

III-l 

Partial  colectomy 

Dead 

IV-2 

Subtotal  colectomy  with  ileorectal 
anastomosis 

Alive 

IV-7 

Subtotal  colectomy  with  ileorectal 
anastomosis 

Alive 

V-1 

Subtotal  colectomy  with  ileorectal 
anastomosis 

Alive 

Table  6.  Surgical  Procedures  Performed  in  26  Patients  with  FAP 
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WHATEVER  LIFE  BRINGS, 
WE’LL  BE  THERE  FOR  YOU. 


BlueCross  BlueShield 
of  Delaw^lre 


A member  of  the  Blue  Cross  and  Blue  Shield  Association,  an  association  of  independent  Blue  Cross  and  Blue  Shield  Plans. 


Diagnostic  Imaging 
Associates,  P.A. 

wishes  to  announce  the  temporary  availability  of 
MR  Breast  Imaging.  This  unique  imaging  affords 
clinicians  and  surgeons  visualization  of  lesions  not 
seen  by  radiography. 

The  benefits  of  MR  Breast  Imaging  may 
be  particularly  helpful  in  patients  with: 

• Breast  implants  with  possible  rupture 
or  leak, 

• Dense  breasts  with  palpable  mass, 

• Strong  suspicion  of  tumor  with 
inconclusive  radiographic  studies. 

For  information,  please  contact  Diagnostic  Imaging 
Associates  at  (302)  368-9625. 

Special  low  fee  for  MR  Breast  Imaging 
until  mid-November. 

Ka-Khy  Tze,  M.D.,  Co-Director  Joseph  R.  Peacock,  M.D.,  Co-Director 
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Screening  Mammography  for  Breast  Cancer: 
A Wise  Test  When  Used  in  Time 


Jeffrey  G.  Wong,  M.D. 
John  R.  Feussner,  M.D. 


In  the  first  article  in  this  series,*  we  addressed 
general  considerations  for  deciding  whether 
and  how  to  screen  asymptomatic  patients  for 
disease.  That  article  began  with  the  following 
vignette: 

Ms.  Smith  is  a 64-year-old  white  woman 
who  comes  to  the  office  for  a “check  up.” 

She  has  had  a slight“weight  problem”  but 
has  been  in  otherwise  good  health.  She  is 
64  inches  tall,  weighs  186  pounds,  and 
her  blood  pressure  is  145/90.  At  the  con- 
clusion of  an  otherwise  normal  exam,  the 
topic  of  health  screening  regarding 
breast  cancer  comes  up.  She  declines  a 
mammogram  stating  she  checks  herself 
“pretty  often”  and  that  no  other  physician 
has  ever  felt  lumps.  Besides,  she  is  “too 
old  to  worry  about  getting  mammograms 
now,”  and  one  of  her  best  friends  said 
mammograms  “really  hurt  bad.” 

We  posed  the  question,  ‘What  should  we  tell 
Ms.  Smith  now?”  and  provided  six  guidelines 
that  should  help  us  decide  when  it  makes  sense 
to  screen  for  disease.  In  formulating  an  answer 
to  our  questions  about  Ms.  Smith,  we  review 
each  guideline  individually  in  order  to  arrive  at 
a reasonable  therapeutic  plan. 


Drs.  Wong  and  Feussner  are  from  the  Division  of  General 
Internal  Medicine,  Department  of  Medicine,  Box  3375, 
Duke  University  Medical  Center,  Durham,  North  Caro- 
lina. 

*“Screening  for  Asymptomatic  Diseases  in  Your  Patients: 
Practical  Tips  for  Doing  It  Right,”  NC  Med  J 1993:54:218- 
221.  The  series  concludes  in  the  July  issue. 

Reprinted  with  permission  from  the  North  Carolina  Medi- 
cal Journal. 
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Target  Disease  Considerations 

1.  Is  the  disease  common  or  serious  enough 
to  warrant  screening? 

Yes.  Breast  cancer  is  the  second  most  common 
cancer  in  women  (after  skin  cancer)  and  is  the 
second  leading  cause  of  cancer  death  in  women 
(after  lung  cancer).  There  were  an  estimated 
175,000  new  cases  of  breast  cancer  and  44,500 
breast  cancer-related  deaths  in  1991,’  and  it 
has  been  estimated  that  women  have  a one  in 
nine  chance  of  developi  ng  breast  cancer  in  their 
lifetime.^  Breast  cancer  is  certainly  common 
and  serious  enough  to  make  screening  worth- 
while. 

2.  Is  there  a presymptomatic  phase  in  the 
natural  history  of  the  disease  during 
which  time  a test  can  detect  it? 

Yes.  Breast  cancer  is  rarely  symptomatic  in  its 
early  stages.  If  we  wait  until  the  disease  is 
clinically  apparent,  it  is  usually  widespread 
and  often  incurable.  A number  of  factors  deter- 
mine the  prognosis,  but  detection  at  an  early 
stage  is  the  most  important.^  We  can  use  breast 
self-examination,  clinical  breast  examination, 
and  various  forms  of  mammography  to  screen 
for  breast  cancer. 

3.  Are  there  effective  treatments  for  the 
disease  after  early  detection? 

Yes.  Surgery,  such  as  lumpectomy,  quadrant- 
ectomy,  or  modified  radical  mastectomy  (de- 
pending on  the  size  of  the  tumor  and  its  location 
within  breast)  is  effective  in  the  treatment  of 
limited  stage  the  breast  cancer.  These  proce- 
dures are  often  combined  with  a search  for 
metastases  in  the  ipsilateral  axillary  lymph 
nodes  because  presence  of  metastatic  disease 
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usually  dictates  the  need  for  systemic  chemo- 
therapy, radiation  therapy,  or  both.  Testing 
tumor  cells  for  the  presence  of  estrogen  recep- 
tors permits  node-negative,  estrogen-receptor- 
positive  patients  to  use  hormonal  therapy  as 
prophylaxis  against  cancer  recurrence.  In  any 
case,  it  is  clear  that  early  detection  of  breast 
cancer  and  treatment  at  a limited  stage  gives  a 
much  better  prognosis  than  treatment  at  a later 
stage.'' 

Screening  Test  Considerations 

1.  Is  there  a screening  test  of  cicceptable 

sensitivity  and  specificity  available  to 

detect  the  targeted  disease? 

Yes.  As  previously  mentioned,  there  are  three 
modalities  for  breast  cancer  screening.  The 
first,  breast  self-examination,  has  a sensitivity 
ranging  from  26  percent  to  34  percent  and  a 
specificity  that  remains  uncertain.®  ® The  sensi- 
tivity and  specificity  of  manual  breast  examina- 
tion varies  widely  with  age  and  the  experience 
of  the  examiner,  but  even  highly  motivated 
patients  intensively  trained  in  breast  self-ex- 
amination may  have  trouble  detecting  lumps  in 
large  breasts,  in  fibrocystic  breasts,  in  the  sites 
of  previous  biopsies,  and  with  prosthetic  im- 
plants. 

The  sensitivity  of  clinical  breast  exami- 
nation is  slightly  higher  than  that  of  self- 
examination.  Estimates  from  the  Breast 
Cancer  Detection  Demonstration  Project 
(BCDDP)  place  the  overall  sensitivity  at  48 
percent.®  Studies  that  use  manufactured 
breast  models  to  simulate  breast  examina- 
tion show  a mean  sensitivity  of  55  percent 
for  untrained  women,  65  percent  for  regis- 
tered nurses,  and  87  percent  in  physicians.^® 
Highly  experienced  physicians  perform 
more  accurate  examinations  than  patients 
themselves,  but  even  so,  limitations  due  to 
characteristics  of  the  breast  still  apply. 

The  mammogram  is  more  likely  the  manual 
breast  examinations  to  detect  smaller  breast 
lumps  or  lesions  deep  within  the  breast  tissue 
and  thereby  discover  the  disease  earlier  in  its 
development.  Sensitivity  of  mammography 
ranges  from  71  to  85  percent,®  ® '®  depending  on 
a number  of  factors  (size  of  lesion,  age  of  the 
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patient,  “negative”  masses  subsequently  dis- 
covered to  be  malignant).  The  specificity  is 
about  94  percent  to  99  percent.®’"  However, 
even  with  this  excellent  performance,  false  posi- 
tives can  occur,  especially  when  low-risk  popu- 
lations are  screened. 

Three  randomized,  controlled  trials  have 
evaluated  the  usefulness  of  mammography 
manual  breast  examination,  and  three  other 
trials  have  looked  at  mammography  alone.  The 
results  of  the  trials  (summarized  on  Table  1) 
demonstrate  a reduction  in  breast  cancer  mor- 
tality in  screened  populations  of  women  40 
years  and  older,  but  no  such  benefit  for  women 
less  than  40  years  old.  Seven  case-control  se- 
ries"’"’'®  confirm  the  results  for  screening 
mammography.  In  summary,  these  studies  dem- 
onstrate that  screening  mammography,  with  or 
without  clinical  breast  examination,  reduces 
breast  cancer  mortality  of  women  older  than  50. 
The  evidence  of  benefit  to  women  less  than  50 
years  of  age,  or  by  using  manual  breast  exami- 
nation alone,  is  less  convincing. 

2.  Can  an  appropriate  population  of  high- 
risk  patients  he  identified  to  undergo 
screening? 

Possibly.  Genetic  predisposition  is  the  most 
important  factor  in  determining  who  should  be 
screened  for  breast  cancer.  The  risk  for  breast 
cancer  is  three  times  higher  for  women  whose 
mothers  and  sisters  have  had  breast  cancer.'® 
Other  factors  associated  with  increased  risk 
include  nulliparity,  having  a first  child  at  a 
later  age,  and  cigarette  smoking.  Limiting 
screening  to  those  at  highest  risk  would  save 
money,  but  since  the  prevalence  of  breast  can- 
cer is  so  high,  it  is  probably  preferable  to  screen 
all  women  in  the  appropriate  age  group  regard- 
less of  the  factors.  Since  the  benefits  of  screen- 
ing women  younger  than  age  50  are  not  clear,  it 
may  be  that  screening  mammography  of  younger 
women  should  be  limited  to  those  with  strong 
family  histories  of  breast  cancer. 

3.  Do  the  benefits  of  screening  justify  the 
costs  of  the  screening  strategy? 

Yes.  Screening  by  mammography,  with  or  with- 
out clinical  breast  examination,  is  costly.  Fi- 
nancial costs  include  the  fees  for  breast  exami- 
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Clinical  breast  examination  and  mammography: 

Health  Insurance  plan  of  Greater  New  York  Trial‘s 
Enrolled  62,000  women  aged  40-64 

Screening  strategy:  annual  mammography  with  breast  exam 
for  more  then  four  consecutive  years. 

At  18  years  of  follow-up:  mortality  reduced  by  23  percent 

The  United  Kingdom  Trial'® 

Enrolled  127,117  women  aged  45-64 
Screening  strategy:  annual  breast  exam  and  biennial 
mammography 

At  seven  years  of  follow-up:  mortality  reduced  by  20  percent 

The  Edinburgh,  Scotland  Trial  (part  of  the  UK  trial) 

Enrolled  65,000  women  aged  45-64 

Screening  strategy:  annual  breastexam,  biennial  mammograms 
for  seven  years 

At  seven  years  of  follow-up:  mortality  reduced  by  17  percent 

Mammography  alone: 

The  Malmo,  Sweden,  Trial''’ 

Enrolled  42,300  women  over  40  years  old 
Screening  strategy:  mammography  every  18  to  24  months 
At  nine  years  of  follow  up:  mortality  reduced  by  9 percent 
(mortality  reduced  by  21  percent  in  women  55  years  and 
older) 

The  Swedish  Two-County  Trial'® 

Enrolled  134,867  women  aged  40-74 

Screening  strategy:  mammography  every  two  years  in  women 
aged  40-49;  every  33  months  in  women  aged  50-74 
At  nine  years  of  follow-up:  mortality  reduced  by  30  percent,  but 
only  in  the  women  50  years  and  older 

The  Stockholm  Study'® 

Enrolled  60,000  women  aged  40-64 
Screening  strategy:  mammography  every  25  months 
At  six  years  of  follow  up:  mortality  reduced  by  29  percent  (43 
percent  in  women  50  years  and  older;  no  reduction  in  women 
under  50) 


Table  1.  Trials  of  Breast  Cancer  Screening 

nation  and  the  technical  and  professional 
charges  for  the  mammogram,  but  other  costs 
include  pain  and  inconvenience  to  the  patient, 
radiation  risks,  and  the  costs  of  evaluating  (and 
treating)  “true”  and  “false”  positive  studies. 
Using  mathematical  models  that  incorporate 
the  mortality  reductions  demonstrated  in  the 
clinical  trials  and  the  total  financial  and 
nonfinancial  costs  previously  listed,  Eddy  con- 
cluded that  it  is  cost-effective  to  screen  women 
50  years  and  older  for  breast  cancer.  It  may  also 


be  cost-effective  to  screen 
women  less  than  50  years  of 
age  who  fall  into  a high-risk 
group.® 

Recommendations 

Table  2 summarizes  the  rec- 
ommendations of  the  various 
organizations  thathave  taken 
a position  on  the  issue  of  breast 
cancer  screening.  They  fall 
into  two  categories:  the  rec- 
ommendations of  the  Ameri- 
can Cancer  Society^'  and  those 
of  the  U.S.  Preventive  Ser- 
vices Task  Force.®  Other  or- 
ganizations have,  in  general, 
endorsed  one  of  these  sets  of 
recommendations. 

In  weighing  the  data,  we 
conclude  that  mammography 
satisfies  our  six  criteria  for  a 
screening  test  (at  least  for 
women  over  50  years  old).  We 
must  convince  Ms.  Smith  to 
undergo  screening  mammo- 
graphy now  and  to  undergo 
repeated  testing  every  one  to 
two  years  as  recommended  by 
the  U.S.  Preventive  Services 
Task  Force.  This  can  be 
coupled  with  our  clinical 
breast  examination  duringher 
health  maintenance  visits. 
Although  the  costs  and  the 
discomfort  of  clinical  exami- 
nation alone  are  minimal,  the  potential  for 
missing  early  stage  breast  cancer  is  too  great 
for  us  to  recommend  this  alone.  She  really 
needs  that  mammogram! 
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RADIOGRAPH  OF  THE  MONTH 


James  Lally,  M.D. 


Figures  1,2  and  3.  The  abdomi- 
nal radiograph  and  CT  scan 
images  are  of  a 37-year-old  man 
with  a history  of  renal  calculi. 
He  presented  with  acute  right 
lower  quadrant  abdominal 
pain.  What  is  the  most  likely 
diagnosis? 


Figure  2. 


Figure  3. 
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Radiograph  of  the  Month 


Diagnosis:  Appendiceal  perforation 
with  appendicolith 

An  abdominal  radiograph  (Figure  1)  shows  a 
laminated  calcification  in  the  right  lower  quad- 
rant of  the  abdomen.  Several  small  left  renal 
calculi  are  visualized.  A CT  scan  image  of  the 
lower  abdomen  (Figure  2)  disclosed  a calcifica- 
tion (appendicolith)  with  surrounding  phleg- 
mon. Figure  3,  a CT  scan  section  caudal  to 
Figure  2,  reveals  a fluid-filled  abscess  with  an 
air-fluid  level.  Subsequent  surgery  confirmed 
the  findings  of  a perforated  appendix  with  an 
appendicolith. 

In  1886,  Reginald  Fitz,  a Boston  patholo- 
gist, crystallized  his  thoughts  concerning  the 
etiology  of  obscure  abdominal  abscesses.  Fitz’s 
brilliant  work  described  the  origin  of  many 
abdominal  abscesses  — an  inflamed  and  perfo- 
rated appendix.  Prior  to  that  time,  abdominal 
abscesses  were  surgically  drained  with  little 
cognizance  as  to  their  likely  cause.  Fitz  be- 
lieved that  early  surgical  intervention  and 
prompt  removal  of  the  diseased  appendix  would 
reduce  the  morbidity  and  mortality  associated 
with  abdominal  abscesses  in  the  19th  century. 

The  diagnosis  of  appendicitis  relies  prima- 
rily on  clinical  signs  and  symptoms.  In 
uncomplicated  cases,  diagnostic  radiology  plays 
only  a minor  role  in  the  management  of  patients 
with  appendicitis.  This  is  generally  true  in  80 
percent  of  patients.  In  the  other  20  percent,  the 
clinical  picture  is  unclear  and  the  diagnosis  is 
uncertain.  This  subset  of  patients  may  benefit 
from  diagnostic  imaging. 

While  plain  radiographs  of  the  abdomen 
are  often  requested  in  patients  with  appendici- 
tis, the  findings  are  usually  nonspecific.  In  8 
percent  of  patients,  the  demonstration  of  an 
appendicolith  on  an  abdominal  radiograph  al- 
lows a confident  diagnosis  of  appendicitis. 
Appendiceal  perforation  occurs  in  50  percent  of 
these  patients. 

The  barium  enema  examination  is  occa- 
sionally employed  in  patients  with  suspected 
appendicitis.  It  has  a reported  accuracy  of  50  to 
84  percent.  The  findings,  though,  may  not  allow 
a specific  diagnosis  of  appendicitis.  Nonfilling 
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of  the  appendix  and  mass  effect  on  the  barium- 
filled  appendix  are  the  most  suggestive  find- 
ings. 

In  recent  years,  ultrasonography  and  com- 
puted tomography  have  assumed  an  important 
role  in  the  imaging  of  patients  presenting  with 
abdominal  pain.  Since  one-fourth  of  patients 
with  possible  appendicitis  have  confusing  or 
atypical  findings,  cross-sectional  imaging  tech- 
niques may  be  crucial  in  the  diagnostic  decision 
process.  This  is  particularly  true  of  women  in 
the  child-bearing  age  group,  as  a number  of 
pelvic  disorders  may  mimic  appendicitis. 

Sonography,  with  graded  compression,  has 
a reported  accuracy  of  90  percent  in  the  diagno- 
sis of  patients  with  appendicitis.  A presumptive 
negative  diagnosis  of  appendicitis  is  based  on 
nonvisualization  of  the  appendix.  A positive 
diagnosis  on  ultrasonography  may  show  a thick- 
ened wall  of  the  appendix,  fluid-filled  appendix, 
or  acoustical  shadowing  from  a coprolith. 
Ultrasonography  is  of  particular  value  in  women 
with  lower  abdominal  pain  as  it  affords  a de- 
tailed view  of  the  uterus  and  ovaries. 

While  CT  can  be  used  to  diagnose  appendi- 
citis, its  use  should  probably  be  reserved  for 
patients  with  suspected  perforation  and  subse- 
quent complications,  periappendiceal  phlegmon 
and  abscess.  CT  will  show  the  extent  of  these 
processes  and  will  often  distinguish  a phlegmon 
from  an  abscess.  The  circumscribed  fluid  collec- 
tion and  well-defined  wall  of  an  abscess  allows 
distinction  from  the  ill-defined  mass  and  edema 
of  a phlegmon.  This  distinction  is  important,  as 
percutaneous  drainage  of  periappendiceal  ab- 
scesses and  treatment  with  antibiotics  have 
been  reported  as  an  effective  alternative  to 
surgery.  Such  a therapeutic  alternative  ap- 
proach reduces  the  higher  morbidity  associated 
with  surgery. 
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Get  some  of  your  premiums 


back  for  a change... 


our  colleagues  insured  by  PHICO 
Insurance  Company  did.  Right  now 
they're  probably  out  spending  their  share  of 
more  than  $300,000  in  malpractice  insurance 
dividends  we  paid  this  year. 

How  do  we  do  it?  PHICO  offers  Delaware 
doctors  a group  dividend  plan  that  shares 
savings  from  better-than-expected  claims 
experience  and  investment  income  from 
premiums.  And  we've  returned  money  to 
Delaware  doctors  for  three  straight  years  now. 


This  year,  it  was  $300,000.  Last  year, 
$127,000.  The  year  before,  over  $800,000.  That's 
over  $1.2  million  by  our  count. 

If  you're  not  in  on  the  plan,  see  your  agent 
or  broker  to  get  PHICO  coverage.  The  phone 
call's  on  us!  1-800-382-1378 


Endorsed  Insurer  of  the  Medical  Society  of  Delaware 


SPECIAL  REPORT 


Proposed  Health  Care  Reform  Plan  for  Delaware 


The  Medical  Society  of  Delaware,  working  with 
representatives  from  the  various  specialty  soci- 
eties, has  developed  a Health  Care  Reform  Plan 
for  the  state,  which  we  believe  will  enhance  an 
already  excellent  health  care  delivery  system 
in  our  state.  We  further  believe  that  this  pro- 
posal, by  providing  for  universal  health  insur- 
ance coverage  and  access  to  health  care  at 
appropriate  times  and  in  appropriate  settings, 
will  improve  the  health  care  system  in  the  state 
by  restoring  value  to  the  system  and  by  improv- 
ing the  health  care  statistics  for  the  state, 
particularly  in  areas  of  pediatric  care  and  in- 
fant mortality. 

While  the  plan’s  major  focus  is  to  assure 
health  care  insurance  coverage  for  everyone  in 
the  state,  it  is  our  belief  that  a legislative  and 
health  insurance  mechanism  for  providing  ac- 
cess to  appropriate  care  at  appropriate  times  is 
not  sufficient  and  that  any  plan  must  also 
establish  incentives  for  individuals  to  pursue 
healthy  lifestyles  and  the  most  efficient  courses 
of  treatment. 

It  is  our  conclusion  that  there  are  three 
major  levels  of  activity  which  must  occur  for 
health  care  in  Delaware  to  be  appropriately 
reformed.  These  include  the  establishment  of 
new  legislation,  health  care  policy  and  financ- 
ing mechanisms.  The  legislation  required  is 
extensive  and  must  occur  at  both  the  national 
and  state  levels.  Health  care  policy  must  be 
established  by  nongovernmental  agencies,  again 
at  both  the  federal  and  state  levels.  These 
agencies,  by  being  private  in  nature,  would 
tend  to  be  driven  by  the  public  good  rather  than 
governmental  budgetary  targets.  At  the  federal 
level,  we  envision  a national  health  care  board 
with  substantial  representation  by  practicing 
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physicians  and  other  health  care  providers.  At 
the  state  level,  we  envision  the  perpetuation  of 
the  Delaware  Health  Care  Commission  en- 
hanced by  greater  representation  of  practicing 
physicians  and  other  health  care  providers. 

With  regard  to  financing,  we  envision  that 
all  individuals  must  have  their  health  care 
financed  at  similar  levels  so  that  community 
rate  premiums  would  be  available  to  pay  for 
health  insurance  coverage  of  all  state  resi- 
dents. 

Legislation 

In  terms  of  the  specifics  of  the  necessary  legis- 
lation at  the  federal  level,  there  would  be  a need 
for  a universal  mandate  for  the  provision  of 
health  insurance  coverage  with  contributions 
made  by  employers,  individuals  and  the  states. 
There  would  be  amendments  necessary  to  ex- 
isting statutes  such  as  ERISA  and  the  antitrust 
laws.  Also  needed  would  be  legislation  to  re- 
form the  medical  liability  system  nationwide, 
provide  funding  for  nationwide  medical  infor- 
mation systems  (MIS),  provide  funding  to  es- 
tablish a nationwide  electronic  intermediary, 
and  provide  enhanced  funding  for  primary  care 
physician  education  at  the  federal  level. 

At  the  state  level,  there  would  need  to  be 
major  insurance  reform  to  support  this  pro- 
gram, and  there  would  need  to  be  medical 
liability  reform  to  comply  with  the  federal  stan- 
dards mentioned  above.  There  would  need  to  be 
legislation  to  provide  funding  for  primary  care 
physician  education  at  the  state  level  so  that 
regional  shortages  could  be  corrected  as  quickly 
as  possible. 
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Policy 

In  terms  of  policy,  we  envision  the  federal 
health  board  would  establish  the  basic  benefit 
plan  and  would  establish  community  rate  pre- 
miums which  would  vary  by  region,  thus  set- 
tingthe  region’s  health  care  budget.  This  board 
would  oversee  national  outcomes  research  based 
on  information  gathered  by  the  MIS. 

At  the  state  level,  we  envision  the  Delaware 
Health  Care  Commission's  role  with  regard  to 
health  care  policy  expanding.  The  Health  Care 
Commission  would  determine  whether  state 
health  care  policy  should  be  established  for  the 
entire  state,  or  whether  regional  differences 
within  the  state  would  dictate  that  health  care 
policy  would  be  more  appropriately  determined 
on  a county-by-county  basis.  To  ensure  that  the 
health  plans  offered  in  Delaware  comply  with 
national  standards,  the  Health  Care  Commis- 
sion will  be  responsible  for  evaluating  all  plans 
and  certifying  compliance.  We  envision  the 
Health  Care  Commission  establishing  clinical 
pathways  based  on  outcomes  research  from 
data  accumulated  through  the  MIS,  and  we 
further  envision  the  Delaware  Health  Care 
Commission  monitoring  the  quality  of  and  ac- 
cess to  health  care  throughout  the  state.  This 
monitoring  of  quality  and  access  would  include 
monitoring  of  patient  and  provider  satisfaction. 

Financing 

In  terms  of  financing,  we  envision  an  employer 
mandate  where  employers  would  be  respon- 
sible for  a given  percentage  of  the  community 
premium  for  each  full-time  equivalent  employee, 
thus  including  both  full-time  and  part-time 
employees  in  the  mandate.  We  envision  em- 
ployers, while  they  would  not  be  responsible  for 
paying  for  dependent  coverage,  would  be  re- 
quired to  contract  with  plans  that  would  make 
dependent  coverage  available. 

We  envision  the  federal  government  incor- 
porating all  of  its  existing  funding  of  health 
care  coverage  through  community  rate  premi- 
ums. This  would  include  all  Medicare  patients, 
the  federal  government’s  contribution  to  Med- 
icaid, the  federal  employee  health  benefits  plan, 
VA,  CHAMPUS,  Congress,  etc.,  to  all  be  cov- 


ered through  similar  community  rate  premi- 
ums. 

We  envision  the  state  government’s  finan- 
cial role  to  be  that  of  its  current  50  percent 
contribution  to  Medicaid,  that  the  state  would 
be  responsible  for  premiums  for  uninsured  in- 
dividuals below  200  percent  of  the  poverty  level 
and  that  the  state  would  also  be  responsible  for 
the  employee  contribution  for  health  insurance 
for  those  employees  under  200  percent  of  the 
poverty  level,  as  well  as  for  any  coinsurances 
for  these  individuals. 

For  example,  employees  over  200  percent  of 
the  poverty  level  would  be  responsible  for  pay- 
ing the  balance  of  the  community  rate  premium 
for  their  coverage  through  employer  withhold- 
ings. These  employees  would  also  be  respon- 
sible for  paying  any  co-pays  or  deductibles 
included  in  the  plan.  Unemployed  individuals 
over  200  percent  of  the  poverty  level  would  be 
responsible  for  the  entire  community  rate  pre- 
mium, as  well  as  any  copayments  and  coinsur- 
ances. 

Delivery  System 

We  envision  the  delivery  system  at  the  outset  of 
this  plan  to  be  very  much  as  it  currently  exists. 
However,  since  each  insurer  would  receive  (and 
be  required  to  accept)  the  same  community  rate 
premium,  insurers  would  compete  not  on  the 
basis  of  price,  but  rather  on  the  basis  of  quality 
and  efficiency.  Thus,  we  would  envision  a growth 
in  managed  care  plans  within  the  State  and  an 
enhancement  in  the  integration  among  health 
care  providers  so  that  over  time,  health  care  in 
the  state  would  be  delivered  more  and  more 
efficiently,  thus  containing  health  care  cost  in 
the  State. 

We  envision  a variety  of  health  care  plans 
being  available,  but  would  mandate,  through 
health  insurance  reforms,  that  there  be  at  least 
one  indemnity  plan  available  to  all  employees 
and  individuals  and  that  HMO,  PPO  and  PHO 
plans  all  be  required  to  offer  an  off-panel  ben- 
efit. Thisprovision  would  protect  the  freedom  of 
choice  of  physicians  and  hospitals  for  Delawar- 
eans, while  allowing  for  the  continuity  of  the 
would  be  required  to  offer  a basic  benefit  pack- 
age as  defined  by  the  national  health  care  board 
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The  Society’s  recommended  basic  benefit  plan 
follows.  The  Society  has  chosen  not  to  adress 
long  term  care  coverage  as  part  of  the  basic 
benefit  plan,  and  would  defer  any  consideration 
in  this  regard  to  the  national  level.  We  strongly 
recommend  that  workers  compen-sationa  dn 
auto  health  health  benefits  be  incorporated  as 
part  of  the  basic  health  coverage  in  order  to 
eliminate  the  “double  coverage”  that  currently 
exists. 

The  detailed  elements  of  the  Health  Care 
Reform  Plan  as  we  propose  it,  as  well  as  a 
schematic  flowchart  to  demonstrate  how  the 
program  would  be  implemented  and  organized, 
follow  this  report.  We  anticipate  the  plan  would 
be  phased  in,  but  the  transition  should  not  be 
done  in  such  a way  as  to  jeopardize  patient  care 
or  exacerbate  cost  shifting. 

In  summary,  we  believe  that  through  re- 
sponsible initiatives  at  the  federal  and  state 
levels  the  current  excellent  health  care  deliv- 
ery system  in  Delaware  can  be  enhanced  and 
improved  so  that  all  citizens  of  the  state  would 
have  health  insurance  coverage  and  have  ac- 
cess to  appropriate  health  care  at  appropriate 
times  and  in  appropriate  settings. 

The  Medical  Society  of  Delaware  looks  for- 
ward to  working  with  other  organizations  in 
the  State,  as  well  as  with  the  state  and  national 
governments  to  achieve  the  realization  of  this 
plan. 


Principles  of  Health  Care  Reform 

As  adopted  by  the  Ad  Hoc  Reform  Committee 

September  8,  1993 

• Universal  access  to  health  insurance  cover- 
age and  health  care  in  appropriate  settings 

- Employer  mandated  basic  benefit  plan 
for  employee  coverage 

- State  mandated  coverage  for  unem- 
ployed, self-employed  and  others  below 
some  percentage  of  the  poverty  level 
(e.g.,  200  percent) 


- Individual  mandated  coverage  for  those 
above  poverty  level  not  covered  by 
employer 

- Premium  value  of  benefits  in  excess  of 
basic  benefit  plan  to  be  taxed  as  ordi- 
nary income 

- Insurer  mandate  to  provide  basic  ben- 
efit plan  irrespective  of  employer  group 
or  class 

• Insurance  market  reforms 

- All  delawareans  included  in  single  com- 

munity rating  pool  (option:  community- 
rate  by  county) 

- Community  rating  to  include  Medicare, 
Medicaid,  commercial  insurers;  opti- 
mally, would  include  VA,  Congress, 
CHAMPUS,  and  other  federal  programs 

- Elimination  of  pre-existing  condition 
exclusions 

- Elimination  of  erisa  exemption 

- Workers  comp  and  auto  health  benefits 
to  be  incorporated  in  basic  health  cover- 
age 

- Insurers  mandated  to  cover  any  sub- 
scribers at  the  community  rate 

- Patient  incentives  to  lower  costs 

- Incentive  may  fund  deductibles  or  long- 
term care 

- Incentive  may  fund  health  IRAs 

- Limits  on  copays  and  deductibles 

- Regulation  of  utilization  review  agents 
by  insurance  department 

• Freedom  of  choice 

- Patient  choice  of  physician  and  hospital 
through  selection  of  insurance  cover- 
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age  (i.e.,  at  least  one  indemnity  plan  to 
be  offered  and  all  other  plans  to  have  an 
“off  panel”  benefit  at  a reasonable  addi- 
tional cost  with  freedom  to  select  physi- 
cian or  hospital  of  choice.)  This  will 
allow  patients  to  continue  under  cur- 
rent care  with  current  providers. 

• Eliminate  micro-management 

- Basic  benefit  package  to  include  preven- 

tive care,  office  visits  and  drugs  and 
dental  coverage;  will  be  subject  to 
copayments  and  coinsurances  (coinsur- 
ances covered  by  the  state  for  those 
below  a certain  percentage  of  poverty 
level) 

- Clinical  pathways/diagnosis-based  re- 
source utilization 

• Uniform  electronic  intermediary 

- Smart  card  for  transmission  of  billing 
and  benefit  data 

- Uniform  claims  processing 

• Medical  information  systems  (mis) 

- Assist  in  establishing  clinical  pathways 

- Avoid  unnecessary/duplicative  care 

- Outcomes  research  to  aid  in  develop- 
ment of  clinical  pathways  at  the  state 
level 

• Global  budget  as  established  by  community 
rate  premium 

- Sufficient  to  support  basic  benefit  pack- 
age 


- Caps  on  noneconomic  damages 

- Abolish  joint  and  several  liability 

- Require  certificate  of  merit  prior  to  fil- 
ing of  malpractice  claims 

- More  toward  alternative  dispute  reso- 
lution 

• Antitrust  relief 

- To  allow  for  expansion  of  peer  review 
activities  and  disciplinary  and  fee  dis- 
pute programs 

- Coordination  and  integration  of  health 
care  services 

• Nondiscriminatory  physician  payment  sys- 
tem 

- Fee  schedules  available  to  patients 

• Funding  for  primary  care  physician  educa- 
tion to  improve  access  by  encouraging  pri- 
mary care  physician  practices  in  delaware 
and  to  ease  educational  costs 

- Loan  abatements 

- Financial  incentives 

- Tax  relief 

• Employer  incentives  for  healthy  workplaces 


- Annual  updates  keyed  to  demograph- 
ics, inflation  and  outcomes  research 

• Malpractice  relief 

- Clinical  pathways  as  irrefutable  pre- 
sumption of  standard  of  care 
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Proposed  MSD  Health  Reform  Plan 

Basic  Benefit  Plan 

1 

1 

PHYSICIAN  SERVICES 

f 

• Office  Visits  (Sick/Follow  up  Visits) 

• Allergy  Treatments 

■ $5  copayment  if  < 200%  of  poverty  level  j 

• Urgent  Care  at  Physician’s  Office 

• Emergency  Care  at  Physician’s  Office 

g $10  copayment  if  > 200%  of  poverty  level  i 

Periodic  H «&  P’s 
Family  Planning 

Routine  Gynecological  Exam  & PAP  Test 
Well  Child  Care 
Immunizations 
Newborn  Care 

Prenatal  & Postnatal  Maternity  Care 
Cancer  Screening  (as  defined  by  DHCC) 


$0  copayment 


Allergy  Testing 


50%  copayment 


Specialist  Services 


$5  copayment  if  < 200%  of  poverty  level 
$15  copayment  if  > 200%  of  poverty  level 


INPATIENT  HOSPITAL  CARE 


Unlimited  Hospital  Days  (semi-private) 

Private  Room  When  Medically  Necessary 

Medications  & Drugs 

Nursing  Care 

Professional  Services 

X-rays  & Laboratory 

Intensive/Coronary  Care 

Radiation  Therapy 

Administration  of  Blood 


$400  coinsurance  per  admission 


OUTPATIENT  FACILITY  SERVICES 


• X-rays  & Laboratory 

• Ambulatory  Surgery 


10%  coinsurance 


SHORT-TERM  THERAPIES  BY  PHYSICIAN  REFERRAL 


Physical 

Speech 

Occupational 

Respiratory 

Cardiac  Rehabilitation 

Nutrition  Counseling 


20%  coinsurance 


- 


RFPRODIJCTIVE  BENEFITS 

• Elective  Sterilization,  Male  or  Female 

$0  copayment 

• Termination  of  Pregnancy 

$0  copayment 

SKIEEED  NURSING  FACILITY 

• Facility,  Supplies  and  Equipment 

Authorized  in  Lieu  of  Acute  Care 
Hospitalization  Within  the  Service  Area 

$0  copayment 

HOME  HEALTH  CARE 

• Authorized  in  Lieu  of  Acute  Care 

Hospitalization  Within  the  Service  Area 

$0  copayment 

HOSPICE 

• Authorized  in  Lieu  of  Acute  Care 

Hospitalization  Within  the  Service  Area 

$0  copayment 

PROSTHETIC  DEVICES  AND  DURABLE  MEDICAL 
EOUIPMENT 

• Authorized  Certain  Prosthetic  Devices  and 

Durable  Medical  Equipment 

20%  coinsurance 

URGENT  AND  EMERGENCY  CARE  SERVICES 

» At  Medical  Aid  Units 

$25  copayment 

■ At  a Hospital  Emergency  Room  (waived  if  admitted) 

$50  copayment 

■ Ambulance 

$25  copayment 

PRESCRIPTION  DRUGS 

'»  Including  Insulin  and  Supplies 

10%  coinsurance 

MENTAL  HEALTH 

• Inpatient  (30  days  per  year  maximum) 

$400  coinsurance  per  admission 

• Outpatient  (20  visits  per  year  maximum) 

$5  copayment  if  < 200%  of  poverty  level 
$15  copayment  if  > 200%  of  poverty  level 

SUBSTANCE  ABUSE 


• Inpatient  (28  days  per  year  maximum) 

NOTE:  Maximum  of  two  courses  of  therapy  per  lifetime 

$400  coinsurance  per  admission 

• Outpatient  ( 10-week  intensive  sessions  per  year  plus 

12  monthly  follow-up  sessions  per  year) 

NOTE:  Maximum  of  two  courses  of  therapy  per  lifetime 

$5  copayment  if  < 200%  of  poverty  level 
$15  copayment  if  > 200%  of  poverty  level 

VISION 

• Exam  (every  two  years,  or  as  referred) 

$5  copayment  if  < 200%  of  poverty  level 
$15  copayment  if  > 200%  of  poverty  level 

• Eyeglasses  - Annual  Benefit  (to  Age  18) 

- Biennial  Benefit  (Adults  < 200%  of 
poverty  level) 

$120  maximum  benefit 
$50  maximum  benefit 

EXCUUSIONS/UIMITATIONS 

• Organ  transplants  only  covered  in  accordance  with  list  to  be  developed  by  DHCC 

• Durable  Medical  Equipment  only  covered  in  accordance  with  list  to  be  developed  by  DHCC 

• Cosmetic  surgery  — not  covered 

• Obesity  services  — covered  only  if  in  conjunction  with  treatment  of  a medical  condition 

• Cosmetic  contact  lenses  — not  covered  except  for  diopter  > -8 

MAXIMUM  OUT-OF-POCKET  COINSURANCE 

• $600  annual  maximum  per  individual 

• $900  annual  maximum  per  individual  plus  child  j 

• $1200  annual  maximum  per  family 
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Sign^  SmM%king^ 

A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 

A DIVISION  OF 

PULMONARY  ASSOCIATES,  ?Ji. 

' Medical  Specialists  in  Lung  Health 

(Stuakuuf 

Physician  Directed 
0 •O-  Multi-Interventional 

•O’  Emphasis  on  Relapse 
Prevention 

•O  Nicotine  Patch  Therapy 

Albert  A.  Rizzo,  M.D.,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 


Group  and  Employer-Sponsored  Program 
Discounts  Available 


WHEN  THEY  ARE 
READY 
TO  LEAVE 
THE  HOSPITAL... 

For  All  Your  Patient’s  Home  Health  Care  Needs 

Home  Medical  Equipment  • Products  • Services 

Three  Convenient  Locations 

Olde  Oak  Plaza  16-A  Trolley  Sq.  311RutharDr. 

Dover,  DE  19901  Wilmington.  DE  19806  Newark,  DE  19711 
(302)  678-0504  (302)654-8181  (302)  454-4941 


MINOR  SURGERY  CENTER 


Emergency  and  Elective  Same-Day  Surgery 

NO  FACILITY  CHARGE 


Breast  Biopsy  Subcutaneous  Cysts  and  Tumors 

Vasectomy  Excisional  Biopsy 

Cutaneous  Lesions,  Lymph  Nodes 

Benign  and  Malignant  Plantar  Warts 


Ingrown  Toenails 
Ischio-Rectal  Abscess 
Pilonidal  Abscess  or  Sinus 
Thrombosed  Hemmorhoids 


Hours:  9:00  a.m.  - 5:00  p.m.,  Monday  - Friday 


Amir  Mansoory,  M.D.,  F.AC.S.  Shah  Morovati,  M.D.,  F.AC.S. 


Telephone  737-4116 
737-4990 


Fax  737-5082 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


Unparalleled  service 
accuracy 

VlJllVCllldlvv 


We  offer  state-of-the-art  body  imaging  at  eleven  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

High-field  MRI 

— MR  Angiography  (Superior  1.5  Tesla  image  quality) 

~ Nuclear  diagnostic  studies  and  SPECT  imaging 
CT  Scan 

Low-dose  mammography 
Qg  general  ultrasound 
Color  Doppler  ultrasound 
— Fluoroscopy 

General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  eleven  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting 
via  fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuciear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medicai  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Lindeii  Radioiogy  Suite  11-1601  Milltown  Road  • Wilmington  • 995-2037 
Lindeii  CT  imaging  Suite  13  - 1601  Milltown  Road  • Wilmington  • 992-0108 
Brandywine  imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 
Wiimington  Magnetic  Resonance  imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Sports  Medicine  Center  3105  Limestone  Road  • Wilmington  • 633-4400 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 


SPECIAL  REPORT 


Initial  Affects  of  the  Expanded  AIDS  Case  Definition 


Beginning  January  1,  1993  the  Centers  for 
Disease  Control  and  Prevention  (CDC)  instituted  an 
expanded  AIDS  case  definition.  With  this  new 
definition,  AIDS  case  numbers  rose  dramatically  in 
the  first  quarter  of  1993.  A total  of  169  Delaware 
AIDS  cases  were  reported  through  the  end  of  March 
compared  to  29  cases  reported  during  the  same 
period  of  1992.  However,  46  (28%)  of  those  new 
cases  met  the  former  case  definition. 

The  1993  AIDS  case  definition,  in  addition  to 
the  23  conditions  listed  in  the  1987  definition  (such 
as  pneumocystis  carinii  pneumonia,  toxoplasmosis, 
etc.)  includes  all  HIV-positive  persons: 

(1)  whose  CD4'’'  lymphocyte  count  is 
below  200  or  the  proportion  of  CD4“'' 
lymphocytes  to  total  lymphocytes  is  less 
than  14%;  or 

(2)  who  have  pulmonary  tuberculosis;  or 

(3)  who  have  had  more  than  one  episode  of 
pneumonia  within  a 12-month  period;  or 

(4)  who  have  invasive  cervical  cancer. 

It  was  projected  last  year  that  the  number  of 

reported  AIDS  cases  in  Delaware  would  nearly 
double  in  1993  with  the  expanded  definition.  By  the 
end  of  February,  1993,  the  number  of  reported  cases 
exceeded  the  total  number  of  1992  cases.  Even 
without  the  new,  more-inclusive  definition,  AIDS 
cases  in  Delaware  rose  64%  in  1992  over  cases 
reported  in  1991  (148/90).  In  1992,  Delaware 
ranked  seventh  among  all  states  with  20.8  reported 
cases  per  100,000  population. 

How  the  Characteristics  of  New  Cases 
Have  Changed 

Comparing  1993  Delaware  cases  with  those  cases 
reported  prior  to  1993  in  Delaware,  we  find  some 
significant  differences.  Those  reported  according  to 
the  expanded  1993  definition  (n=  169)  were  older  at 
the  time  of  their  diagnosis  than  were  those  reported 
in  the  previous  ten  years  (n  = 591)  according  to 
earlier  case  definitions.  Recent  cases  were  more 


likely  to  be  over  30  years  of  age.  Because  these  are 
people  who  sought  medical  treatment  for  their  HIV 
infection,  they  have  had  the  advantage  of 
increasingly  effective  therapies  which  probably 
delayed  their  AIDS  diagnoses.  However,  if  younger 
people  (teenagers)  are  becoming  infected,  that  will 
not  become  apparent  in  AIDS  case  statistics  for 
another  decade.  Minority  cases  are  an  ever- 
increasing  proportion  of  those  reported,  accounting 
in  1993  for  66%  compared  to  56%  prior  to  1993. 
Research  has  shown  that  higher  prevalence  of  AIDS 
in  this  population  is  probably  due  to  lower 
socioeconomic  status  and  limited  access  to  health 
care,  rather  than  ethnicity. 


Injectable  drug  use  has  supplanted  male-to-male 
sex  as  the  most  frequent  mode  of  transmission 
among  male  AIDS  cases.  And  for  62%  of  women 
reported  under  the  1993  definition,  injectable  drug 
use  was  the  apparent  route  to  infection.  How  many 
of  these  may  have,  in  fact,  been  infected  through 
sexual  contact  with  infected,  drug-using  partners 
cannot  be  discerned.  As  for  gender  ratios,  women 
comprise  30.1  % of  1993  cases  compared  to  13.9% 
of  1987-criteria  adult  cases. 

The  number  of  cases  reported  with  unknown  risk 
in  1993  seems  to  be  exceptionally  high.  This  11% 
of  cases  will  likely  be  reduced  to  a more  normal 
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3-4  % after  HIV/AIDS  Epidemiology  staff 
investigate  each  case. 


Percentage  of  Delaware  AIDS  Cases 
Defined  by  Pre-1993  Criteria  Compared  to 
1993  Criteria  by  Gender 


C3  Pre-1993  definition 
■ 1993  definition 


Males 


Females 


Six  (3.6%)  of  1993  cases  were  reported  on  the 
basis  of  pulmonary  tuberculosis  or  recurrent 
pneumonia,  two  of  the  new  conditions  added  to  the 
AIDS  definition.  These  were  all  among  ethnic 
minorities;  two  were  women  and  four  of  the  six 
were  injectable  drug  users.  The  rationale  for  adding 
these  conditions  was  that  women  and  drug  users 
were  often  seriously  symptomatic  but  not  definable 
by  the  1987  definition  of  AIDS.  Although  the 
Delaware  sample  is  small,  it  seems  to  indicate  that 
previously  excluded  cases  will  now  be  captured. 

Of  course,  it  must  be  remembered  that  the 
change  in  definition  was  made  for  epidemiological 
purposes  and  should  not  affect  treatment  already  in 
progress  for  HIV-infected  people.  It  does,  however, 
make  more  persons  eligible  for  the  HIV  Medicaid 
waiver  whose  criteria  are  based,  in  part,  on  the 
AIDS  diagnosis  as  defined  by  CDC.  According  to 
Medicaid's  Rosanne  Mahaney,  "We  have  indeed 
noticed  a slight  increase  since  January  in  the  number 
of  HIV/ AIDS  waiver  referrals  for  people  who  were 
not  previously  eligible. " 

—Mary  Herr 


Prevention  (CDC)  cut  clinic-based  programs 
throughout  the  United  States. 

Two  reasons  cited  for  the  cuts  were  financial 
shortfalls  and  difficulty  in  proving  significant  trends. 
Delaware,  because  of  its  unique  population  and 
demographic  profile,  was  not  chosen  for  study 
continuations  because  its  data  could  not  be 
e.xtrapolated  to  other  states. 

While  tracking  the  epidemic  in  particular 
subgroups  (injecting  drug  users,  people  attending 
se.xually  transmitted  disease  clinics,  and  others)  will 
be  more  difficult,  Delaware  still  has  the  capability  to 
follow  HIV  trends  in  this  state  through  AIDS  data, 
HIV  seroprevalence  studies  in  childbearing  women, 
and  HIV  counseling  and  testing  data. 

The  childbearing  women  survey  is  the  largest 
HIV  survey  in  Delaware.  Over  10,000  blinded 
samples  are  tested  each  year  for  HIV,  helping  public 
health  officials  identify  age,  race/ethnicity,  and 
geographic  location  of  women  who  acquire  HIV. 

This  allows  for  more  efficient  and  effective  targeting 
of  prevention  efforts. 

The  cuts  in  funding  eliminated  one 
seroprevalence  position  in  the  HIV/AIDS 
Epidemiology  group.  Barbara  Ward,  formerly 
seroprevalence  coordinator,  left  the  office  to  join  the 
Lead  Poisoning  Prevention  Program.  Frank  Myers 
moved  from  HIV  seroprevalence  to  AIDS 
surveillance,  creating  a vacant  position  in 
seroprevalence  which  we  anticipate  will  be  filled  by 
May  1,  1993. 

Currently,  four  reports  on  the  clinic-based 
surveys  are  being  prepared  and  highlights  will  be 
featured  in  The  Monitor.  The  Delaware  HIV 
seroprevalence  team  are  widely  recognized  for  their 
efforts  to  publicize  the  data  and  to  incorporate  the 
data  into  educational  material. 

—Frank  Myers 


Delaware  Seroprevalence  Funds  Cut 

Federal  funding  for  Delaware's  HIV 
seroprevalence  program  was  reduced  from  $233,637 
in  1992  to  $49,876  for  FY  93.  The  Delaware  clinic- 
based  surveys  were  discontinued  but  the  larger 
Delaware  survey  of  HIV  childbearing  women  was 
kept.  For  FY  93  the  Centers  for  Disease  Control  and 


Another  Personnel  Change 

Cathy  Hoff,  formerly  Surveillance  Officer  for 
New  Castle  County,  has  moved  to  Phoenix,  AZ 
where  she  is  employed  by  Arizona's  Department  of 
Health  Services  as  an  AIDS  epidemiologist. 
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Demographics  of  AIDS  Cases  Reported  in  Delaware 

through  March  31,  1993 

Cases  reported  during  the  current  year  are  shown  in  parentheses  in  the  tables  showing  Delaware  AIDS  cases  by 
Exposure  Category,  by  Age,  and  by  Race/Ethnicity.  The  1993  cases  are  included  in  the  cumulative  Totals 
column  in  each  instance. 


Exposure  Cateaorv 

Male 

Female 

Totals 

All 

1993 

All 

1993 

All 

1993 

Cases 

Cases 

Cases  Cases 

Cases  Cases 

Homosexual  or  Bisexual  Man 

320 

(47) 

0 

(0) 

320 

(47) 

Injection  Drug  User  (IDU) 

161 

(55) 

69 

(24) 

230 

(79) 

Homo/Bi  IV  Drug  User 

52 

(9) 

0 

(0) 

52 

(9) 

Hemophilia 

2 

(0) 

0 

(0) 

2 

(0) 

Heterosexual  Contact 

24 

(6) 

34 

(11) 

58 

(17) 

Transfusion-related 

6 

(1) 

8 

(0) 

14 

(1) 

Parent  HIV-infected 

4 

(0) 

2 

(0) 

6 

(0) 

None  of  the  above/other 

30 

(8) 

9 

(8) 

39 

(16) 

Totals 

599 

(126) 

122 

(43) 

721 

(169) 

Age 

All 

1993 

Cases  Cases 

Under  5 

6 

(0) 

5-12 

1 

(0) 

13-19 

1 

(0) 

20-29 

133 

(24) 

30-39 

351 

(96) 

40-49 

152 

(37) 

Over  40 

77 

(12) 

Totals 

721 

(169) 

County  of 

Residence 

Alive 

Dead 

Total 

Kent 

36 

50 

86 

New  Castle 

(Not  including  Wilmington) 

107 

143 

250 

Wilmington 

124 

141 

265 

Sussex 

60 

60 

120 

Totals 

327 

394 

721 

Race/Ethnicitv 

All 

1993 

Cases 

Cases 

White,  not 

Hispanic 

302 

(61) 

Black,  not 

Hispanic 

377 

(101) 

Hispanic 

39 

(6) 

All  Others 

3 

(1) 

Totals 

721 

(169) 

Year  of 

Diagnosis 

Cases  Dead 

1981 

1 

1 

1983 

3 

3 

1984 

5 

5 

1985 

17 

16 

1986 

36 

36 

1987 

36 

34 

1988 

74 

64 

1989 

77 

59 

1990 

98 

64 

1991 

113 

60 

1992 

213 

50 

1993 

48 

2 

Totals 

721 

394 

February  28,  1993  AIDS  statistics  from  the  Centers  for  Disease  Control  and 

Prevention  (CDC)  show  a total  of  265,748  cases  nationally. 


Total  U.S.  cases  reported  March,  1991  through  February,  1992  — —-...—.44^903 

Total  D.S.  cases  reported  March,  1992  through  February,  1993  — — -51,716 
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Special  Report 


A GLOSSARY  OF  TERMS 

1993  AIDS  Case  Definition:  includes  all  HIV-positive  persons  with  CD4‘'‘  lymphocyte  counts  below  200  mm^ 
and  adds  pulmonary  tuberculosis,  invasive  cervical  cancer,  and  recurrent  pneumonia  to  the  list  of  AIDS  indicator 
conditions.  HIV-infected  persons  diagnosed  with  any  one  of  the  23  AIDS-defining  conditions  in  the  1987  AIDS 
case  definition  will  continue  to  be  considered  to  have  AIDS. 

The  Ryan  White  Comprehensive  AIDS  Resources  Emergency  Act:  enacted  by  Congress  in  1990,  allocates 
funds  under  four  separate  titles.  For  three  of  the  titles,  the  numbers  of  reported  AIDS  cases  are  used  in  formulas 
for  allocating  funds  among  the  fifty  states,  the  territories,  and  metropolitan  areas.  Congress  has  not  yet 
authorized  full  funding. 

TITLE  I of  the  Rvan  White  Act:  provides  funds  to  metropolitan  areas  for  ambulatory  medical  and  support 
services  for  low-income  individuals  with  HIV  infection.  Half  of  Title  I funds  are  distributed  according  to  a 
formula  based  on  the  ratio  of  the  number  of  AIDS  cases  in  the  metropolitan  area  (MA)  to  the  total  number  of 
AIDS  cases  in  all  eligible  MAs.  To  be  eligible,  a MA  must  have  at  least  2,000  cases  of  AIDS  reported  to  the 
Centers  for  Disease  Control  by  March  31  of  the  year  prior  to  the  year  in  which  funding  is  appropriated,  or  a per- 
capita  cumulative  AIDS  incidence  rate  of  25  per  10,000  or  more.  The  other  half  are  distributed  to  MAs  that 
demonstrate  a severe  need  for  funds,  and  that  they  are  able  to  use  those  funds  immediately  and  in  a cost-effective 
manner. 

TITLE  II  of  the  Ryan  White  Act:  provides  states  and  territories  with  federal  funds  for  health  care  and  support 
services  for  poor  HIV-infected  individuals  and  their  families.  Each  state  and  territory  receives  a proportion  of 
these  funds  equivalent  to  the  proportion  of  AIDS  cases  in  the  US  that  were  reported  from  that  state  or  territory  in 
the  two  years  prior  to  the  fiscal  funding  year.  Under  this  title,  Delaware  is  applying  for  $229,000. 

TITLE  III  of  the  Rvan  White  Act:  provides  money  for  early  intervention  services,  including  HIV  antibody 
testing  and  counseling,  and  other  clinical  and  diagnostic  services,  such  as  CD4“*‘  testing.  As  with  the  Title  II 
funding  formula,  funds  are  distributed  among  states  in  proportion  to  the  number  of  AIDS  cases  in  each  state  as 
compared  to  the  total  number  of  AIDS  cases  in  all  states. 

Reprinted  with  permission  from  The  Monitor  (Vol.  5,  No.l)  of  HIV/AIDS  Epidemiology,  Division  of  Phiblic  Heedth,  Delaware 
Health  and  Social  Services 


Ooctor*s  Office  Assisiani  Software 

A fully  installed  real  time  practice  management  system  with 
ELECTRONIC  BILLING 
on  a DECpc  computer  and  an  ink-jet  printer 
for  a cost  that  could  be  less  than  one  week  of  your  practice  revenue. 
DECpc  computers  are  from  DIGITAL  Equipment  Corp>oration. 
Up  to  five  year  lease  from  DIGITAL  with  NO  down  payment. 
Not  only  do  we  give  you  a demonstration, 
we  even  give  you  a trial  period. 

Fully  developed  and  supported  from  right  here  in  Delaware. 


Quality 

Urgency 

Economy 

Support 

Thinking 


InfoQuest  Systems,  Inc. 

3 14  East  Main  Street,  Suite  1 
Kelway  Plaza,  Newark  DE  19711 
Phone  : (302)  456-3392 
Fax  : (302)731-0298 
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finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic ' words  of  MASTER  CARE'S  service. 
Because  your  patients  are  mir  first  concern, 
we  find  products  for  the  patient . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Aide  Dr.  Newark,  DE 
Call  the  CARELINE  (302)  368»5300 
NJ  (609)  299*3224 


PHYSICIANS 


The  Air  Force  Reserve 
has  a position  for  you! 


With  only  one  day  a month,  plus  a 
twelve  day  annual  tour  of  active 
duty  participation,  the  Air  Force 
Reserve  can  off er  you  the  bene- 
fits that  count!  And,  there's 
. no  relocation  or  interrup- 
' tion  of  your  present  prac- 
I tice  with  your  Air  Force 
Reserve  association  For  a 
change  of  pace,  call  or  write 
the  location  listed  below, 
providing  your  name,  specialty, 
phone  number,  and  address 

Call:  (301)961-9629 
Or  Write 

To:  MSGT  Johnson  or  MSGT  Farr 
2400  RRMS/RSH-1 
STP  3,  Bldg  3720,  RM  16 
Andrews  AFB.  DC  20331-5757 


AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  F.A.C.R.  Thomas  W.  Fiss,  Jr.,  M.D. 

Majid  Mansoory,  M.D.  Stephen  J.  Lawless,  M.D. 

James  A.  Murphy,  M.D.  John  D.  McAllister  II,  M.D. 

Announcing  the  relocation  of  the  325  E.  Main  Street  office  to: 

40  Polly  Drummond  Hill  Road,  Drummond  Plaza  Office  Park, 
Newark  19711,  (302)  737-5990 

WILMINGTON  AND  NEWARK  ARE  NOW  FULL  SERVICE 
DIAGNOSTIC  IMAGING  CENTERS 

1701  Augustine  Cut-OfF - Suite  100 
Wilmington  19803,  (302)  652-3016 

X-ray  • MRI  scanning 

Ultrasound  • Mammography 

Stress  cardiac  imaging  • CAT  scanning 

• Nuclear  medicine 
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The new 

Kirkwood  Milltown  Imaging 

Now  offering  superior  image  quality,  fast 
service  and  more  patient  convenience 


Maybe  you’ve  heard,  Kirkwood  Milltown 
Imaging  has  been  making  some  healthy  changes.  Here 
are  just  a few  of  the  things  we’ve  recently  done  to 
assure  that  you  receive  the  very  best  in  MRI  services. 

We’ve  improved  our  image  quality. 

We’ve  introduced  OVENplus  MRI,  a major 
technological  advancement  in  Open  Access  image 
clarity.  This  state-of-the-art  system  upgrade  improves 
signal-to-noise  ratios  for  better  film  contrast  and  res- 
olution. With  OVEN  plus,  you  get  the  sharp  images 
you  need,  yet  your  patients  still  get  all  the  comforts 
of  open-access  MRI. 


Our  quiet,  open-access 
system  is  the  MRI 
technology  of  choice  for 
claustrophobic,  large  or 
obese  patients. 

We’ve  added  evening  hours  and 
transportation. 

This  new  flexibility  is  a major  benefit  to 
patients  who  have  difficulty  finding  time  for  daytime 
appointments  and  for  those  without  transportation. 
We  also  offer  prompt  patient  scheduling,  including 
“same-day”  and  emergency  service  when  needed. 

And,  as  always,  Kirkwood  Milltown  Imaging  is  con- 
venient to  Christiana  Hospital... about  five  minutes 
away. 


We  want  your  referral. 


Now,  24-hour  reporting.  Guaranteed. 

With  the  addition  of  the  services  of  the 
following  physicians,  we  can  promise  immediate 
consultations,  with  stat  wet  reports  available. 

Radiology  Consultants 

•Steven  C.  Edell,  D.O.,  F.A.C.R. 

•Michael  White,  M.D. 

•Anthony  Scola,  M.D. 

Diplomats  American  Board  of  Radiology 


We  want  to  show  you  how  hard  we  work  to 
earn  and  keep  your  trust.  You’ll  find  we  treat  your 
patients  with  warm,  personalized  care  and  we  offer 
you  the  very  best  in  MRI  services.  Why  not  call  now  to 
learn  more  about  the  image  improvements  offered  by 
our  new  OVENplus  system  and  also  to  arrange  for 
your  referral  kit.  We’re  anxious  to  serve  you. 

5509  Kirkwood  Highway  00  ^QP\0 

Wilmington,  DE 19808  a ^ O'UOOU 


KIRKWOOD  MILLTOWN  IMAGING 

Owned  and  managed  by  Imaging  Management  Associates,  Inc. 


HEALTH  LAW 


New  Choice  in  Form  of  Organizing  a Group  Medical  Practice 


Richard  J.A.  Popper,  Esq. 


The  Delaware  legislature  provided  a new  form 
of  business  organization  which  professionals 
can  consider  using,  known  as  a Registered  Lim- 
ited Liability  Partnership  (RLLP),  effective  Au- 
gust 1,  1993.  An  RLLP  is  a form  of  general 
partnership  in  which  individual  partners  are 
liable  for  their  own  negligence  (malpractice), 
but  are  not  liable  for  the  malpractice  of  their 
partners. 

In  order  to  determine  whether  there  is  a 
benefit  to  structuring  a group  medical  practice 
as  an  RLLP,  it  is  helpful  to  review  the  other 
forms  in  which  multiple  medical  professionals 
may  choose  to  organize. 

This  article  assumes  that  there  are  two  or 
more  physicians  who  practice  together,  and 
that  each  is  to  have  equal  voting  power  in 
determining  how  the  business  will  be  run.  All  of 
the  forms  of  organization  discussed  in  this  ar- 
ticle allow  for  that. 

Currently,  the  most  common  form  of  busi- 
ness arrangement  used  by  groups  of  physicians 
in  Delaware  is  the  professional  corporation. 
Under  such  a form  of  organization,  it  is  possible 
to  arrange  differing  amounts  of  compensation 
using  employment  agreements,  to  purchase 
health  insurance  on  a fully  tax-deductible  basis, 
and  to  adopt  a qualified  pension  and  profit 
sharing  plan  program.  No  physician  shareholder 
will  be  liable  for  the  tortious  acts  of  the  other 
owners,  although  each  will  be  liable  for  the  acts 
of  employees  whom  he  or  she  had  the  responsi- 
bility to  supervise.  Importantly,  the  owners  of 
the  professional  corporation  will  not  be  liable  for 
the  contract  debts  of  the  corporation  (for  ex- 


Mr.  Popper  is  a partner  in  Saul,  Ewing,  Remick  and  Saul  in 
Wilmington. 
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ample,  lease  payments  or  bank  loans)  unless  the 
other  party  (landlord  or  bank)  has  obtained  the 
personal  guarantees  of  the  owners. 

The  next  common  form  of  structuring  a 
group  practice  is  through  a general  partner- 
ship. The  partnership  arrangement  has  the 
advantage  over  the  professional  corporation  in 
that  partners  need  not  be  licensed  to  practice 
the  same  profession  (for  example,  an  ophthal- 
mologist and  an  optometrist).  The  partnership 
arrangement  can  contain  mechanisms  to  assure 
that  each  partner  is  appropriately  compensated. 
Health  insurance  payments  for  partners  are 
partially  deductible  for  tax  years  ending  before 
January  1, 1994.'  Partnerships  can  adopt  quali- 
fied retirement  plans  which  can  offer,  except  for 
minor  differences,  retirement  benefit  plans 
which  are  as  good  as  those  which  professional 
corporations  may  adopt.  The  major  drawback  of 
the  general  partnership  form  is  that  partners  in 
such  a partnership  will  be  liable  for  each  other’s 
tortious  conduct,  and  will  be  personally  liable 
for  contract  debts  of  the  partnership  (such  as 
mortgages,  real  estate  leases  and  equipment 
purchases),  unless  they  have,  by  contract,  been 
able  to  expressly  waive  such  liability. 

The  third  form  of  organization,  which  only 
very  recently  became  available  in  Delaware,  is 
the  limited  liability  company  (LLC).  This  form 
of  organization  can  be  structured  to  be  taxed 
either  as  a partnership  or  as  a corporation.  The 
LLC  has  the  corporate  advantage  that  each 


'Under  the  Internal  Revenue  Code  § 162  (1)(6),  partial 
deductions  for  medical  insurance  were  not  deductible  for 
taxable  years  beginning  after  June  30, 1992.  However,  the 
Omnibus  Budget  Reconciliation  Act  of  1993  extended  this 
partial  deduction  for  taxable  years  ending  through  Decem- 
ber 31,  1993. 
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member  of  the  LLC  will  not  be  liable  for  com- 
pany debts  and  will  be  liable  only  for  his  or  her 
own  negligence,  and  not  for  the  negligence  of 
the  other  members.  It  is  often  used  when  there 
are  multiple  types  of  professionals  involved. 
The  LLC  is  usually  structured  to  be  taxed  as  a 
partnership.  Two  questions  arise  regarding  the 
LLC  form  of  doing  business:  the  LLC  statute 
does  not  specifically  authorize  professionals  to 
use  the  LLC  form  of  organization  (the  statute  is 
very  inclusive  and  prohibits  only  banking  and 
insurance ),  and,  although  professional  medical 
practices  do  not  often  encounter  this  problem, 
the  LLC  form  is  not  yet  recognized  in  all  50 
states.  Much  greater  use  of  the  LLC  form  of 
organization  is  anticipated  as  unanswered  ques- 
tions are  resolved  and  it  becomes  a form  of 
organization  recognized  in  more  states. 

To  return  to  the  Registered  Limited  Liabil- 
ity Partnership , the  RLLP  is  a form  of  organiza- 
tion which  should  be  considered  by  all  medical 
groups  which  are  now  organized  as  partner- 
ships or  LLCs  and  by  all  newly  forming  groups 
as  an  alternative  to  the  professional  corpora- 
tion, the  LLC  or  partnership.  While  the  RLLP 
has  the  same  disadvantage  of  the  general  part- 
nership in  that  the  partners  will  be  liable  for 
the  contract  debts  of  the  partnership  unless 
they  are  able  to  expressly  relieve  themselves  of 
this  liability  in  their  contracts  with  third  par- 
ties, partners  will  not  be  liable  for  the  medical 
negligence  of  other  partners.  In  order  to  be 
eligible  to  be  an  RLLP,  the  entity  must  main- 
tain at  least  $ 1 million  of  malpractice  insurance 
or  must  segregate  at  least  $1  million  in  cash  to 
satisfy  malpractice  judgement.  Partnerships 
which  convert  to  the  RLLP  form  of  ownership 
must  take  care  to  be  sure  that  their  partnership 
agreements  do  not  contain  provision  which 


would  inadvertently  remove  the  benefits  of  the 
protection  which  the  RLLP  offers  to  its  partners 
from  liability  for  negligence  of  other  partners. 
For  example,  a general  partnership  agreement 
typically  contains  a provisions  requiring  each 
partner  to  contribute  to  fund  all  debts  of  the 
partnership.  Because  the  RLLP  itself  will  still 
be  liable  for  the  malpractice  of  a partner  (as 
would  a professional  corporation),  the  RLLP 
partnership  agreement  should  not  contain  pro- 
visions  requiring  contribution  from  non- 
tortfeasor partners  to  make  up  for  losses  in- 
curred if  the  partnership  suffers  a judgement  in 
a malpractice  action  which  is  not  fully  covered 
by  insurance.  If  an  RLLP  suffers  such  a loss,  it 
might  be  forced  to  stop  doing  business,  but  the 
non-negligent  partners  would  not  be  personally 
liable  for  the  judgement  debt  upon  dissolution 
of  the  RLLP. 

Currently,  Delaware,  Texas  and  Louisiana 
are  the  only  states  which  recognize  RLLPs. 
Accordingly,  in  a multistate  RLLP,  it  is  uncer- 
tain whether  the  special  limited  liability  fea- 
tures will  be  recognized  if  a tort  is  committed  in 
another  state.  There  is  reason  to  be  hopeful  that 
courts  in  other  states  would  defer  to  Delaware 
law  through  comity  and  the  full  faith  and  credit 
clause  of  the  United  States  Constitution,  but 
there  will  probably  be  some  states  which  will 
not  do  so,  because  of  conflicting  case  precedent. 

The  RLLP  is  not  the  answer  to  every 
professional’s  dream,  but  it  deserves  a close 
look  by  many  group  practices. 

Health  Law  is  a feature  of  the  Delaware  Medi- 
cal Journal  which  presents  practical  informa- 
tion for  the  practicing  physician  about  current 
trends  in  health  law. 
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SPECIAL  ARTICLE 


Consumer  Health  Library  One  Year  Old 


Gail  P.  Gill 


Delaware’s  only  Consumer  Health  Library  open 
to  the  public,  celebrated  its  first  anniversary  in 
June  1993.  This  community  service  is  spon- 
sored by  the  Delaware  Academy  of  Medicine 
and  is  housed  in  the  Academy’s  Lewis  B.  Flinn 
Library. 

The  Consumer  Health  Library’s  objective  is 
to  provide  the  public  with  access  to  current 
health  care  information  in  order  to  promote 
health  education.  As  health  care  costs  increase, 
prevention  and  wellness  are  emphasized;  con- 
sumers are  urged  to  take  participatory  roles  in 
their  own  health  care.  Individuals  not  only  seek 
information  during  time  of  illness,  but  also 
research  topics  in  preventive  care  to  maintain 
healthy  lifestyles.  The  library  provides  infor- 
mation on  the  following: 

• diseases 

• procedures 

• treatments 

• injuries 

• nutrition 

• support  groups 

• drugs 

• exercise 

• prevention 

The  library’s  resources  include  books,  health 
newsletters,  medical  journals,  and  referral  and 
clipping  files.  A user-friendly  computerized 
database,  InfoTrac’s  Health  Reference  Center, 
is  available  to  the  public.  The  database  pro- 
vides a combination  of  references  to  popular 
and  clinical  journals,  abstracts,  and  full  text  of 
selected  articles  and  pamphlets.  Four  hundred 


Ms.  Gill  is  director  of  Library  Services  at  the  Delaware 
Academy  of  Medicine. 
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seventy  searches  have  been  performed  by  the 
public  on  Health  Reference  Center  during  the 
past  year.  The  Consumer  Health  Library  re- 
ceived mail,  fax  and  telephone  requests  for  585 
searches  and  1,830  articles  during  its  first  year 
of  operation.  These  requests  were  filled  and 
mailed  directly  to  the  patron. 

Circulating  books  covering  such  topics  as 
aging,  AIDS,  allergies,  chronic  fatigue  syn- 
drome, drugs,  environmental  health,  heart  dis- 
ease, neurology,  and  men’s,  women’s,  and 
children’s  health.  Spanish-language  and 
children’s  books  are  also  available.  Reference 
materials  include  directories  of  national  and 
local  health-oriented  organizations,  physician 
directories,  guides  to  prescription  and  over- 
the-counter  medications,  medical  dictionaries 
and  encyclopedias.  Clipping  and  referral  files 
are  compiled  from  newspapers,  clinical  jour- 
nals, health  newsletters  and  pamphlets.  The 
resources  of  the  Lewis  B.  Flinn  Library’s  clini- 
cal book  and  journal  collection  are  available  for 
reference  use  by  the  public. 

All  Consumer  Health  Library  materials, 
including  items  which  reflect  diverse  points  of 
view  within  the  medical  profession,  are  selected 
and  reviewed  by  the  Library  Committee  and 
staff.  The  collection  is  intended  for  educational 
purposes  and  to  help  consumers  make  informed 
decisions  in  association  with  their  health  care 
providers.  The  library  staff  does  not  interpret 
materials  or  offer  any  medical  advice. 

The  Consumer  Health  Library  staff  works 
with  individuals  and  organizations  throughout 
the  state.  The  reference  staff  trains  public  li- 
brarians in  the  techniques  of  conducting  a 
medical  reference  interview  and  informs  them 
of  the  resources  available  to  their  patrons.  The 
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library  exhibits  at  health  fairs,  sponsors  public 
service  announcements,  and  presents  programs 
for  organizations.  In  addition  to  the  Delaware 
Academy  of  Medicine’s  support,  the  library  has 
received  continuing  funding  from  the  New 
Castle  County  Medical  Society  Auxiliary  for 
the  Health  Reference  Center  database. 

The  Delaware  Academy  of  Medicine  is  a 
private,  nonprofitorganizationfoundedin  1930. 
Its  mission  is  to  promote  professional  and  lay 
health  education,  maintain  a medical  library 
and  archives,  provide  a meeting  place  for  the 
medical/dental  professions  and  related  or- 
ganizations, and  provide  financial  support 
for  medical  and  dental  students.  The  Acad- 
emy is  supported  by  membership  dues,  li- 
brary services,  rental  of  facilities,  and  tax- 
deductible  donations  from  the  community. 

The  Lewis  B.  Flinn  Library  provides  a wide 
range  of  services  to  meet  the  information,  educa- 
tion and  research  needs  of  Academy  members  and 
the  community.  In  addition  to  maintaining  the 
clinical  collection,  it  houses  a museum  and 
historical  collection,  operates  a Circuit 
Riding  Medical  Librarian  Program,  which 
brings  medical  library  services  to  various  health 
care  institutions  on  a contractual  basis,  and 
administers  the  Consumer  Health  Library.  The 
Lewis  B.  Flinn  Library  is  active  in  cooperative 
library  ventures  in  Delaware  and  Pennsylva- 
nia and  has  been  designated  an  Area  Library  of 
the  National  Network  of  Libraries  of  Medicine. 

Since  1981,  the  Academy  has  supported 
consumer  health  education  through  TEL-MED, 
an  automated  system  of 460  recorded  messages 
on  medical,  dental  and  other  health-related 
subjects  available  statewide.  Currently,  TEL- 
MED  receives  over  9,500  calls  per  month.  The 
demand  for  information  has  continued  to  in- 
crease. However,  fundingfor  public  libraries  in 
Delaware  has  not  kept  pace  with  this  demand. 
The  Academy  realized  this  problem  and  made  a 
commitment  to  fund  a Consumer  Health  Li- 
brary to  help  meet  these  needs. 

A new  health-conscious  public  demands 
information.  Through  its  support  of  the  Con- 
sumer Health  Library,  the  Delaware  Academy 
of  Medicine  is  ensuring  access  to  reliable  and 
accurate  health  information  to  all  Delawar- 
eans. 


Nuclear 

MEDICINE 

Available  at  our  Newark  location  with 
fast,  efficient  scheduling  & turn-around. 

Stress  Thallium 
Persantine  Thallium 
Gated  Cardiac  Imaging  (MUGA) 
Bone  Scans 

Thyroid  Uptake  and  Scan 
LiverlSpleen  Scan 
Indium  III  Labeled  WBC's 
Renal  Scan 
Gallbladder 

Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  information  please  call, 

(302)  368-8150 

Omega  Nuclear  Diagnostic  Center 

is  an  affiliate  of 

Diagnostic  Imaging 
Associates 

OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 15  Omega  Drive  • Bldg,  K 
Newark  DE  19713  • (302)368-8150 
Ka-KhyTze,M.D„  Co-Director  • Joseph  R.  Peacock,  M.D.,  Co-Director 
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DELEGATES’  REPORT 


1993  Annual  Meeting  of  the  AMA 
House  of  Delegates 

Daniel  A.  Alvarez.  M.D. 


The  Annual  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Chicago,  Illinois,  from 
June  13  through  June  17,  1993.  The  Medical 
Society  of  Delaware  was  represented  by  Del- 
egates Daniel  Alvarez,  M.D.;  Favel  Chavin, 
M.D.;  Robert  Heckman,  M.D.;  and  President- 
Elect  Thomas  Maxwell,  M.D.  Also  seated  as  an 
Alternate  Delegate  was  Carol  Tavani,  M.D., 
who  was  in  Chicago  for  the  meeting  of  the 
Hospital  Medical  Staff  Section.  Mark  Meister, 
executive  director  of  the  Medical  Society  of 
Delaware,  also  attended  the  meeting. 

The  1993  Annual  Meeting  of  the  AMAHouse 
of  Delegates  was  comprised  of  435  seated  del- 
egates, representing  state  medical  associations, 
national  medical  specialty  societies,  medical 
students,  medical  schools,  residents,  military 
physicians,  the  United  States  Public  Health 
Service  and  the  Veterans  Administration. 

The  house  considered  117  reports  and  229 
resolutions,  including  one  from  the  Medical 
Society  of  Delaware,  which  sought  to  obtain 
exemption  from  membership  in  the  AMA  for 
physicians  in  unified  states  if  the  physician  is  a 
member  of  the  National  Medical  Association. 
This  resolution  was  defeated.  Duringthe  Refer- 
ence Committee  meeting,  where  this  resolution 
was  considered,  delegates  felt  that  allowing 
this  exemption  would  invite  members  of  other 
associations  to  seek  exemption  and  could  lead 
to  defeating  the  purpose  of  unification.  As  a 
result,  only  membership  in  the  American  Os- 
teopathic Association  will  continue  to  provide 
exemption  from  membership  in  the  AMA  in 
unified  states. 


Dr.  Alvarez  is  chairman  of  the  Medical  Society's  AMA  Delega- 
tion. 


The  Opening  Session  of  the  House  of  Del- 
egates was  attended  by  an  overflow  audience, 
including  more  than  200  reporters,  most  of 
whom  were  there  to  cover  an  address  by  Hillary 
Rodham  Clinton.  Many  delegates  expressed 
admiration  for  the  first  lady’s  speech.  She  said 
“all  the  right  things”  and  seemed  to  be  offering 
physicians  a partnership  in  health  care  system 
reform.  She  promised  that  choice  would  be  at 
the  center  of  reform;  there  would  be  relief  from 
paperwork,  bureaucratic  second  guessing,  and 
clinical  laboratory  regulations;  and  there  would 
be  serious  liability  reform.  At  the  same  time, 
delegates  were  also  disappointed  and  skeptical 
because  of  things  she  did  not  say.  She  avoided 
controversial  subjects.  No  mention  was  made  of 
price  controls  or  global  budgets.  She  offered  no 
details  on  the  structure  or  financing  of  reform. 
She  did  confirm  the  fact  that  the  administra- 
tion had  found  that  reform  was  more  difficult 
and  more  complicated  than  they  had  originally 
thought,  and  that  it  would  not  be  accomplished 
overnight. 

The  delegates  considered  a wide  variety  of 
issues  in  socio-economics,  science,  medical  edu- 
cation, and  public  health.  However,  it  seemed 
that  this  was  one  of  the  few  meetings  of  the 
House  of  Delegates  in  which  there  was  no  single 
issue  which  caused  great  controversy.  It  was 
almost  as  though  organized  medicine  was  not 
striking  out  on  new  projects  because  there  was 
an  underlying  feeling  that  medicine  is  in  limbo 
while  awaiting  the  health  care  system  reform 
that  is  about  to  be  launched  in  Washington. 

The  House  did  consider  three  reports  and 
resolutions  on  health  care  system  reform  under 
consideration  by  the  Clinton  Administration. 
There  was  a presentation  of  a new  model  for 
ho  w fee-for-service  could  work  under  the  Health 
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Access  America  plan  and  within  the  president’s 
managed  competition  proposal.  The  AMA  at- 
tacked the  administration’s  enterprise  liability 
proposal  which  would  shift  liability  from  pro- 
viders to  managed  care  plans,  a proposal  that 
the  AMA  has  apparently  convinced  the  admin- 
istration to  abandon  as  not  cost  effective.  In- 
stead, the  House  reaffirmed  its  position  that 
liability  reform  be  based  on  California’s  model. 

The  delegates  declared  war  against  price 
controls,  and  even  approved  a report  that  con- 
sidered litigation  as  a strategy  against  the 
federal  government  if  it  tries  to  establish  con- 
trols and  global  budgets.  Even  so,  the  delegates 
grudgingly  supported  efforts  by  some  state  so- 
cieties to  win  collective  bargaining  rights  over 
state-level  global  budgets.  A proposal  to  create 
physician  bargaining  groups  was  sent  back  to 
the  board  because  of  fears  of  antitrust  laws. 

Many  delegates  thought  the  most  impor- 
tant issue  of  the  meeting  was  the  proposal  to 
use  the  RBRVS  payment  model  in  the  private 
sector.  The  House  believes  that  such  a move 
would  help  consumers  price  shop,  and  help 
keep  fee-for-service  alive  and  keep  a basis  for 
negotiating  reasonable  pay  scales  with  payers. 
Despite  convincing  arguments  that  a move  to- 
ward RBRVS  in  the  private  sector  is  needed, 
many  physicians  focused  on  problems  within 
the  RBRVS  system  with  Medicare.  The  House 
sent  the  proposal  back  for  more  study,  empha- 
sizing that  the  RBRVS  needs  to  be  fine-tuned 
and  that  payers  must  understand  RBRVS  is  a 
tool  and  should  not  be  construed  as  a way  to 
implement  any  mandatory  fee  schedule. 

The  House  adopted  a new  policy  on  basic 
insurance  coverage,  expanding  its  minimum 
package  to  a set  of  benefits  estimated  at  $2,700 
per  person  annually.  It  would  include  unlim- 
ited necessary  inpatient  days,  hospice  care, 
prescription  drugs,  and  more  preventive  and 
diagnostic  services.  The  House  also  directed 
further  study  regarding  the  fiscal  impact  of  the 
plan,  as  some  thought  the  package  too  costly. 

There  were  numerous  resolutions  regard- 
ing the  regulatory  burden  imposed  by  CLIA.  A 
resolution  was  adopted  calling  on  the  AMA  to 
establish  a policy  working  toward  the  repeal  of 
CLIA  88.  Some  felt  that  outright  repeal  was 
asking  too  much  and  might  hamper  other  AMA 
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negotiations  in  Washington,  but  others  cited 
Mrs.  Rodham  Clinton’s  words  about  CLIA,  “a 
well  intended  law  with  many  unintended  con- 
sequences.” 

In  a similar  move,  the  House  asked  the 
AMA  to  seek  repeal  of  the  National  Practitioner 
Data  Bank.  Knowing  that  this  will  be  an  uphill 
battle,  the  House  voted  to  affirm  its  support  for 
the  Federation  of  State  Medical  Boards  Action 
Data  Bank. 

The  Council  on  Medical  Education  issued  a 
major  report  and  the  House  approved  13  recom- 
mendations that  would  lead  to  incentives  to 
increase  the  availability  of  primary  care.  It  was 
observed  that  no  single  intervention  will  serve 
to  encourage  students  to  choose  primary  care, 
but  that  multiple  incentives  must  be  provided. 
Recommendations  to  increase  numbers  of  pri- 
mary care  physicians  addressed  changes  in 
curriculum,  practice  environment  and  compen- 
sation. The  student  section  was  adamant  in  its 
resolution  that  incentives  to  increase  primary 
care  physicians  should  not  include  ties  of  stu- 
dent loans  to  a commitment  to  primary  care  as 
proposed  by  Congress  last  year. 

After  a four-year  battle,  the  House  finally 
passed  changes  in  the  bylaws  which  now  add 
“sexual  orientation”  to  a list  of  other  categories 
in  which  discrimination  in  membership  is 
barred.  This  year,  delegates  who  previously 
opposed  this  change  were  swayed  by  argu- 
ments to  do  the  right  thing  and  follow  many 
other  organizations  and  corporations  that  have 
adopted  similar  antidiscrimination  policy. 

Attempts  to  pass  policy  that  would  bar  the 
AMA  from  accepting  financial  support  from 
subsidiaries  of  tobacco  or  alcohol  companies 
failed,  although  the  AMA  will  continue  to  refuse 
such  support  from  those  companies  that  actu- 
ally produce  and  market  those  products. 

The  House  approved  a series  of  policy  state- 
ments related  to  the  AMA’s  National  Campaign 
Against  Family  Violence.  These  policies  call  for 
the  education  and  training  of  physicians  in 
diagnosing,  treating  and  referringcases  of  abuse 
and  working  with  local  medical  societies  and 
government  and  community  groups  in  activi- 
ties to  control  and  prevent  abuse. 

The  House  approved  a budget  that  calls  for 
a small  $20  increase  in  annual  dues  for  regular 
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AMA  members.  Student  and  resident  fees  were 
not  raised,  and  reductions  will  continue  for 
physicians  in  their  first  two  years  of  practice. 
This  is  the  first  increase  in  dues  in  five  years.  In 
1992,  the  AMA  revenues  were  $197,474,000, 
and  operating  costs  were  $193,523,000. 

The  House  approved  a recommendation  of 
the  Council  on  Scientific  Affairs  that  the  policy 
of  the  AMA  continue  to  be  to  not  recommend  the 
use  of  thermography  as  a diagnostic  tool  since 
there  continues  to  be  a lack  of  sufficient  proof  of 
its  effectiveness.  The  AMA  will  continue  to 
monitor  data  and  reports  on  thermography. 

The  inauguration  of  Joseph  Painter,  M.D., 
internist  and  cancer  center  medical  director, 
took  place  on  June  16,  1993.  In  the  absence  of 
Stephen  Pennut,  president  of  the  Medical  Soci- 
ety of  Delaware,  the  Society  was  represented  by 
President-Elect  Thomas  Maxwell,  who  was 
seated  on  the  stage  with  other  state  presidents 
and  presidents-elect.  In  his  inaugural  address. 
Dr.  Painter  focused  on  three  core  values  of 
medicine:  scientific  excellence,  the  capacity  to 
treat  each  patient  with  respect  and  compas- 
sion, and  the  value  of  problem-solving  skills.  He 
said  that  medicine  is  at  an  “odd  juncture”  as  it 
awaits  reform  proposals.  He  urged  physicians 
to  ‘lielp  teach  Washington  and  the  American 
people  to  apply  step-by-step,  rational  problem- 
solving skills  to  achieve  real  solutions  for  health 
system  reform.” 

Robert  E.  McAfee  M.D.,  general  surgeon 
from  Portland,  Maine,  was  chosen  as  president- 
elect of  the  AMA.  Also  elected  were  Drs.  Daniel 
H.  Johnson,  radiologist  from  Louisiana,  as 
Speaker  of  the  House;  and  Richard  F.  Gorlin, 
gastroenterologist  from  California,  as  Vice 
Speaker  of  the  House.  Four  regular  and  one 
resident  position  on  the  Board  of  Trustees  were 
filled.  Those  elected  were  Drs.  Palma  E.  F ormica. 
New  Jersey  family  physician;  P.  John  Seward, 
Illinois  family  physician;  Frank  B.  Walker, 
Michigan  pathologist;  Donald  T.  Lewers,  Mary- 
land nephrologist;  and  Michael  S.  Goldrich, 
New  York  ENT  resident. 

As  always,  the  delegates  were  proud  to 
represent  the  Medical  Society  of  Delaware  at 
the  1993  Annual  Meeting  of  the  House  of  Del- 
egates. The  business  conducted  at  the  meeting 
was  lengthy  and  complex.  This  report  is  only  a 


summary  of  the  more  important  business  as 
well  as  that  which  is  believed  to  be  of  special 
interest  to  the  members  of  the  Medical  Society 
of  Delaware.  More  detailed  news  of  the  meeting 
can  be  read  in  the  June  28  edition  of  the  AMA 
News.  Members  of  the  AMA  are  welcome  at  all 
AMA  House  of  Delegates  meetings  and  may 
submit  resolutions  to  be  carried  to  the  AMA 
meeting.  The  next  meeting  will  be  the  1993 
Interim  Meeting  in  New  Orleans,  Louisiana, 
from  December  5 to  December  8,  1993. 


' I’m  practicing 
medicine  the  way  1 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.” 

Owen  Brodie, 
MD,  joined 
CompHealth's 
locum  tenens 
medical  staff  in 

1989,  after  21 
3'ears  in  private 
practice.  Since 
then  he’s  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  for  private  practitioners  across  the  countiy. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 


It’s  a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 
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Since  1974,  Medlab  has  delivered  on  all  of  our  promises... 
with  impeccable  quality  and  unmatchable  service. 


At  Medlab,  we  give  you  more 
than  just  a glossy  brochure  or 
a glib  promise.  We  give  you 
the  respect  that  you  can  only 
get  from  a trusted  friend. 

That's  because  we  are 
your  friends,  your  neighbors, 
your  patients,  your  relatives. 
People  who  know  and  care 
about  the  people  you  care  for. 


Maybe  that's  why  more 
than  5 times  as  many  physi- 
cians in  Delaware  choose 
Medlab  Clinical  Testing  Inc. 
for  their  patients,  than  any 
other  laboratory. 

So  the  next  time  they  try 
to  sell  you  their  latest  ideas, 
ask  them  when  they  intend 
to  deliver  on  their  old  ones. 


For  more  information,  call; 
your  Medlab  Representativej 
at  302-655-LABS. 

iiidllsili 

CLINICAL  TESTING  INC 


...BECAUSE  QUALITY  IS  ESSENTIAL 


EDITORIAL 


The  Malthusian  Pizza 


David  L.  Smith,  M.D. 


It  was  one  of  those  emergency  situations  that 
my  medical  training  never  prepared  me  for. 
Here  I was  facing  a hostile  horde  of  kids  all 
demanding,  “I’m  hungry!  — When  can  we  eat?” 
Assessing  the  situation,  I quickly  realized  that 
the  10-inch  frozen  pizza  I just  zapped  in  the 
microwave  would  not  satisfy  the  gastronomical 
demands  of  the  group  before  me.  “Let’s  figure 
this  out,”  I mumbled  to  myself  surveying  the 
crisis.  Three  hormonally  active  teenage  boys 
driven  by  hypothalamic  surges  each  assuming 
the  whole  pizza  was  his;  three  prepubescent 
girls  with  nonstop  Broca’s  activity  arguing  with 
their  older  brothers;  and  three  former  rug  rats 
recently  thrown  into  this  Darwinian  nightmare 
of  survival  of  the  fittest. 

Oblivious  to  the  clamor  about  me,  the  out- 
come was  obvious.  No  matter  how  I sliced  the 
pizza,  the  parts  would  never  be  greater  than  the 
whole.  My  options  were  limited.  Either  I cut 
nine  equal  pieces  and  enforce  equal  sharing, 
knowing  the  demands  of  only  a few  would  be 
met  and  the  others  would  sacrifice,  or  I could  let 
the  laws  of  nature  dictate  the  results  and  hope 
I that  the  evolving  consciousness  of  the  older 
kids  would  prevail  and  they  would  see  the 
necessity  of  nurturing  their  younger  sibs. 

Hoping  to  avoid  conflict,  I realized  one 
option  was  still  open,  and  that  was  to  order 
more  pizza.  But  my  wife  was  gone,  and  with  her 
the  cash  and  checkbook.  Now  the  hidden  bu- 
reaucrat within  me  came  up  with  the  final 
solution.  “Go  rob  your  piggy  banks  so  we  can 


Reprinted  with  permission  from  the  Nebraska  Medical  Jour- 
nal. August  1993,  Vol.  78,  No.  8,  page  267. 
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buy  more  pizza,”  I proclaimed.  Thus  the  imme- 
diate crisis  was  resolved,  but  at  what  price  and 
long-term  effect  was  the  goal  achieved? 

This,  in  part,  reflects  the  health  care  crisis 
we  are  now  beginning  to  face.  Health  care  is  a 
pizza.  No  matter  how  we  slice  it  and  spread  it 
around,  the  parts  cannot  exceed  the  whole.  Do 
the  different  participants  share  equally  or  will 
the  forces  of  a few  usurp  the  benefits  of  the 
whole?  Where  are  the  piggy  banks  we  must  rob 
to  buy  more  and  what  impact  does  that  have  on 
the  future? 

Are  we  now  entering  into  the  Malthusian 
stage  of  medicine  where  the  demands  of  health 
care  have  outstripped  the  resources  which  pro- 
vide it?  Thomas  Malthus  (1766-1834)  published 
his  pessimistic  and  highly  controversial  theo- 
ries in  1798  in  “An  Essay  on  the  Principle  of 
Population  as  it  Affects  the  Future  Improve- 
ment of  Society.”  In  it  he  espoused  the  concept 
that  the  growing  population  would  place  de- 
mands on  the  resources  of  the  world  and  that 
ultimately  the  demands  of  mankind  could  not 
be  met. 

For  those  of  us  in  medicine  who  will  bridge 
the  transition  from  the  20th  to  the  2 1st  century, 
many  formidable  tasks  stand  before  us.  Cer- 
tainly we  are  educated  in  the  science  of  medi- 
cine, and  the  ability  to  conquer  new  medical 
threats  increases  daily.  But  are  we  ready  to  face 
the  “dark  side”  of  the  problems  and  decide  “who 
gets  what  and  when?”  Although  Malthus  never 
used  the  “R”  word  (ration),  he  had  his  own 
formula:  “The  products  of  nature  divided  by  the 
nature  of  man.” 

Are  we  not  slicing  the  Malthusian  Pizza?  If 
so,  who  will  decide  how  it  is  to  be  distributed?  If 
not,  where  are  the  piggy  banks  to  buy  more  and 
the  leaders  to  guide  us? 
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LETTERS  TO  THE  EDITOR 


Two  Ideas  for  New  Physicians 


Dr.  Martz’s  recent  articles  in  the  latest  Medical 
Society  journal,  about  the  number  of  new  phy- 
sicians being  licensed  by  the  Board  of  Medical 
Practice  together  with  comments  on  the  need 
for  more  primary  care  physicians,  reminded  me 
of  several  suggestions  I have  made  in  the  past 
which  might  bear  further  study  by  the  Society. 

First,  new  physicians  should  be  oriented  to 
Delaware’s  needs  and  resources.  The  latter 
would  include  the  Medical  Society  and  its  Vol- 
untary Initiative  Program,  the  part  played  by 
hospital  credential  committees,  the  Board  of 
Medical  Practice,  the  many  public  health  agen- 
cies, United  Way  and  the  agencies  it  serves. 
Medicare  and  Medicaid,  and  the  State  Division 
of  Public  Health  with  its  regulations,  including 
those  about  AIDS,  reporting  of  communicable 
diseases,  and  completion  of  death  certificates. 
Physicians  new  to  Delaware  shouldknow  about 
the  “access  to  care”  problems  in  the  state,  and 
the  lack  of  public  service  clinics  especially  in 
Kent  and  Sussex  Counties.  They  should  be 
aware  of  our  poor  health  statistics  and  the 
challenges  awaiting  them. 

I unsuccessfully  suggested  that  the  Medi- 
cal Society  or  the  Division  of  Public  Health  take 
on  the  job  of  orienting  new  physicians,  perhaps 
through  individual  visitations  by  a cadre  of 
retired  physicians.  I had  hoped  that  it  would  be 
possible  for  the  Medical  Society  and  the  Divi- 
sion of  Public  Health  to  carry  out  a joint  “New 
Physician  Orientation  Program.”  Perhaps  this 
idea  might  fall  on  more  fertile  ground  now  with 
new  leaders  and  at  a different  time. 

Second,  a requirement  for  licensure  would 
require  all  new  physicians  who  start  practice  to 
volunteer  six  hours  per  month  during  the  first 
two  years  of  practice  for  “clinic”  duty  including 
primary  care  and  specialty  clinics  for  the  indi- 


gent. I think  some  other  states  have  used  simi- 
lar approaches  to  improve  access  to  care. 

Yet,  I am  not  sure  there  is  as  severe  a 
shortage  of  primary  care  physicians  as  was 
found  several  years  ago  since  several  hospitals 
have  been  actively  recruiting  primary  care 
physicians.  While  it  presumably  is  a marketing 
venture,  it  seems  to  be  working  to  improve  the 
number  of  primary  care  physicians  in  the  state. 
Today,  for  example,  I learned  that  Milford  re- 
cruited five  such  physicians  last  year  and  inter- 
viewing another  one  tomorrow.  However,  there 
is  still  a need  for  more  help  in  screening,  school 
exams,  etc. 

I would  be  glad  to  discuss  these  two  ideas  in 
more  detail  if  any  are  interested. 

Robert  Frelick,  M.D. 

Princeton  Insurance 
Responds  to  NPDB  Editorial 

Your  “National  Practitioner  Data  Bank”  edito- 
rial in  the  August  1993  issue  of  the  Delaware 
Medical  Journal  effectively  highlighted  the 
need  for  vigorous  defense  of  meritless  malprac- 
tice suits. 

For  years,  Princeton  Insurance  Company 
has  taken  a strong  stance  against  meritless 
claims.  We  thoroughly  evaluate  all  aspects  of  a 
case  and  refuse  to  settle  when  there  is  no  clear 
evidence  of  negligence  and  the  case  is  defen- 
sible. Our  practice  is  to  defend  meritless  claims 
even  though  defense  costs  may  be  higher  than 
an  early  settlement. 

The  results  speak  for  themselves.  Over  the 
last  four  years,  95  percent  of  company-man- 
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aged  cases  disposed  of  by  the  courts  were  re- 
solved in  our  policyholders'  favor.  And  together 
with  our  parent,  the  Health  Care  Insurance 
Company,  we  close  83  percent  of  all  medical 
malpractice  claims  against  policyholders  with- 
out indemnity  payment. 

Princeton’s  approach  to  defending  doctors 
clearly  sets  us  apart  from  other  insurers.  We 
feel  strongly  that  our  philosophy  best  serves 
our  policyholders  by  safeguarding  their  profes- 
sional reputations  while  helping  to  stem  the 
tide  of  unwarranted  lawsuits. 

Jeffery  P.  Leo,  CPCU 
Regional  Vice  President 
Princeton  Insurance  Company 


Attention:  Medical  Doctors 
Is  your  financial  strategy 
as  healthy  as  your  patients? 


If  you  feel  that  your  current  financial  plan  is  in  an 
unstable  condition,  you  need  to  consult  an  experienced 
financial  advisor  who  can  give  you  sound  advice. 

Barry  W.  Yerger,  Jr.  handles  profit-sharing,  corporate, 
and  personal  accounts  for  a number  of  medical 
professionals  in  the  Wilmington  area. 

Call  today  for  a professional  referral  or  to  arrange  a 
personal  meeting. 

Barry  W.  Yerger,  Jr. 

Associate  Vice  President-Investments 
1220  N.  Market  St. 
Wilmington,  DE 
302-594-3207  or  800-328-2768 

Prudential  Securities 

Member  SIPC 


MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  oui 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1 .5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels! 
(MR  angiography),  spine,  chest,  joints,  abdomen,] 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  pa 

Omega  Magnetic  Resonance  Imaging  Center,  l.p. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-98KI 

Ka-Khy  Tze,  M.D.,  Co-Director  Joseph  R.  Peacock,  M.D.,  Co-Directa 
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BY  THE  TIME  YOU  READ  THIS 
MOST  PHYSICIANS  WILL  BE  IN 
THE  46%  BRACKET.  YOU  HAVE 
AN  ALTERNATIVE  TO  GIVING  UP 

HALE  YOUR  LIVELIHOOD.  THE  N.J. 
ENDORSED  *V.E.B.A.  PLAN  BECAME 
THAT  ALTERNATIVE  WHEN 
I.R.S.  APPROVED  OUR  TRUST. 
MOST  PHYSICIANS  IN  THE  TOP 
BRACKET  WILL  PAY  $40,000 
MORE  IN  FEDERAL  INCOME  TAX. 


YOUR  CHOICE : SEND  $4C,CCC 
AiCDE  TC  THEM,  CD  DSE  IT 
FCD  yCDDSELF  TC  CDEN 
yCLD  V.E.D.4. 


THE  TRUSTEES  WISH  TO 
INFORM  ALL  THAT  PLANS 
MUST  BE  COMPLETE  BY 
11/30/93  IN  ORDER  TO 
CREDIT  THE  DEDUCTION 
FOR  1993. 


THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA  19047 
(215)  750-7616 
1-800-283-7666 
FAX  (215)  750-7791 


'VOLUNTARY  EMPLOYEE  BENEFICIARIES  ASSOCIATION 
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INFORMATION  FOR 
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The  Delaware  Medical  Journal  is  a 
monthly  publication  of  the  Medical 
Society  of  Delaware.  The  Journal 
reaches  approximately  80  percent  of 
the  state's  physicians,  as  well  as 
medical  libraries,  and  hospitals;  its 
circulation  is  1,600. 

Full-,  half-  and  quarter-page  adver- 
tisements are  accepted.  Half-  and 
quarter-page  ads  may  be  either  ver- 
tical or  horizontal.  The  Journal  can 
provide  such  services  as  four-color 
or  matched  or  individual  color  ads; 
camera  work  (halftones,  line  shots); 
and  typesetting. 

Closing  for  space  reservations  is  the 
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to  pubhcation.  Closing  for  materials 
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prior  to  publication. 

AH  advertisements  are  subject  to 
approved  by  the  Publications  Com- 
mittee of the  Medical  Society  ofDela- 
ware. 
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Ulscover  1 he  hlegance 


Of  A Hybrid 


IN  PREGNANCY:  When  used  in 
tancy  during  the  second  and  third 
slers,  ACE  inhibitors  can  cause  injury 
ven  death  to  the  developing  fetus. 

1 premanc)'  is  delected,  Vaseretic'' 
april  Maleate-Hydrochlorothiazide) 
a be  discontinued  as  soon  as  possible. 
VARNINGS,  Fclni/Nconntal  Morbidili/ 
iorlnliti/. 


first  glance,  it's  the  beauty  of  a rose 
chat  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
Idosely,  and  its  elegance  becomes  apparent — 

a gentle  blend  of  softness  and  strength. 

i 

:\t  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 
Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


TABLETS 

VASERETIC 

(ENALAPRILMALEATE-HYDROCHLOROTHIAZIDE) 

USE  IN  PREGNANCY;  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  iiijury  and  even  death  to 
the  developing  fetus.  When  pregnancv  is  detected,  VASERETIC 
(Enalapril  waleale-H\  drochlorothiazide)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  FelalfNamilitl  Morbiiiily  and  Morlalih/. 


25 

mg 


CONTRAINDICATIONS:  VASERimC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  prcxluct  and  in  patients  with  a 
I history  of  angioedema  related  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor.  Because  of  the  hydrochlorothiazide  compo- 
I nent,  this  product  is  contraindicated  in  patients  with  anuria  or  hvpersensitiv- 
it\'  to  other  sulfonamide-derived  drugs. 

I WARNINGS:  Criuni/;  Enalapril  Malealc;  Hypotension:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hvpertensh  e patients  but  is  a possible  con- 
I sequence  of  enalapril  use  in  severely  salt/ volume  depleted  persons  such  as 
those  treated  vigorously  with  diurehes  or  patients  on  aialysis. 

I Svneeme  has  been  reported  m 1.3  percent  of  patients  receiving 
I VAS^ERETIC  In  patients  recei\’ing  enalapril  alone,  the  incidence  of  syncope 
I IS  0.5  percent.  The  overall  incidence  of  syncope  mav  be  reduced  by  proper 
titration  of  the  individual  components.  (See  PRECAUTIOI%  Dn/v 
h/hm-f/oi/s.  and  ADVERSE  REACTIONS.)  ' ‘ 

I In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
. renal  insuffiaency,  excessive  hypotension  has  been  obser\'ed  and  mav  be 
assoaated  with  ofiguria  and/or  progressive  azotemia,  and  rareh  with  acute 
I renal  failure  and/or  death.  Because  of  the  potential  fell  in  blood  pressure  in 
these  patients,  therapy  should  be  started  under  very  close  medical  supervi- 
sion, Such  patients  snould  be  followed  closely  for  the  first  two  weeks  of  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased 
I Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fell  in  bkxxl  pressure  could  result 
' in  a myocardial  infarction  or  cerebrovascular  accident. 

If  hvpoteasion  ixrcurs,  the  patient  should  be  placed  in  the  supine  position 
I and,  if  necessary,  recei\e  an  intravenous  infusion  of  normal  saline.  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficulty  once  the  blood  pressure  has  increased 
after  volume  expansion. 

I Angioedewa:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  b^n  reported  in  patients  treated  with  angiotensin  convert- 
ing enzyme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropriate  therapy  and  monitoring  should  be 
I provided  until  complete  and  sustained  resolution  of  signs  and  symptoms  has 
(mured.  In  instances  where  swelling  has  been  confineo  to  the  face  and  lips  the 
condihon  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with  laryn- 
geal edema  may  be  fetal.  Where  there  is  involvement  of  the  tongue,  glottis  or 

larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy  eg  subcuta- 
neous epinephrine  solution  1.1000  (0.3  ml  to  0.5  mL)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REACTIONS.) 


I Patients  with  a hustory-  of  angioedema  unrelated  to  ACE  Inhibitor  therapy 
! may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE  inhibitor 
(see  also  CONTRAINDICATIONS). 

I /^’idrepcj/ifl/AyriJini/oci/fos/s:  Another  angiotensin  converting  enzyme 
I inhibitor,  captopnl,  has  bwn  shown  to  cause  agranulocytosis  and  bone  mar- 
I row  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
patients  with  renal  impairment  tspecially  if  they  also  have  a collagen  va^u- 
lar  disease,  Av-ailable  data  from  clinical  trials  of  enalapril  are  insufficient  to 
I show  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates. 

I Marketing  experience  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  which  a causal  relationship  to  enalapril  cannot  be  excluded 
Periodic  monitoring  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  cemsidered. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  sev’ere  renal 
disease.  In  patients  with  renal  disease,  thiazides  mav  precipitate  azotemia. 
Cumulative  effects  of  the  drug  mav  develop  in  patients  with  impaired  renal 
I function. 

I Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterahons  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history'  of 
' allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  b^n  reported.  ' ^ 

I Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
' TIONS,  Drug  Interactions.  Enalapril  Malcale  and  Hydrochlorothiazide). 

Pregnancy.  Enalapril-Hydrochlorothiazidc:  There  was  no  terafogenicih'  in  rats 
given  up  to  yo  mg/kg/dav  of  enalapril  (150  times  the  maximum  human 
I diise)  in  combination  with  TO  mg/kg/dav  of  hydrochlorothiazide  (2  V;  Hmes 
I the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/clav  of 
enalapril  (50  times  the  maximum  human  dose)  in  combination  with  l() 
hydrochlorothiazide  (2  V:  times  the  maximum  human  dose). 

I At  these  doses,  fetotoxicih'  expressed  as  a decrease  in  ax  erage  fetal  weight 
occurred  in  both  species.  No  fetotoxicitv  occurred  at  lower  doses;  30/10 
I mg/kg/dav  of  enafapril-hydrochlorothiazide  in  rats  and  lO/lO  mg/kg/dav 
ofena'>pnUhydro<-hi(Yrothiazide  in  mice. 

When  used  in  pmgnancv  during  the  second  and  third  trimesters,  ACE 
inhibitort  ran  caii^p  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detectp<i.  VASERETIC  should  be  discontinued  as  sixm  as  possi- 
ble. (See  below) 

Enalapnl  Malrafr  FnalNromta!  Morbidity  and  Mortalih/:  ACE  inhibitors  can 
I cause  fetal  and  ner^natal  morbidit\'  and  death  when  administered  to  preg- 
nant  women.  Several  dozi’n  cases  have  been  reported  in  the  world  literature. 
When  pregnancv  is  detecteui,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible. 

I The  use  of  ACT  inhibitors  during  the  second  and  third  trimesters  of  preg- 
nancy'  has  been  associated  with  fetal  and  neonatal  injury',  including  hypoten- 
sion, neonatal  skull  hypoplasia,  anuna,  reversible  or  irreversible  renal  failure, 
and  death.  Oliphvcframnios  has  also  been  reported,  presumably  resulting 
I from  decreased  fetal  rpnal  function;  oligohydramnios  in  this  setting  has  been 
I associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hywplastic  lung  development.  Prematunty,  intrauterine  growth  retardation, 
and  patent  duchis  arteriosus  have  also  been  reported,  although  it  is  not  clear 
whether  thes<>  ivnirrences  were  due  to  the  ACb-inhibitor  exposure. 

I . adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  trimester  should  be  so  informed.  Nonetheless,  when  patients  become 
physicians  should  make  every  effort  to  discontinue  the  use  of 
VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies),  no 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  should  be  performed  to  assess  the  intraamniotic  em  i- 
ronment. 

If  oligohydramnios  is  obser\’ed,  VASERETIC  should  be  discontinued 
unl^  It  ]s  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CSl),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  mav  be  appro- 
priate  dependine  upon  the  week  of  pregnancy.  P.itients  and  physicians 
should  be  aware,  however,  that  oligohydramnios'  mav  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  iitero  exposure  to  ACE  inhibitors  should  be 
closely  obseiy-ed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hypotension  and/or  substituting  tor  disordereci  renal  function. 
Enalapril,  which  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  mav 
be  removed  by  exchange  transfusion,  although  there  is  no  experience  with 
the  latter  procedure. 

No  terato^nic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  Cm  a mg/kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  numandose. 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit  the 
mouse  and  the  rat  at  doses  up  to  lOO  mg/kg/dav  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hydrochlorothiazide.  HydriKhlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5. 6 mg/kg/day  (approximately  I - 2 times  the  usual  daily  human 
dose)  did  not  impair  fertility  or  prtxiuce  birth  abnormalities  in  the  offspring 
Thiazides  cross  the  placentaf  barrier  and  appear  in  cord  blotxl. 

Nonteratogenic  Effects:  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other  diverse  reactions  which  have  iKcurred  in 
the  adult. 

PRECAUTIONS:  Gt’iicm/;  Enalapril  Maleafe;  Impaired  Renal  Function:  As  a con- 
sequence of  inhibiting  the  renin-angiotensin-aldcisterone  system,  changes  in 
renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with 
sexere  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,' treatment  with 
angiotensin  converting  enzyme  inhibitors,  including  enalapril,  may  be  associ- 
ated with  oliguna  and/or  progressixe  azotemia  and  rarely  with  k'ute  renal 
failure  and/or  death. 

In  clinical  studies  m hypertensive  patients  with  unilateral  or  bilateral  renal 
arterx'  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients.  These  increases  vxere  almost  always 
rex'ersible  upon  i3iscontinuation  of  enalapril  and/or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy.  ^ 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  x'ascular  disease  have  dex'eloped  increases  in  blood  urea  and 
^*rum  creatinine,  usually  minor  and  transient,  especially  when  enalapnl  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  pre-existine  renal  impairment.  Dosage  reduction  of  enalapril 
and/ or  discontinuation  or  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment  of  renal  function. 

Hcmodialihis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treateii  con- 
comitantly u’ith  an  ACE  inhibitor.  In  these  patients  consideration  should  be 
given  to  using  a different  tx'pe  of  dialysis  membrane  or  a different  class  of 
antihvpertensive  agent. 

Hyperkalemia:  Elevated  seaim  potassium  (greater  than  5.7  mEq/L)  was 
obserxed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als treated  xvith  enalapril  alone.  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
ause  of  discontinuation  of  therapy  in  0.28' percent  of  hypertensix'e  patients. 
Hyperkalemia  was  less  frequent  (approximately  O.l  percent)  in  patients  treat- 
ed with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for  the  development 
of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  con- 
comitant use  of  potassium-sparing  diuretics,  potas.sium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at 
all,  with  enalapril.  (S^  Drug  Interacttoiis.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be  i:on.sid- 
ered  as  part  of  the  differential  diagnosis  of  cough. 

Siirgery/Anesthesia:  In  patients  undergoing  major  surgerx'  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  (Kcurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  by  volume  expansion. 

Hydrochlordthiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropnate  interx'als 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia.  Serijm  and  urine  dectrolyte  determinations  are  particularly 
miportant  when  the  patient  is  vomiting  excessively  or  receiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  elatrolyte  imbalance,  irre- 
^ective  of  cause,  include  dryness  of  mouth,  thirst,  vveakness,  lethargy, 
drowsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguna,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe 
cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with  adequate 
oral  electrolyte  intake  will  alsocontr^ute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhythmia  and  mav  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  cfigitalis  (e.g.,  increased  ventricular  irritabili- 
tv).  Because  enalapril  reduces  the  prcxiuction  of  aldosterone,  concomitant 
therapy  w'ith  enalapril  attenuates  tne  diuretic-induced  potassium  loss  (see 
Drug  Jnteraclions.  Awits  Increasing  Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chlonde  replacement  may  be  required  in  the 
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treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hoti 
appropriate  therapy  is  water  restriction,  rather  than  administratior’ 
except  in  rare  instances  when  the  hyponatremia  is  life-threatening  I 
salt  depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  mav  occur  or  frank  gout  may  be  precipitated  in 

p.ihenh  receiving  thiazide  therapv. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hvpogij 
^ente  may  be  required.  Hyperglycemia  may  occur  with  thiazide  di 
I hus  latent  diabetes  mellitus  may  become  manifest  during  thiazide  thci 

The  antihypertensir  e effects  of  the  drug  may  be  enhanced  in  the  ni 
pathectomy  patient.  ^ 

If  progressive  renal  impairment  becomes  evident  consider  withhol  I 
disconhnuing  diuretic  therapy.  ! 

Thiazides  have  been  shown  to  increase  the  urinary  excretion  of 
Slum;  this  may  result  in  hypomagnesemia. 

Thiazides  may  decrea.se  urinary  calcium  excretion.  Thiazides  ma' 
intermittent  and  slight  elevahon  of  serum  calcium  in  the  absence  of 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evid 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  befi 
lying  out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  w 
azide  diurehc  therapy. 

hifoniiation  for  Palienb;  Angioedema:  Angioedema,  including  lanmgeal 
may  occur  especially  following  the  first  dose  of  enalapril.  PatienS  shi 
so  advised  and  told  to  report  immediately  any  signs  or  symptoms  sue 
angioedema  (swelling  of  face,  extremities,  'eyes,  lips,  tongue  difhc 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  coi 
with  the  prescribing  physician. 

Hi/polension:  Patients  should  be  cautioned  to  report  lightheadednes 
cially  during  the  first  few  days  of  therapy.  If  actual  syncope  occi 
patients  should  be  told  to  discontinue  the  drug  until  they  have  cor 
with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  de 
hon  may  lead  fo  an  excessix'e  fall  in  blood  pressure  because  of  reduc 
fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  dt 
may  also  lead  to  a fall  in  blcKxl  pressure;  patients  should  be  advised 
suit  with  the  physician. 

Hi/perkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  con' 
potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indica 
int^hon  (e.g.,  sore  throat,  fever)  which  mav  be  a sign  of  neutropenia 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  ab( 
conseciuences  of  second-  and  third-trimester  exposure  to  ACE  inhibito 
they  should  also  be  told  that  these  consequences  do  not  appear  ti 
resulted  from  intrauterine  ACE-inhibitor  exposure  that  has  b^n  limJ 
the  first  trimester.  These  patients  should  be  asked  to  report  pregnan ■' 
their  physicians  as  soon  as  possible. 

w patients  being  i 

with  VASERETIC  is  warranted.  This  information  is  intended  to  aid 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  pi 
adverse  or  intended  effects.  ^ 

Drug  Interactions;  Enalapnl  Maleafe;  Hi/fvtension— Patients  on  Diuretic  Ti: 
Patients  on  diuretics  and  especially  those  in  whom  diuretic  therap 
receritly  Instituted,  may  occasionally  experience  an  excessive  reduct  i 
bkxid  pressure  after  initiation  of  therapy  with  enalapril.  The  possibii 
hypofensive  effects  with  enalapril  can  be  minimized  by  either  aisconti' 
the  diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatmen 
enalapnl.  If  it  is  necessary  to  continue  the  diuretic,  provide  medical  su 
Sion  for  .It  least  two  hours  and  until  blood  pressure  has  stabilized  for  a. 
an  additional  hour.  (See  WARNINGS.) 

Agenb  Caibing  Renin  Release:  The  antihypertensive  effect  of  enala 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g.,  c 

Other  Cmdiomsadar  Ayni/s.  Enalapril  has  been  used  concomitanth 
beta  adrenergic-blocking  agents,  methyidopa,  nitrates,  calcium-bici 
agents,  hydralazine  and  prazosin  without  ex  idence  of  clinically  signi' 
adverse  interactions.  ' ° , 

Agents  increasii^  Serum  Potassium:  Enalapril  attenuates  diuretic-im! 
potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolacton' 
amterene,  or  amiloride),  potassium  supplements,  or  potassium-contri 
salt  substitutes  may  lead  to  significant  increases  in  serum  potasi 
Therefore,  if  concomitant  use  of  tnese  agents  is  indicated  because  of  dc' 
strated  hypokalemia  they  should  be  used  xvith  caution  and  with  fre' 
monitoring  of  serum  potassium. 

Lithium.  Lithium  toxicity  has  been  reported  in  patients  receiving  lie 
drugs  which  cause  elimination  of  sodium,  incli'l 
ACE  inhibitors.  A few  cases  of  lithium  toxicrity  have  btvn  reported  in  pa . 
receiving  concomitant  enalapnl  and  lithium  and  were  reversible  upol 
continuation  of  both  drugs.  It  is  recommended  that  serum  lithium  lev  j 
monitored  frequently  if  enalapril  is  administered  concomitantly  with  lit)i| 
Hydrochlorothiazide;  When  acfministered  concurrently  the  following  i' 
may  interact  with  thiazide  diuretics:  ' ® 

Alcohol,  barbiturates,  or  iMrcef/cs— potentiation  of  orthostatic  hvpote 
mayiKCur. 

Antidiabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  t 
antidiahetic  drug  may  be  required. 

Other  antilufiicrtensiiv  drugs— additive  effect  or  potentiation. 
Lhole-'tyramine  and  colestipol  resins — Absorption  of  hydrochlorothiaz, 
impaired  in  the  presence  of  anionic  exchange  resins.  Single  doses  of< 
cholestyramine  or  colestipol  resins  bind  the  hydrochlorothiazide  and  n' 
Its  absorption  from  the  gastrointestinal  tract  by  up  to  85  and  43  pei 
respectively.  ^ 

Corticosteroids.  ACTH— intensified  electrolyte  depletion,  partia 
hx'pokalemia.  ' 

Pressor  amines  (e.g.,  norepinephrine)— possible  deaeased  respon.se  to ' 
sor  amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  mihcle  relaxants.  nondepolarizing  (e.g.,  lubociirarinc) — poj 
increased  responsiveness  to  the  muscle  relaxant. 

should  not  generally  be  given  with  diuretics.  Diuretic  a : 
reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  to)^ 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of 
preparations  with  VASERETIC. 

Non-steroidal  Anti-inflammatonj  Driigs~ln  some  patients,  the  administil 
of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natrii  j 
and  antihypertensive  effecLs  of  loop,  potassium-sparing  and  thiazide  dim  | 
Therefore,  when  VASERETIC  and  non-steroidal  anti-inflammatory  agen ,, 
used  concomitantly,  the  patient  should  be  observ'ed  closely  to  determine  I 
desired  effect  of  the  diuretic  is  obtained. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Enalapril  in  combin' 
with  hydriKhlorothiazide  was  not  mutagenic  in  the  Ames  miaobial  r 
gen  test  with  or  without  metabolic  activation.  Enalapril-hydrochlorothi  I 
did  not  produce  DNA  single  strand  breaks  in  an  in  vitro  alkaline  ei  1 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo  rr.|j 
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bono  rricirrovv  assay. 

Eiitilnpril  Mulailc:  There  was  no  evidence  of  a tumorigenic  effect  when  enalapril  was  administered  for 
106  weeks  to  raLsat  doses  up  to  90  mg/kg/dav  (130  times*  the  maximum  daily  human  dose).  Enalapril 
has  also  been  administered  tor  94  we^s  to  male  and  female  mice  at  di>ses  up  to  90  and  180  mg/kg/day, 
respectively,  (130  and  300  times'  the  maximum  daily  dc^  for  humans)  ana  showed  no  e\  idence  of  ca'r- 
cinogenicih . 

NJeither  enalapril  maleate  nor  the  active  diacid  was  mutagenic  in  the  Ames  microbial  mutagen  test 
with  or  without  metabolic  activation.  Enalapril  was  also  negati\e  in  the  following  genoloxicity  studies: 
riv-assay,  reverse  mutation  assay  with  £.  coii.  sister  chromatid  exchange  with  cultured  mammalian  cells, 
and  the  ’micronucleus  test  with  mice,  as  well  as  in  an  in  viiv  cytogenic  study  using  mouse  bone  marrow. 

There  were  no  adverse  effa'Ls  on  reproductive  performance  in  male  arid  female  rats  treated  with  10 
to  90  mg/kg/day  of  enalapril, 

liiliinKnlorothhizhic:  Two-year  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
[Rational  Toxicology  Program  (NTP)  uncovered  no  evidence  of  a carcinogenic  potential  of 
hvdriK-hlorothiazide  ih  female  mice  (at  doses  of  up  to  approximately  600  mg/kg/aay)  or  in  male  and 
. female  rats  (at  doses  of  up  to  approximately  100  mg/kg/aay).  The  hTTP,  however,  found  equivocal  evi- 
dence for  hepat(K'arcinogenicit\'  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames  mutagenicity  assay  of  Sii/ji/oiiW/it 
fmifniiiiiriuiii  strains  TA  98,  TA  100,  TA  1333,  TA  1537,  and  TA  1338  and  in  the  Chinese  Hamster  0\’ar\' 
(CHO)  test  for  chromosomal  aberrations,  or  in  vii<o  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the  Dro:kfliilii  sex-linked  recessive  lethal  trait  gene. 
Positive  test  results  were  obtained  only  in  the  in  vitro  CHO  Sister  Chromatid  Exchange  (clastogenicitv') 
and  in  the  Mouse  Lvmphoma  Cell  (mutagenicity')  assays,  using  concentrations  of  hyarcxhlorothiazide 
from  43  to  1300  pg/^mL,  and  in  the  A>ik'r^illu>  iiiiMiih  "non-dis)unction  assay  at  an  unspecified  concen- 
tration 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility'  of  mice  and  rats  of  either  sex  in  studies 
w'hefein  these*  species  were  exposed,  \ ia  their  diet,  to  dieses  of  up  to  100  and  4 mg/kg,  respectiv  ely, 
prior  to  conception  and  throughout  gestation. 

Prc'^iirtiici/;  Priyntwci/  Gi/cyw/cs  C (first  trimester)  mid  D (second  and  third  trimesters).  See  WARNINGS, 
Priyiimict/.  EniihfirilMifi'iifc,  Fcttil/NcoiiiUtil Morhidilj/mid Morlnliti/. 

Niirsiijy  M()//ftrs:  Enalapril  and  enalapriiat  are  defected  in  human  milk  in  trace  amounts.  Thiazides  do 
. appear  in  human  milk.  Wause  of  the  potential  for  serious  reactions  in  nursing  infants  from  either  drug, 

I a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking  into 
1 account  the  importance  of  the  drug  to  the  mother. 

Pvdiiitric  l/sc;  Safety  and  effectiveness  in  children  have  not  been  established. 

' ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated  for  safety  in  more  than  1500  patients, 
including  over  300  patients  treated  for  one  year  or  more.  In  clinical  trials  with  VASERETIC  no  adverse 
experiences  peculiar  to  this  combination  drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously  reported  with  enalapril  or 
hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  dizziness  (8.6  percent), 
headache  (3.5  percent),  fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experiences  occurring  in 
. greater  than  two  percent  of  patients  treated  with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2.4  percent),  orthostatic  effects  (2,3  percent),  impo- 
tence (2.2  percent),  and  diarrhea  (2.1  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  lOpercent  of  patients  in  controlled  trials  included:  B(\ii/ 
A>  A Whole:  Svneope,  chest  pain,  abdominal  pain;  Orthostatic  hypotension,  palpitalioh, 

tachycardia;  Di^e>tive:  Vomiting,  dyspepsia,  constipation,  flatulence,  dry  moutn;  Nen\ni'?/P<ijclmtric: 

' Insomnia,  nervousness,  paresthesia,  somnolence,  vertigo;  Skin:  Pruritus,  rash;  Other:  Dy'spnea,  gout,  back 
; pain,  arthralgia,  diaphoresis,  deaeased  libido,  tinnitius,  urinary'  tract  infection. 

Angioedema  has  been  reported  in  patients  receiving  VASERETIC  (0.6  percent). 
Angiiwema  associated  with  larv'ngeal  edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips, 
tongue,  glottis  and  /or  larvmx  occurs,  treatment  with  VASERETIC  should  be  discontinued  and  appropri- 
ate merapv  instituted  immediately.  (See  WARNINGS.) 

Hi/fxyleiision:  In  clinical  trials,  adverse  effects  relating  to  hypotension  occurred  as  follows:  hypotension 
(0.9  percent),  orthostatic  hypotension  (1.5  percent),  other  orthostatic  effects  (2.3  percent).  In  aefaition  syn- 
cope occurred  in  1.3  percent  of  patients.  WARNINGS.) 

See  PRECAUTIONS,  Cmiy’/i. 

Clinicii'l  bihornton/  Tisf  Finding:  Serum  ElectroIi/te>:  See  PRECAUTIONS. 

Cror/Mi/Mi’,  BImi  Uren  Nitro<^'en:  In  controlled  clinical  trials  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  ther^y,  were  obser\-ed  in  about  0.6  percent  of 
■ patients  with  essential  hypertension  treated  with  VASEI^tlC.  More  marked  increases  naye  been 
I reported  in  other  enalapril  experience.  Increases  are  more  likely  to  occur  in  patients  with  renal  artery' 
stenosis,  (See  PRECIAUtlONS.) 

Scrmi/  Uric  Acid,  Cliiave,  Mi{^ne^iiim,  mid  Oilciiiiii:  See  PRECAUTIONS. 

Heim\>^lohin  mid  Heinotocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of 
approximately  0.3  g percent  and  1.0  vol  percent,  respectiyely)  cxcur  frequently  in  hypertensive  patients 
treated  with  VASERETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued  therapy  due  to  anemia. 

Uivr  Function  Te>t<:  Rarely,  elevations  of  liver  enzymes  and  /or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  individual  components  are  listed  below  and, 

. within  each  category,  are  in  order  of  decreasing  sev’erity'. 

Eimhpril  Mt/oi/c— Enalapril  has  been  e\  aluated  for  safety'  in  more  than  10,000  patients.  In  clinical  trials 
adverse  reactions  which  occurred  with  enalapril  were  also  seen  with  vASEkETIC.  Howe\'er,  since 
: enalapril  has  been  marketed,  the  following  adverse  reactions  have  been  reported:  Body  A.s  A Whole: 
Anapm'lactoid  reactions  (see  PRECAUTIONS,  Heniodiahish  Ptdienb);  Cordiowsciilar:  (Cardiac  arrest; 
myocardial  infarction  or  cerebrov  ascular  accident,  possibly  s^ondary  to  excessive  hypotension  in  high  risk 
patients  (see  WARNINGS,  Hi/;v/{‘M.'JfhH);  pulmonary  embolism  and  infarction;  pulmonary'  edema;  rhythm 
disturbances  including  atrial  tachycardia  and  bradycardia;  atria!  fibrillation;  hypotension;  angina  pectons; 
Diyisf/tv:  Deus,  pancreatitis,  hepaBc  failure,  hepatitis  (hepatocellular  [proven  on  rechallenge)  or  cholestatic 

Cdice),  melena,  anorexia,  glossitis,  stomatitis,  dry'  mouth;  Hemutolo^ic:  Rare  cases  of  neutropenia,  throm- 
t^nia  and  bone  marrow  depression.  Hemolytic  anemia,  including  cases  of  hemolysis  in  patients 
with  Cr6-PD  deficiency,  has  been  reported;  a causal  relationship  to  enalapril  has  not  twn  established. 
Ncnvn.s  Sifslein/Psiichintric:  Depression,  confusion,  ataxia,  peripheral  neuropathy  (e.g.,  paresthesia,  dyses- 
thesia); Uhiyivi/fii/;  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS),  flank  pain,  gynecomas- 
tia; Respirtilmi:  Pulmonarv'  infiltrates,  bronchospasm,  pneumonia,  bronchitis,  rhinorrhea,  sore  throat  and 
' hoarseness,  asthma,  upper  respiratory'  infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis, 
I Stevens-johnson  syndrome,  heroes  zc^ter,  erv'thema  multiforme,  urticana,  pemphigus,  alopecia,  flushing, 

' photosensitivity;  Swciul  Senses:  Blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry-  eves,  tearing. 

JM/sci’//iiMt’u»s:  A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia/arthritis,  myalgia/myositis,  fever,  serositis,  vasculitis, 
leukocytosis,  eosinophilia,  pholosensitivih’,  rash  and  other  dermatologic  manifestations. 

Felal/Neoiiidnl  Morbiditi/ mid  Mortnliti/:'^  WARNINGS,  Prcy’Mimci/,  Enninpril  Moleole,  Fctnl/Nconninl 
Morbidihj  mid  Morhilitii. 

H\idroch}orothiazide~Bod\i  us  u Whole:  Weakness;  Di^estii'c:  Pancreatitis,  jaundice  (intrahepatic  cholestatic 
jaundice),  sialadenitis,  aamping,  gastric  irritation,  anorexia;  Hematologic:  Aplastic  anemia,  agranulocy'tosis, 
' leukopenia,  hemolytic  anemia,  thrombocytopenia;  Hypersensitivity:  Purpura,  photosensitivity',  urticaria, 
> necrotizing  angiitisTvasculitis  and  cutaneous  vasculitis),  fever,  re^iratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal:  Muscle  spasm;  Nenvits  Sifstvni/Psychiatric: 
Restlessness;  Rl'iial:  Renal  failure,  renal  dysfunchon,  inteistitial  nephritis  (see  WARNINGS);  Skin:  Erythema 
multiforme  including  Stevens-johnson  syndrome,  exfoliative  dermatitis  including  toxic  epidermal  necroly- 
sis, alopecia;  SfveinI  yuscs;  Transient  bluired  vision,  xanthopsia. 


* Based  on  patient  weight  of  50  kg. 

For  more  detailed  iiiformatioii,  consul!  i/oiir  DuPont  Pharma  Representative  or  see  Prescribing^  Information. 
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Attention:  Medical  Doctors 
Is  your  financial  strategy 
as  healthy  as  your  patients? 


If  you  feel  that  your  current  financial  plan  is  in  an 
unstable  condition,  you  need  to  consult  an  experienced 
financial  advisor  who  can  give  you  sound  advice. 

Barry  W.  Yerger,  Jr.  handles  profit-sharing,  corporate, 
and  personal  accounts  for  a number  of  medical 
professionals  in  the  Wilmington  area. 

Call  today  for  a professional  referral  or  to  arrange  a 
personal  meeting. 

Barry  W.  Yerger,  Jr. 

Associate  Vice  President-Investments 
1220  N.  Market  St. 
Wilmington,  DE 
302-594-3207  or  800-328-2768 

Prudential  Securities 

Member  SIPC 


> 1 


You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT 

CompHealtli  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  f.'om  more  than  40  fields  ol 
specialization  available  to  provide  locum 
tenens,  or  temporaiy,  stalling  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satislaction 
each  time  we  place  a member  ol  our 
medical  stall  in  your  practice  or  lacility. 
It’s  the  closest  thing  you ’ll  find  to  a risk- 
free way  to  cover  lor  absent  stall 
members,  "try  out  ” a potential  new 
recruit,  or  take  care  ol  your  patients  while 
you  search  lor  a new  full-time  associate. 

Call  us  today  to  arrange  lor  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealIh 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Del  Med  Jrl,  November  1993,  Vol  65,  No  11 


703 


AX 


Christiana  Imaging  Center  offers 
;tate-of-the-art  mammography 
;ervices  in  a pleasant,  comfortable 
itmosphere. 

Dur  mammography  program  is 
iccredited  by  the  American  College 
Df  Radiology.  Needle  localization 
Di'ior  to  biopsy  is  clone  in  coopera- 
ion  with  the  Medical  Center  of 
Delaware’s  new  Cliristiana 
Surgicenter.  All  radiographs  are 
nterpreted  by  experienced  radiolo- 
gists affiliated  with  the  Medical 
Center  of  Delaware. 

Accuracy  and  timeliness  of  readings 
are  the  hallmarks  of  our  mammo- 
graphy service. 


Our  patients  think  we’re  pretty 
good,  too.  Our  mammography 
facility  consistently  receives 
excellent  ratings  from  the  women 
we  serve.  Tlaeir  comfort  and 
privacy  is  a top  priority. 


Christiana  Imaging  Center 

A Division  of  MCO  Holding  Company 


Excellence  in  Imaging 


• Patient  education  prograrr: 

• Evening  hours  by  appoint] 

• Private  office  environment 

• Ample  free  parking 

To  schedule  a mammog 
caU  731-9558. 

Christiana  Imaging  Center  is  conve: 
located  adjacent  to  Christiana  Hosp 

4751  Ogletown-Stanton  Rd.,  Newark 


Medical  Directors: 

Zelimir  Kozic,  M.D. 
Leonard  Rosenbaum,  M.D. 
John  Wills,  M.D. 


PRESIDENT’S  PAGE 


State  of  the  Society 


It  is  with  mixed  feelings  that  I write  my  final 
President’s  Page.  Certainly,  the  position  of  presi- 
dent of  the  Medical  Society  of  Delaware  is  a 
time-consuming  one,  but  I can  honestly  say 
that  it  has  been  a most  enjoyable  year,  despite 
the  turmoil  that  exists  in  health  care.  I have 
thoroughly  enjoyed  every  minute  of  the  presi- 
dency and  have  been  exhilarated  by  the  level  of 
participation  of  our  members  in  dealing  with 
some  of  the  very  difficult  issues  before  us. 

Most  of  the  rest  of  this  article  will  deal  with 
the  accomplishments,  as  well  as  the  shortcom- 
ings, of  the  past  year.  However,  I can  say  with 
full  confidence  that  the  state  of  the  Medical 
Society  of  Delaware  is  excellent  in  large  part 
because  of  the  staff  support  that  the  Society 
receives  from  Mark  Meister,  its  executive  di- 
rector, and  the  other  members  of  the  staff  of  the 
Society,  the  Journal,  and  the  insurance  agency. 

In  addressing  the  state  of  the  health  care 
delivery  system  in  Delaware  and  in  the  nation, 
there  is  really  not  much  new  information  that 
I can  be  imparted  through  this  article.  Certainly 
every  newspaper  and  magazine  has  dealt  with 
these  issues  over  the  past  several  years,  and  I 
have  tried  in  prior  President’s  Pages  to  keep 
you  abreast  of  the  happenings  of  the  Society  in 
this  regard. 

I would  like  to  summarize  the  accomplish- 
ments that  have  occurred  through  the  year,  as 
j well  as  the  disappointments  during  the  year. 

I believe  that  the  disappointments  have 
been  few  but  significant.  The  greatest  disap- 
, pointment  was  the  passage  and  signing  into 
' law  of  the  physical  therapy  bill,  which  now 
essentially  allows  physical  ffierapists  to  prac- 
tice medicine  without  a medical  license.  The  bill 
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allows  physical  therapists  to  evaluate  and  treat 
patients  without  a physician  referral  for  up  to 
30  days.  After  30  days,  consultation  with  a 
physician  must  take  place  before  further  treat- 
ment can  be  rendered.  Even  in  the  face  of  this 
disappointment,  however,  it  was  possible  to 
reach  a compromise  which  I believe  limits  the 
potential  harm  to  patients  through  the  30-day 
time  limitation.  I do  feel  a personal  sense  of 
disappointment  in  that  this  issue  had  been 
before  the  legislature  on  repeated  occasions, 
and  it  was  through  our  inability  to  educate  the 
public  and  the  legislators  that  this  was  not  a 
parochial  issue  butan  issue  ofpublic  safety  that 
was  our  shortcoming. 

In  the  coming  legislative  session,  there  will 
be  two  more  such  bills  that  will  come  before  the 
legislature.  In  the  case  of  the  optometric  bill, 
although  it  was  vetoed,  the  governor’s  message 
regarding  that  veto  outlined  the  way  that  this 
legislation  could  be  recast  such  that  he  would 
sign  it.  Again,  I fear  that  unless  we  can  ad- 
equately educate  the  legislature  about  the  dan- 
ger to  the  public  of  having  optometrists  use 
medications  in  the  eye,  we  will  again  be  disap- 
pointed. 

The  other  bill  before  the  legislature  is  one 
that  would  allow  advance  practice  nurses  (ad- 
vanced registered  nurse  practitioners)  to  prac- 
tice independently  and  to  have  unlimited  pre- 
scribing privileges.  Again,  I feel  that  this  would 
create  an  unacceptable  danger  to  the  public.  In 
the  case  of  the  nursing  bill,  however,  I do 
believe  that  if  the  appropriate  levels  of  physi- 
cian supervision  can  be  assured  through  the 
legislation  that  a compromise  could  be  achieved 
to  improve  patients’  access  to  care  while  pro- 
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tecting  them  against  inappropriate  practice  by 
nurses.  Happily,  those  are  the  only  issues  that 
I can  recall  which  resulted  in  negative  out- 
comes. 

On  the  positive  side,  the  Society  has  re- 
sponded in  an  excellent  manner  to  the  cries  for 
a health  care  reform  plan  for  the  state.  This  was 
accomplished  by  an  Ad  Hoc  Committee  on  Health 
Care  Reform  comprised  of  specialty  society  rep- 
resentatives who  devoted  much  of  their  sum- 
mer to  developing  such  a plan.  I hope  that  by 
the  time  you  read  this,  the  Society’s  plan  will 
have  been  merged  with  a similar  plan  devel- 
oped by  the  Association  of  Delaware  Hospitals 
and  will  have  been  reviewed  in  detail  at  the 
House  of  Delegates  meeting. 

At  this  time  last  year,  the  Society  was 
somewhat  devastated  by  the  announcement  by 
our  long-standing  lobbyist,  Ned  Davis,  that  he 
had  decided  to  provide  representation  in  other 
quarters  and  that  we  would  need  to  find  a new 
legislative  representative.  The  search  to  re- 
place Ned  was  an  extensive  and  educational 
one  — educational  in  that  we  learned  a lot  about 
the  lobbying  process  that  we  did  not  know 
previously.  The  result  of  that  search  led  us  to 
Phil  Corrozi,  who  has  proven  to  be  an  outstand- 
ing representative  of  the  Society  at  the  legisla- 
ture, and  we  anticipate  a long  and  fruitful 
relationship  with  Phil  as  our  representative. 

The  Society  had  received  notice  during  the 
year  that  Pennsylvania  Blue  Shield,  the  state’s 
Medicare  carrier,  was  planning  to  close  its 
Delaware  office.  In  large  part  through  physi- 
cian and  Society  comment  on  that  planned 
closure,  Pennsylvania  Blue  Shield  changed  its 
decision,  and  there  continues  to  be  a physical 
presence  of  our  Medicare  intermediary  in  the 
state. 

Also  during  the  current  year.  Dr.  William 
Duncan  agreed  to  be  the  president  of  MSDIS, 
our  insurance  subsidiary.  Through  Bill’s  dili- 
gent efforts,  along  with  those  of  Anne  Bader, 
the  profile  and  marketing  information  for  the 
subsidiary  have  been  greatly  enhanced.  In  this 
manner  the  Society  has  been  reminded  of  the 
role  that  our  subsidiary  plays  in  assuring  the 
availability  of  malpractice  insurance  at  reason- 
able cost  in  the  state. 
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Under  the  chairmanship  of  Dr.  Tony 
Cucuzzella,  a committee  to  look  at  the  comput- 
erization of  medical  office  billing  systems  and 
the  development  of  a unified  computer  network 
for  the  state  has  been  undertaken  and  is  mak- 
ing significant  progress.  'The  major  health  in- 
surance carriers  for  the  state  have  responded 
favorably  to  this  endeavor.  We  look  forward  in 
the  coming  year  to  realizing  the  dream  of  a 
unified  electronic  intermediary  for  the  state 
and  then,  hopefully,  one  that  could  intercon- 
nect with  a federal  system  under  health  care 
reform. 

During  the  past  year  the  Society  has  been 
involved  in  yet  another  new  endeavor;  the  found- 
ing and  functioning  of  a Health  Care  Providers 
Association  for  the  state  of  Delaware.  In  coop- 
eration with  the  Association  of  Delaware  Hos- 
pitals, retail  pharmacists,  independent  medical 
labs  and  nursing  homes,  a coalition  has  come 
together  to  provide  public  relations  at  the  grass 
roots  level  for  the  large  contingent  of  health 
care  providers  and  the  health  care  industry  in 
the  state  of  Delaware.  It  is  hoped  that  through 
this  organization  the  public  will  be  better  edu- 
cated about  the  role  that  the  health  care  indus- 
try plays  in  the  state.  The  association  is  also 
working  to  ensure  that,  under  health  care  re- 
form, patient  care  can  be  maintained  at  its 
current  high  levels. 

Another  major  project  of  the  Society  which 
has  really  exceeded  all  of  our  expectations  in 
terms  of  its  level  of  success  has  been  the  Volun- 
tary Initiative  Program.  This  program,  con- 
ceived by  my  predecessor.  Dr.  Jim  Marvel,  and 
stimulated  by  the  health  reform  initiatives  of 
former  Governor  Castle,  has  been  instituted  in 
a near  flawless  fashion  and  is  serving  a large 
number  of  Medicaid  recipients  who  previously 
had  no  access  to  primary  care  physicians  with 
a continuity  of  care  relationship.  We  anticipate 
that  this  program  will  grow  over  time  and  may, 
in  fact,  at  some  point  develop  into  a managed 
care  network  for  Medicaid  recipients  and  possi- 
bly others. 

Another  program  which  has  been  initiated 
during  the  current  year  is  the  Physicians  Advo- 
cate Program,  headed  up  by  Jana  Siwek.  This 
program  offers  training  for  physicians  and  their 
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staff  in  the  various  aspects  of  third-party  bill- 
ing and  provides  a service  to  troubleshoot  diffi- 
cult-to-collect  claims.  Again,  the  program  is 
very  new,  but  even  in  the  early  months  of  its 
operation,  it  is  proving  to  be  extremely  success- 
ful. 

The  Medical  Society’s  two  foundations  are 
also  off  to  a good  start.  The  Delaware  Founda- 
tion for  Medical  Services,  designed  to  support 
the  VIP,  is  organized  and  in  the  early  stages  of 
determining  how  ongoing  funding  will  be  main- 
tained to  operate  the  VTP.  To  date,  some  tax 
savings  have  been  accomplished  by  having  part 
of  the  MSDIS  dividend  go  to  both  foundations. 
We  hope  that,  with  collaboration  with  the  Medi- 
cal Alliance,  other  fund-raising  activities  can 
be  developed  to  continue  to  support  the  out- 
standing efforts  of  the  VIP.  Our  Medical  Educa- 
tion Foundation  is  similarly  organized  and  up 
and  running.  This  foundation  supports  the  Phy- 
sicians’ Health  Committee,  as  well  as  the 
Society’s  continuingmedical  education  program. 
Again,  we  hope  to  develop  good  fund-raising 
techniques,  both  through  the  internal  opera- 
tion of  the  CME  program  and  solicitation  of 
outside  support. 

Also  instituted  this  year  and  very  success- 
ful has  been  the  development  of  a new  source  of 
information  to  the  Society’s  Board  of  Trustees. 
This  has  been  accomplished  by  holding  regular 
meetings  of  all  committee  chairs  so  that  there 
can  be  the  opportunity  for  cross-fertilization 
among  the  different  committees.  This  allows 
the  products  of  that  cross-fertilization  to  be 
presented  to  the  Board  of  Trustees. 

In  the  vein  of  improved  communication 
within  the  profession,  the  concept  of  a resident 
representative  to  the  Board  of  Trustees  has 
been  expanded  to  develop  a resident  section  of 
the  Society.  There  have  been  two  meetings  of 
i that  section  held  to  date,  initiated  by  the  outgo- 
ing resident  representative.  Dr.  Ralph 
Aurigemma,  and  the  new  resident  representa- 
tive, Dr.  Krista-Marie  Singleton.  The  response 
by  residents  in  the  state  was  very  encouraging, 
and  based  upon  that  response  the  Society  plans 
to  form  a young  physicians  section  of  the  Soci- 
ety, which  would  also  have  representation  on 
the  Board  of  Trustees. 
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In  response  to  an  issue  identified  by  the 
Delaware  Board  of  Medical  Practice,  the  Soci- 
ety has  this  year  formed  a committee  of  physi- 
cians represented  by  the  various  specialty 
societies.  These  physicians  have  agreed  to 
provide  the  Board,  on  a rotating  basis,  with 
impartial  expert  testimony  when  the  Board 
has  hearings  which  require  the  introduction  of 
such  evidence.  It  is  hoped  that  through  this 
committee  and  these  options  that  the  Society 
can  assist  the  Board  to  more  efficiently  fulfill  its 
role  of  the  profession  policing  itself,  thus  assur- 
ing Delawareans  of  the  highest  quality  of  medi- 
cal care. 

During  the  year,  the  Society  has  continued 
its  excellent  working  relationship  with  Dela- 
ware’s United  States  congressional  delegation 
and  their  staffs.  It  is  anticipated  that  as  federal 
legislation  for  health  care  reform  is  proposed, 
this  relationship  will  allow  the  Medical  Society 
to  have  input  into  the  final  federal  health  care 
reform  plan. 

Another  major  issue  on  the  Delaware  medi- 
cal horizon  has  been  the  change  in  health  care 
coverage  by  the  DuPont  Company.  The  Medical 
Society  felt  that  this  was  an  issue  of  sufficient 
importance  for  appropriate  involvement  of  the 
Society.  Thus,  we  have  been  meeting  regularly 
with  representatives  of  both  the  DuPont  Com- 
pany and  the  Aetna  Health  Plan.  These  meet- 
ings have  been  very  fruitful  and  have  provided 
an  opportunity  for  the  Society  to  express  its 
opinions  regarding  the  development  of  this 
plan. 

Finally,  but  certainly  not  of  least  impor- 
tance, is  the  fact  that  the  Society  has  developed 
strong  ties  with  the  Carper  Administration  and 
has  been  meeting  regularly  with  the  new  secre- 
tary of  Health  and  Social  Services,  Carmen 
Nazarrio.  There  has  been  a constructive  ex- 
change of  information,  and  the  Society  can  look 
forward  to  an  ongoing  positive  relationship 
with  the  state  administration. 

All  in  all  it  has  been  an  exciting  year  as 
president  of  the  Medical  Society  of  Delaware. 
While  there  have  been  occasional  setbacks,  the 
vast  majority  of  the  activities  in  which  the 
Society  has  engaged  have  borne  positive  fruit. 
Again,  none  of  these  activities  could  have  been 
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carried  out  without  the  support  of  the  member- 
ship and  Mark  Meister  and  his  staff. 

The  Society  is  being  passed  on  to  highly 
competent  hands,  and  I know  that  Dr.  Tom 
Maxwell  as  president  and  Dr.  Michael  Bradley 
as  president-elect  are  anticipating  another  very 
exciting  year  with  lots  of  activity. 

Finally,  I would  like  the  Society  and  Tom 
and  Mike  to  know  that  I stand  ready  to  assist 
them  in  any  way  that  I can  in  the  years  to  come. 

Thank  you  for  allowing  me  to  serve  as  your 
president. 
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The  Air  Force  Reserve 
has  a position  for  you! 

With  only  one  day  a month,  plus  a 
twelve  day  annual  tour  of  active 
duty  participation,  the  Air  Force 
Reserve  can  offer  you  the  bene- 
fits that  count!  And,  there's 
no  relocation  or  Interrup- 
tion of  your  present  prac- 
tice with  your  Air  Force 
Reserve  association  For  a 
change  of  pace,  call  or  write 
the  location  listed  below, 
providing  your  name,  specialty, 
phone  number,  and  address 

Call:  (301)981-9629 

Of  Wnte 

To;  MSGT  Johnson  or  MSGT  Pa" 

2400  RRMS/RSH-1 
STP  3,  Bldg  3720.  RM  16 
Andrews  AF0,  DC  20331  5757 

Ant  FORCE  RESERVE 


AGRfATWAVTOSERVE 


MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1 .5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  hver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  p.a. 

Omega  Magnetic  Resonance  Imaging  Center,  l.p. 

Omega  Professional  Center  • [-<5  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 

Ka-Khy  Tze,  M.D.,  Co-Director  Joseph  R.  Peacock,  M.D.,  Co-Director 
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If  cost,  practice  size  or  the 
decision  to  retire  are 
prohibiting  your  computer 
decisions,,. 


...then  it’s  time  to  look  at  POCLite,  the  completely  integrated  practice 
management  system  you  can  afford. 

POCLite  is  developed  by  the  same  people  that  brought  you  POC; 
jSStellimann  Kaissey  Limited.  We  maintain  close  proximity  to  the  pulse 
]of  the  medical  industry  and  realize  physicians  are  plagued  with  many 
jconcerns: 

( Government  Healthcare  Reform 

! Loss  of  Revenue 

s 

I Medicare  Cuts 

Mandatory  Electronic  Billing 


jThat  is  why  we  developed  POCIite,  a simple,  cost  effective  software 
'package  that  will  handle  your  practice  needs  today  and  tomorrow! 


POCLite  keeps  complete  patient  records 

Patient  ledger  activity 

Electronic  Claims  Submission 

Insurance  and  Patient  billing 

Special  reports  that  track  office  productivity 

Flexible  upgrade  & conversion  path  to  POC 

Software  pricing  from  $995  for  Medical  Society  Members 


.imited  Offer 

extended  free  training  and  support  for  the 
rst  50  offices  who  select  POCLite.  Soft- 
yare  or  turn-key  packages  are  available 
it  special  introductory  rates  for  members  only. 

or  more  information  or  a demonstration 
:all  302-888-3200  now! 


Endorsed  by  the  Medical  Society 
of  Delaware 


The new 

Kirkwood  Milltown  Imaging 

Now  offering  superior  image  quality,  fast 
service  and  more  patient  convenience 


Maybe  you’ve  heard,  Kirkwood  Milltown 
Imaging  has  been  making  some  healthy  changes.  Here 
are  just  a few  of  the  things  we’ve  recently  done  to 
assure  that  you  receive  the  very  best  in  MRl  services. 

We’ve  improved  our  image  quality. 

We’ve  introduced  0?ENplus  MRI,  a major 
technological  advancement  in  Open  Access  image 
clarity.  This  state-of-the-art  system  upgrade  improves 
signal-to-noise  ratios  for  better  film  contrast  and  res- 
olution. With  OVEN  plus,  you  get  the  sharp  images 
you  need,  yet  your  patients  still  get  all  the  comforts 
of  open-access  MRI. 


Our  quiet,  open-access 
system  is  the  MRI 
technology  of  choice  for 
claustrophobic,  large  or 
obese  patients. 

We’ve  added  evening  hours  and 
transportation. 

This  new  flexibility  is  a major  benefit  to 
patients  who  have  difficulty  finding  time  for  daytime 
appointments  and  for  those  without  transportation. 
We  also  offer  prompt  patient  scheduling,  including 
“same-day”  and  emergency  service  when  needed. 

And,  as  always,  Kirkwood  Milltown  Imaging  is  con- 
venient to  Christiana  Hospital. . .about  five  minutes 
away. 


We  want  your  referral. 


Now,  24-hour  reporting.  Guaranteed. 

With  the  addition  of  the  services  of  the 
following  physicians,  we  can  promise  immediate 
consultations,  with  stat  wet  reports  available. 

Radiology  Consultants 

•Steven  C.  Edell,  D.O.,  F.A.C.R. 

•Michael  White,  M.D. 

•Anthony  Scola,  M.D. 

Diplomats  American  Board  of  Radiology 


We  want  to  show  you  how  hard  we  work  to 
earn  and  keep  your  trust.  You’ll  find  we  treat  your 
patients  with  warm,  personalized  care  and  we  offer 
you  the  very  best  in  MRI  services.  Why  not  call  now  to 
learn  more  about  the  image  improvements  offered  by 
our  new  OVEN  plus  system  and  also  to  arrange  for 
your  referral  kit.  We’re  anxious  to  serve  you. 

5509  Kirkwood  Highway  00  ^ Q P\0 

Wilmington,  DE 19808  ^ 0"U0dU 


I 


( 


KIRKWOOD  MILLTOWN  IMAGING 

Owned  and  managed  by  Imaging  Management  Associates,  Inc. 


SCIENTIFIC  ARTICLE 


A Clustering  of  Childhood  Meningococcal  Disease: 
A Challenge  for  Physicians,  Press  and  Community 


Michael  S.  Dreyer,  MD 
Stephen  C.  Eppes,  MD 
Joel  D.  Hein,  MD 


“It  commences  suddenly  with  prostration  of 
strength,  often  extreme;  the  face  is  distorted,  the 
pulse  feeble.  There  appears  a violent  pain  in  the 
head,  especially  over  the  forehead;  then  there 
comes  pain  of  the  heart  or  vomiting  of  greenish 
I material,  stiffness  of  the  spine,  and  in  infants, 

\ convulsions.  In  cases  which  were  fatal,  loss  of 
i consciousness  occurred.  The  course  of  the  dis- 
j ease  is  very  rapid,  termination  by  death  or  by 
cure.  In  most  of  the  patients  who  died  in  24 
hours  or  a little  after,  the  body  is  covered  with 
purple  spots  at  the  moment  of  death  or  a very 
little  time  afterward.” 

— Dr.  Gaspard  Vieusseux,  Geneva,  1805 

The  Delaware  Division  of  Public  Health  re- 
ported only  two  cases  of  documented  meningo- 
coccal infection  in  the  pediatric  population  in 
1992.  As  of  March  1,  1993,  the  Morbidity  and 
Mortality  Weekly  Report  indicated  only  one 
case  of  meningococcal  disease  in  the  state  of 
Delaware  for  1993.  However,  from  the  end  of 
February  to  early  April  1993,  approximately 
six  weeks,  there  were  seven  cases  of  docu- 
mented meningococcal  infection  in  the  pediat- 
ric population  that  either  presented  or  were 
: transferred  to  one  of  the  pediatric  care  facilities 

I in  the  Wilmington,  Delaware  area.  Notification 
I of  these  cases  to  the  Delaware  Division  of  Public 
' Health  prompted  the  dispersion  of  a statewide 
letter  concerning  the  recognition  of  the  clinical 
signs  of  meningitis  and  the  proper  prophylaxis 
for  meningococcal  exposure. 

We  have  analyzed  these  cases  and  present 
them  to  illustrate  the  spectrum  of  meningococ- 
cal disease  and  to  remind  the  medical  commu- 
nity of  the  importance  of  not  only  recognizing, 

i 

j 
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but  also  reporting,  patients  with  meningococ- 
cal infection.  Timely  reporting  of  cases  of  this 
infectious  disease  may  result  in  a more  mea- 
sured response  by  the  medical  and  lay  commu- 
nities. 

Methods 

The  seven  cases  were  gathered  during  cliniced 
consultations  and  by  surveying  area  hospital 
microbiology  laboratories  for  recent  blood  and 
cerebrospinal  fluid  (CSF)  isolates  of  Neisseria 
meningitidus.  Hospital  records  of  infected  pa- 
tients were  reviewed  and  data  was  collected 
with  particular  regard  to  signs  and  symptoms, 
laboratory  data,  serogroup  of  meningococcus, 
clinical  complications  and  outcome. 

Results 

The  clinical  characteristics  of  the  patients,  labo- 
ratory findings  and  their  outcomes  are  summa- 
rized in  Table  1.  The  list  of  presenting  findings 
is  derived  from  Stiehm  and  Damrosch,^  reflect- 
ing those  characteristics  which  have  been  asso- 
ciated with  a poor  prognosis.  Patient  1 had 
several  unusual  complications  of  his  meningo- 
coccal infection,  including  cutaneous  vasculitis, 
pericarditis  and  polyarticular  arthritis;  his  chest 
radiograph  is  shown  in  Figure  1. 

Discussion 

Meningococcal  meningitis  was  first  described 
by  Vieusseux  in  Geneva  in  1805  and  the  organ- 
ism was  first  isolated  from  spinal  fluid  by 
Weichselbaum  in  1887.  In  the  years  following 


711 


I 


Scientific  Article 


Figure  1.  Chest  radiograph  from  Patient  1, 
demonstrating  large  pericardial  effusion;  this 
eventually  resolved  with  anti-inflammatory 
therapy. 

these  discoveries,  meningococcus  has  caused 
both  endemic  and  epidemic  disease  worldwide. 
In  the  United  States,  it  causes  approximately 

3.000  cases  per  year.  In  1986,  the  incidence  of 
meningococcal  disease  was  1.3  per  100,000,^ 
but  recent  analyses  indicate  a rate  of  0.9  per 

100.000  in  the  early  1990s. ^ Children,  particu- 
larly infants  less  than  one  year  of  age,  have  the 
highest  frequency  of  both  meningitic  and 
nonmeningitic  disease.  The  case  fatality  rate  of 
5 to  10  percent  has  changed  little  over  the  past 
30  years. 

In  temperate  climates,  meningococcal  dis- 
ease has  a peak  incidence  in  the  winter  months. 
Epidemiologic  studies  have  shown  that  the  in- 
cidence of  meningococcal  disease  is  increased 
following  an  epidemic  of  influenza.®  Signifi- 
cantly, there  was  influenza  disease  activity  in 
Delaware  in  the  months  prior  to  and  during  the 
occurrence  of  the  cases  presented.  Physicians 
should  be  aware  of  the  association  between 
influenza  and  meningococcal  disease  activity  in 
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order  to  anticipate  and  rapidly  identify  cases  of  j 
meningococcal  infection.  ' 

Neisseria  meningitidis  is  a gram-negative  J 

diplococcus,  is  oxidase  and  catalase  positive,  n 
and  is  nonmotile.  It  is  an  aerobic  organism  but 
can  be  a facultative  anaerobe.  It  grows  best  on 
chocolate  or  blood  agar  with  increased  COg  | 
tension.  Meningococci  can  be  divided  into 
serogroups  A,  B,  C,  D,  X,  Y,  Z,  29E  and  W135  on  j 

the  basis  of  capsular  polysaccharides  associ-  I 

ated  with  meningococcus.®  Serogroups  B and  C ; ! 

continue  to  be  the  most  prevalent  groups  caus-  I' 
ing  serious  disease  in  the  United  States.  j 

Meningococcal  infection  encompasses  a j 

spectrum  of  presentations  and  severity,  rang- 
ingfrom  an  as3miptomatic  transient  bacteremia 
which  clears  spontaneously  to  a fulminating  j 
disease  resultingin  death  only  afewhours  after 
the  first  symptoms  appear.  Signs  and  symp-  j 
toms  of  infection  often  include  evidence  of  an  | 
upper  respiratory  tract  infection,  such  as  coryza,  i 

pharyngitis,  tonsillitis,  or  laryngitis.  Patients 
are  generally  febrile,  often  with  complaints  of 
headache,  lethargy,  and  vomiting.  On  physical 
examination,  meningeal  signs  may  be  present. 

Other  findings  include  fever,  rash,  and,  in  seri- 
ous cases,  signs  of  circulatory  collapse.  Classi- 
cally, meningococcemia  is  associated  with 
petechiae,  though  skin  findings  range  from 
diffuse  mottling  to  extensive  purpura. 

Surveillance  data  have  documented  a re-  ! 
cent  increase  in  the  incidence  of  group  C dis- 
ease.^’® A study  from  Los  Angeles,  in  which  ’ 
higher  rates  of  group  C meningococcal  disease  ' 

were  noted,  also  found  an  increase  in  the  occur-  < 
rence  of  immune-mediated  complications,  i I 
including  arthritis,  associated  with  group  i 
C infection.’  Two  adolescents  in  the  present 
series,  both  infected  with  serogroup  C menin- 
gococcus, demonstrated  such  complications.  The 
arthritis  and  skin  lesions  are  frequently  trouble- 
some; pericarditis  is  potentially  dangerous. 

Proper  management  of  meningococcal 
infections  requires  early  recognition, 
prompt  initiation  of  antibiotic  therapy,  ap-  ^ i 
propriate  monitoring  of  vital  organ  system  I 
function,  and  aggressive  treatment  of  shock  i 
and  organ  system  failure.  The  infection,  how-  j 

ever,  is  at  times  so  overwhelming  that  even  1 

prompt  medical  care  cannot  reverse  the  course  i 
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PEDIATRIC  MENINGOCOCCAL  INFECTION  IN  DELAWARE 

Pt 

Age 

Presenting 
findings  * 

CSF  WBC 

Serogroup 

+ Culture 
and/or 
antigen 
detection 

Outcome 

Compli- 

cations 

1 

17  yrs. 

d,f,h,j,m 

21,000 

C 

Blood, 
CSF,  CSF 
latex 

survived 

E.  nodosum, 

pericarditis, 

arthritis 

2 

5 mos. 

e,m 

Not  done 

B 

Blood 

survived 

none 

3 

3 yrs. 

e,g,n 

20,450 

Not  done 

CSF 

survived 

none 

4 

26  days 

c,d,e,m 

14 

C,W135 

CSF  latex 

survived 

none 

5 

2 mos. 

a,b,d,e,f,g,h 

i,j,k,l,n 

1 

Not  done 

Blood, 

CSF 

expired 

death 

6 

18  yrs. 

a,b,f,h,i, 

j,k,n 

3900 

C,W135 

Blood, 

CSF  and 
Urine  latex 

survived 

arthritis 

7 

15  yrs. 

a,b,e,h,i,k, 

m,n 

Not  done 

C,W135 

Blood 

expired 

death 

*Key:  (from  Stiehm  and  Damrosch*) 

a.  petechiae  for  <12  hours 

b.  shock  (systolic  BP  < 70  mm  Hg) 

c.  CSF  WBC  < 20/mm^ 

d.  periph.  WBC  < 10,000/mm^ 

e.  temperature  > 39°  C 

f.  platelets  < 100,000/mm^ 

g.  purpura 


h.  coaglopathy 

i.  stupor  or  coma 

j.  myocardial  dysfunction 

k.  acidosis 

l.  hyperkalemia 

m.  absence  of  meningismus 

n.  abnormal  periph.  perfusion 


Table  1.  Summary  of  children  with  meningoccal  disease  in  Delaware,  late  winter  1992  to  early  spring 
1993. 


of  the  disease.  In  our  patients,  as  is  reported  in 
the  literature,  certain  signs  and  symptoms  were 
indicators  of  severe  disease  and  impending  or- 
gan damage,  especially  petechiae  less  than  12 
hours,  shock,  stupor  or  coma,  coagulopathy, 
acidosis,  and  abnormal  peripheral  perfusion. 


Of  the  three  patients  with  all  these  symptoms, 
two  expired,  in  spite  of  aggressive  manage- 
ment. 

It  is  important  to  note  that,  while  the  occur- 
rence of  these  cases  in  a six-week  period  may 
appear  striking,  it  does  not  represent  an  in- 
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crease  in  the  incidence  of  meningococcal  infec- 
tion in  Delaware  (which  is  approximately  equal 
to  the  national  incidence).  The  apparent  clus- 
tering of  cases  was  undoubtedly  due  in  part  to 
the  level  of  influenza  activity  in  the  region.  It  is 
possible,  though,  that  the  community  learned 
of  these  cases  in  a fashion  which  likened  them 
to  an  epidemic;  physician  delays  in  reporting  of 
cases  over  the  six-week  period  may  have  been 
partly  responsible.  In  Ontario  and  British  Co- 
lumbia during  December  1991  and  January 
1992,  after  three  teenagers  in  Ontario  died  of 
meningococcal  meningitis  within  days  of  each 
other,  the  media  at  times  referred  to  the  cases 
as  an  “epidemic”*.Community  pressures  led  to  a 
mass-vaccination  program  in  which  approxi- 
mately 500,000  people  were  vaccinated  at  a cost 
of  $4  to  $5  million.®  Considerable  debate  fol- 
lowed concerning  whether  the  media,  while 
informing  the  public,  added  to  the  anxiety  of 
the  community,  and  whether  or  not  the  mass- 
immunization  was  justified. 

The  present  report  should  remind  physi- 
cians of  the  occurrence  and  features  of  menin- 
gococcal infection,  its  temporal  relationship  to 
influenza  disease  activity,  and  should  under- 
score the  importance  of  timely  reporting  of 
cases  to  the  Division  of  Public  Health.  This  will 
facilitate  earlier  identification  of  contact  cases 


and  help  give  physicians,  educators  and  the 
media  time  for  proper  preparation  and  educa- 
tion of  the  community. 
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Two  Good  Reasons  to  Contribute  to 
the  United  Way  of  Delaware 


1.  One-Stop  Charitable  Giving 

Virtually  all  of  your  charitable  giving  can  be  channeled  through  the 
United  Way  with  a simple  check  once  a year. 

Your  gift  can  be  earmarked  broadly  for  Community  Care,  or  for  more 
specific  areas,  such  as  Care  for  the  Elderly,  Homelessness  and  Hunger, 
Women  at  Risk.  You  can  even  give  to  specific  member  agencies  of 
United  Way. 

An  initiative just  underway  for  the  1 993  campaign  will  allow  you 
to  channel  your  gifts  to  any  nonprofit  charitable  organizations 
in  Delaware,  By  simply  designating  specific  organizations  on 
your  pledge  card,  the  United  Way  will  forward  your  gift  to  the 
I specified  organization. 

2.  More  Bang  for  Your  Buck 

The  United  Way’s  operational  overhead  of  1 1 .4  percent  is  the  lowest  to 
be  found  in  charitable  fund  raising.  By  contributing  through  the 
United  Way,  your  charities  will  get  the  most  “bang  for  the  buck.”  Many 
non-United  Way  agencies  may  spend  anywhere  up  to  50  percent  or 
more  of  each  contribution  on  overhead  for  fund  raising.  United  Way  is 
experienced  at  raising  and  allocating  funds  and  can  do  this  less 
expensively  then  the  agencies,  allowing  agencies  more  time  and  money 
to  devote  to  programs  and  services. 

I 
! 

A Partnership  That  Works: 
Physicians  and  the  United  Way  of  Delaware 


The  1993  Campaign  Begins  September  8,  1993 


Diagnostic  Imaging 
Associates,  P.A. 


wishes  to  announce  the  opening  of  our  latest  location: 

PIKE  CREEK  IMAGING  CENTER 

offering  state-of-the-art: 

• Low-Dose  Mammography  on  the  GE  Senographe  DMR 

• CT  Scanning 

• OB  and  General  Ultrasound 

• Fluoroscopy 

• General  Radiology 


Pike  Creek  Imaging  Center,  3105  Limestone  Road,  Wilmington,  DE  19808 

(302)  995-2037 
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Physical  and  Psychosocial  Needs  of  Cancer  Patients 


An  estimated  83  million  Americans  now  living 
will  develop  cancer  during  their  lifetimes,  in- 
cluding more  than  5 million  Texans  — 30  per- 
cent of  those  now  alive. Advances  in  the  detec- 
tion and  treatment  of  cancer  and  improved 
survival  rates  have  stimulated  interest  in  the 
psychological  aspects  of  cancer  and  cancer 
therapy.  More  than  ever  before,  physicians  and 
hospitals  are  considering  cancer  patients’  qual- 
ity of  life  so  as  to  provide  them  with  the  best  care 
possible.  This  is  especially  true  for  cancer  pro- 
grams approved  by  the  American  College  of 
Surgeons  Commission  on  Cancer.  Before  pro- 
grams to  meet  the  needs  of  cancer  patients  can 
be  designed,  however,  the  specific  problems 
affecting  patients’  quality  of  life  must  be  as- 
sessed. We  conducted  a collaborative  multi- 
disciplinary study  to  assess  such  problems  in 
the  Cancer  Program  at  The  Methodist  Hospital, 
a private  nonprofit  teaching  hospital  in  Hous- 
ton, Texas. 

As  part  of  the  Cancer  Program’s  mission  to 
provide  comprehensive  cancer  assessment  and 
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treatment,  we  conducted  a survey  to  determine 
physical  and  psychosocial  needs  as  they  affected 
the  quality  of  life  of  our  cancer  patients.  Quality 
of  life  is  generally  agreed  to  be  too  complicated 
to  be  measured  along  a single  dimension  and 
must  be  evaluated  along  several  dimensions 
simultaneously. At  the  very  least,  separate 
consideration  must  be  given  to  dimensions  such 
as  patients’  physical,  psychological,  and  social 
functioning,  as  well  as  their  disease-related  and 
treatment-related  symptoms.  In  addition,  spe- 
cific dimensions  may  be  especially  relevant  to 
patients  with  certain  kinds  of  cancers;  for  ex- 
ample, sexual  functioning  may  be  of  particular 
importance  to  patients  with  gynecological  or 
genitourinary  cancers  or  to  those  who  have  had 
disfiguring  surgical  procedures.  Cancer  patients 
have  been  shown  to  experience  major  disrup- 
tions in  their  physical,  psychological,  occupation- 
al, social,  and  sexual  functioning  as  well  as 
difficulties  associated  with  side-effects  of  cancer 
treatment.®'®  The  task  with  which  we  were  con- 
fronted was  to  assess  what  kinds  of  difficulties 
our  cancer  patients  faced  and  how  severe  these 
difficulties  were.  Further,  we  examined  age  and 
gender  differences  in  patients’  physical  and 
psychosocial  needs. 

Method 

Description  of  Sample 

Our  sample  was  taken  from  132  adult  cancer 
patients  recruited  consecutively  from  the  Medi- 
cal Oncology,  Radiation  Therapy,  and  Surgical 
Services  at  The  Methodist  Hospital,  Houston, 
Texas.  Of  this  number,  117  agreed  to  participate 
in  the  study,  an  acceptance  rate  of  88.6  percent. 
The  participants  were  59  men  and  58  women 
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with  an  age  range  from  26  to  84  years.  Most  (83 
percent)  of  the  patients  were  married,  8 percent 
were  single,  7 percent  were  widowed,  and  2 
percent  were  divorced.  Ninety-one  percent  had 
at  least  a high  school  education.  The  ethnic 
composition  of  the  sample  was  96  percent  white, 
3 percent  black,  and  1 percent  Hispanic.  A 
comparison  between  male  and  female  patients 
showed  that  the  men  were  older  (mean  age, 
60.3  years;  SD,  12.0)  than  the  women  (mean, 
51.0  years;  SD,  14.0).  More  men  (91  percent) 
than  women  (74  percent)  were  married,  and 
more  women  (12  percent)  than  men  (2  percent) 
were  widowed.  The  percentages  of  men  and 
women  who  had  attained  a high  school  educa- 
tion or  greater  were  similar  (91  percent  and  89 
percent,  respectively).  Medical  characteristics 
of  the  sample  are  shown  in  Table  1. 


Type  of  Cancer 

Percent 

Breast 

27 

Prostate 

12 

Colorectal 

11 

Lung 

9 

Brain/central  nervous  system 

9 

Non-Hodgkin's  lymphoma 

3 

Melanoma 

3 

Other 

21 

Duration  since  diagnosis 

1 year  or  less 

80 

1 to  3 years 

7 

Greater  than  3 years 

13 

Treatment  status 

Newly  diagnosed 

(3  to  5 days  after  surgery) 

13 

Chemotherapy 

78 

Radiation 

20 

Table  1.  Medical  Characteristics  (n=117). 


Procedure  and  Assessment 
Patients  were  contacted  either  while  they  were 
inpatients  or  at  the  time  of  their  outpatient  ap- 
pointments. Patients  who  agreed  to  participate 
signed  informed  consent  forms  and  completed  the 
Cancer  Rehabilitation  Evaluation  System 
(CARES),®  a 139-item  self-report  questionnaire 
consisting  of  a comprehensive  list  of  physical  and 
psychosocial  problems  that  typically  confront 
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cancer  patients.  Patients  noted  on  a 5-point 
scale  (0  = “Not  at  all”  to  4 = “Very  much”)  how 
much  each  problem  applied  to  them  within  the 
last  month.  Six  summary  scales  and  33  subscales 
are  derived  from  the  responses.  The  summary 
scales  assess  problems  in  six  broad  categories: 
physical  changes  and  disruption  of  daily  ac- 
tivities, interacting  and  communicating  with 
the  medical  team,  the  marital  relationship, 
psychosocial  (psychological  and  communication) 
problems,  sexual  interest  and  performance,  and 
miscellaneous  problems  with  compliance,  fi- 
nancial matters,  dating,  chemotherapy,  radia- 
tion, ostomies,  and  prostheses.  Because  only  11 
patients  responded  to  the  ostomy  and  prosthe- 
sis subscales  and  14  patients  to  the  dating 
subscale,  we  excluded  these  datafrom  our  analy- 
ses. The  questionnaire  took  approximately  15 
to  20  minutes  to  complete.  Adequate  reliability 
and  validity  of  this  measure  have  been  demon- 
strated.®® 

Results 

Correlational  analyses  were  performed  to  as- 
sess the  extent  to  which  age  was  related  to  the 
Physical,  Medical  Interaction,  Marital,  Psy- 
chosocial, and  Sexual  categories  of  patients’ 
needs  as  well  as  to  the  Chemotherapy-Related 
Problems  and  Radiation-Related  Problems 
subscales.  The  student’s  t-test  was  used  to 
determine  whether  gender  differences  existed 
on  these  same  variables.  Pearson’s  product- 
moment  correlations  show  significant  negative 
relationships  between  age  and  psychosocial  (r= 
-.29,  P = .001)  and  sexual  (r  = -.18,  P = .03) 
needs,  and  between  age  and  the  Chemotherapy- 
Related  (r  = -.27,  P = .009)  and  Radiation- 
Related  (r  = -.43,  P = .004)  Problems  summary 
scales.  The  t-tests  revealed  that  women  re- 
ported more  problems  with  chemotherapy  it 
[72]  = 2.94,  P = .004)  than  did  men.  The  distribu- 
tion of  reported  problems  on  the  30  subscales  is 
shown  in  Table  2. 

On  the  Physical  summary  scale,  patients 
indicated  that  their  difficulty  with  ambulation 
involved  principally  a reduction  in  energy  and 
difficulty  doing  physical  activities.  Nineteen 
percent  of  the  patients  rated  their  difficulties 
working  as  clinically  significant  and  severe. 
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Problems 

Any,  %+ 

Significant,  %t 

Physical 

Ambulation 

89 

12 

Activities  of  daily  living 

61 

5 

Recreational  activities 

78 

10 

Weight  .loss 

62 

4 

Difficulty  working 

60 

19 

Pain 

54 

2 

Clothing 

40 

5 

Medical  Interaction 

Problems  obtaining  information  from  medical  team 

24 

1 

Difficulty  communicating  with  medical  team 

44 

0 

Control  of  medical  team 

21 

4 

Marital  (n=100) 

Communication  with  partner 

63 

4 

Affection  with  partner 

28 

2 

Interaction  with  partner 

34 

0 

Overprotection  by  partner 

42 

0 

Neglect  of  care  of  partner 

30 

0 

Sexual 

Sexual  interest  (n=106) 

61 

6 

Sexucd  dysfunction  (n=62) 

81 

19 

Psychosocial 

Body  imeige 

47 

4 

Psychological  distress 

85 

4 

Cognitive  problems 

68 

1 

Difficulty  communicating  with  friends/relatives 

60 

1 

Friends/relatives  difficulty  interacting 

54 

1 

Anxiety  in  medical  situations 

86 

6 

Worry 

79 

9 

Interaction  with  children  (n=96) 

42 

1 

At  work  concerns  (n=44) 

52 

2 

Miscellaneous 

Chemotherapy-related  problems  (n=74) 

81 

3 

Radiation-related  problems  (n=37) 

76 

3 

Compliance 

11 

0 

Economic  bcU'riers 

67 

0 

*n=117,  unless  otherwise  specified. 

+ "Any,  %"  refers  to  the  percentage  of  the  sample  who  reported  any  problems  (rating  1 
to  4). 

t "Significant,  %"  refers  to  the  percentage  of  the  sample  who  reported  significant  and 
severe  problems  (rating  3 or  4). 

Table  2.  Percent  distribution  of  problems  reported  by  1 1 7 cancer  patients  on 
the  Cancer  Rehabilitation  Evaluation  System  (CARES)*. 


Patients’  responses  to 
the  Medical  Interaction 
summary  scale  show  that 
44  percent  did  indicate 
some  problems  on  the 
Difficulty  Communicat- 
ing with  Medical  Team 
subscale.  Patients  had 
difficulties,  although  not 
necessarily  severe,  ex- 
pressing their  feelings  to 
doctors  and  nurses  and 
understanding  what  doc- 
tors told  them  about  can- 
cer and  its  treatment. 

The  percent  distribu- 
tion of  reported  problems 
on  the  Marital  summary 
scale  shows  that  63  per- 
cent of  the  married  pa- 
tients reported  com- 
munication difficulties 
with  their  spouses.  The 
specific  items  on  the  Com- 
munication with  Partner 
subscale  that  were  par- 
ticularly problematic  for 
patients  were  talking 
with  their  spouses  about 
cancer  and  talking  about 
what  would  happen  after 
they  died. 

On  the  Sexual  sum- 
mary scale,  72  percent  re- 
ported that  their  fre- 
quency of  sexual  activity 
had  decreased.  Fifty  per- 
cent reported  problems 
with  feeling  sexually  at- 
tractive, 52  percent  with 
sexual  arousal,  and  51 
percent  with  erection/lu- 
brication. 

On  the  Psychosocial 
summary  scale,  85  per- 
cent of  the  patients  re- 
ported some  psychologi- 
cal distress.  The  problems 
on  this  scale  were  not 
rated  as  severe,  however. 

On  the  Miscellaneous 
summary  scale,  examina- 
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tion  of  specific  items  on  the  Chemotherapy- 
Related  Problems  subscale  reveals  that  pa- 
tients reported  experiencing  nervousness,  when 
getting  chemotherapy,  and  nausea,  fatigue, 
and  other  side-effects,  including  hair  loss  after 
chemotherapy.  Specific  items  in  the  Radiation- 
Related  Problems  subscale  show  that  68  per- 
cent reported  fatigue  after  radiation  and  19 
percent  rated  this  problem  as  severe. 

Discussion 

Although  our  patients  were  functioning  ad- 
equately in  many  areas  of  their  lives,  they 
perceived  cancer  and  its  treatment  as  having 
an  impact  in  such  areas  as  energy,  physical  and 
recreational  activities,  communication  with 
spouse,  sexual  and  emotional  functioning,  work- 
related  matters,  and  treatment-related  situa- 
tions. The  fact  that  our  patients  experienced 
problems  in  multiple  aspects,  or  domains,  of 
functioning  is  consistent  with  results  from  pre- 
vious studies  of  cancer  patients.®'^ 

That  younger  patients  reported  more 
psychosocial,  sexual,  and  treatment-related 
problems  also  is  consistent  with  previous  ro- 
se arch. Several  factors  could  account  for  this. 
Younger  patients  may  experience  more  cancer- 
related  problems  because  of  greater  occupa- 
tional, social,  and  domestic  demands.  They  also 
may  appraise  the  potentially  life-threatening 
quality  of  their  illness  more  negatively  than  do 
older  patients. 

Female  patients  in  our  study  reported  more 
chemotherapy-related  problems  than  did  male 
patients.  Whether  women  actually  experience 
more  chemotherapy-related  difficulties  than 
men  or,  instead,  are  more  likely  to  report  such 
symptoms  is  unclear.  Studies  of  gender  differ- 
ences in  coping  with  stressful  situations  have 
shown  contradictory  results.  Some  studies  have 
found  that  men  generally  use  more  adaptive 
coping  strategies  than  women.^^’^®  In  contrast, 
Friedman  et  aP"*  did  notfind  such  a difference  in 
a heterogenous  sample  of  cancer  patients.  Nev- 
ertheless, since  both  women  and  younger  per- 
sons may  be  at  increased  risk  for  psychological 
difficulties  as  cancer  patients,  programs  should 
be  designed  to  meet  their  special  needs;  for 
example,  focusing  educational  efforts  and 
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therapy  groups  on  topics  such  as  problems  with 
sexuality,  occupational  functioning,  and  gender- 
related  concerns  should  be  helpful. 

Findings  from  our  survey  also  have  impor- 
tant implications  for  clinicians  treating  cancer 
patients.  If  some  patients  do  have  difficulty 
expressing  their  feelings  to  the  medical  team, 
as  our  survey  indicated,  they  may  be  reluctant 
to  reveal  problems  related  to  psychosocial  func- 
tioning spontaneously.  Physicians  need  to  take 
an  especially  active  role  in  soliciting  such  infor- 
mation from  these  patients.  For  example,  86 
percent  of  our  patients  reported  experiencing 
anxiety  in  medical  situations.  Specifically,  they 
reported  experiencing  anxiety  when  going  to 
the  hospital,  waiting  to  see  the  doctor,  undergo- 
ing diagnostic  tests,  and  waiting  to  learn  the 
results  of  these  tests.  The  anxiety  experienced 
in  these  situations  may  be  either  entirely  or 
partially  avoidable. 

Physicians  and  other  health  professionals 
who  are  aware  of  the  emotional  impact  of  cer- 
tain situations  can  make  these  aspects  of  pa- 
tient care  less  anxiety-provoking  by  keeping 
waiting  time  to  a minimum  or  by  giving  pa- 
tients test  results  as  soon  as  possible.  Possible 
consequences  of  unavoidable  anxiety,  such  as 
reduced  attention  or  memory,  also  can  be  taken 
into  consideration  by  providing  clear  and  possi- 
bly written  instructions  about  diagnostic  and 
treatment  procedures.  Also,  for  anxiety  that  is 
unavoidable,  counseling  and  behavioral  treat- 
ments such  as  biofeedback,  relaxation,  hypno- 
sis, and  even  meditation  may  prove  helpful; 
anxiolytic  medication  might  be  considered  for 
anxiety  sufficiently  severe  to  warrant  it. 

A note  of  caution  needs  to  be  made  about 
generalizing  from  our  results.  Minority  pa- 
tients were  underrepresented  in  our  study  as 
were  patients  who  had  dealt  with  cancer  for 
more  than  one  year.  Our  findings  and  sugges- 
tions might  be  most  applicable  to  white  patients 
who  are  in  their  first  year  after  diagnosis. 

Finally,  although  measures  of  quality  of  life 
typically  are  being  included  in  current  clinical 
trials,  we  suggest  that  physicians  incorporate 
these  measures  in  clinical  practice  as  well. 
Busy  outpatient  and  inpatient  settings  are  not 
usually  conducive  to  expressingfeelings  or  talk- 
ing about  problems.  A routine  psychosocial 
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screening  of  all  patients  on  a periodic  basis 
would  serve  as  an  opportunity  for  patients  to 
express  their  needs  and  concerns  and,  also, 
would  serve  as  a guide  for  subsequent  psy- 
chosocial treatment  of  patients  who  identify 
specific  areas  as  being  particularly  problematic 
or  stressful  to  them.  Physicians,  while  they 
should  be  aware  of  and  sensitive  to  cancer 
patients’  psychosocial  needs,  may  not  be  the 
most  cost-effective  providers  of  such  treatment, 
however.  This  issue  underscores  the  impor- 
tance of  a multidisciplinary  team  approach  to 
care  of  the  cancer  patient.  Psychologists,  social 
workers,  and  nurses,  at  the  request  of  physi- 
cians, can  provide  counseling  or  behavioral 
treatment  if  they  have  been  trained  in  these 
techniques.  For  some  cancer  patients,  referral 
to  cancer  support  groups,  if  they  are  available, 
is  extremely  therapeutic.  Nevertheless,  the 
importance  of  the  primary  care  physician  as  a 
source  of  support  for  cancer  patients  and  their 
families  should  not  be  overlooked  or  underesti- 
mated. 
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call's  on  us!  1-800-382-1378 


Endorsed  Insurer  of  the  Medical  Society  of  Delaware 
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The  More  Significant  and  Lasting  Work  of  the  BMP 


E.  Wayne  Martz,  MD 


In  August  the  Board  of  Medical  Practice  (BMP) 
made  newspaper  headlines  for  being  nearly 
last  in  the  nation  in  number  of  physicians 
disciplined  in  1992.  Contrary  to  what  you  might 
expect,  “more  disciplined”  is  not  interpreted  as 
having  a larger  proportion  of  bad  doctors,  but  as 
having  a more  aggressive  disciplinary  system, 
considered  “good.” 

I would  point  out  first  that  the  correct 
number  was  two,  not  one  as  reported.  Second, 
we  are  a popular  state  for  licensure,  and  of  the 
2,500  licensed,  only  about  1,500  actually  prac- 
tice here.  So  the  correct  ratio  is  2:1,500,  not 
1:2,500.  Additionally,  as  is  true  in  so  many 
Delaware  statistics,  small  numbers  produce  an 
erratic  course,  and  a truer  picture  would  be 
provided  by  a three-year  or  five-year  running 
average.  Critics  of  medicine  are  well  aware  of 
this,  but  never  mention  it.  In  1990  we  disci- 
plined five;  in  1991,  three;  in  1992,  two;  and  so 
far  in  1993,  two,  for  a running  average  of  three. 

Finally,  it  should  be  pointed  out  that  al- 
though disciplining  physicians  is  important,  it 
is  only  one  of  many  functions  of  the  BMP,  whose 
true  role  and  responsibility  is  to  protect  the 
public.  Better  to  correct  an  errant  but  compe- 
tent physician  than  to  punish  out  of  vindictive- 
ness and  deprive  the  public  of  good  services. 
This  has  been  driven  home  recently  by  the 
departure  of  one  of  our  most  highly  skilled 
professionals  to  another  country.  There  must 
be  better  ways  to  evaluate  the  work  of  the  BMP 
than  by  a count  of  doctors  punished  per  thou- 
sand practitioners. 

At  its  September  meeting  the  BMP  ap- 
proved licensure  for  64  physicians  and  seven 
physician  assistants.  It  closed  17  complaints 


Del  Med  Jrl,  November  1993,  Vol  65,  No  11 


Eifter  preliminary  investigation.  Six  complaints 
remain  under  continuing  investigation,  and 
nine  previously  referred  to  the  attorney 
general’s  office  for  hearings  still  wait  there. 
One  was  referred  to  the  Physicians’  Health 
Committee  for  it  to  monitor  while  the  physician 
continues  in  practice. 

In  my  opinion  the  more  significant  and 
lasting  work  of  the  BMP  is  exemplified  in  its 
consideration  of  the  Nanticoke  Nurse-Midwife 
Program,  one  of  several  very  significant  prob- 
lems the  BMP  has  been  instrumental  in  resolv- 
ing. 

As  background  to  our  understanding  of  this 
issue,  12  years  ago,  Edie  Wonnell  started  her 
highly  controversial  (at  that  time)  Birth  Center 
in  Wilmington,  staffed  by  nurse-midwives  with 
physician  backup.  Seven  years  ago,  Kent  County 
was  faced  with  a serious  shortage  of  obstetri- 
cians and  started  its  own  nurse-midwife  pro- 
gram with  physician  approval  and  backup.  In 
both  of  these  programs  nurse-midwives  func- 
tion by  a very  specific  protocol  (which  regula- 
tions say  should  be  reviewed  and  approved  by 
the  BMP). 

The  shortage  of  obstetricians  in  Sussex 
County  is,  if  anything,  even  worse  than  that  in 
Kent  County.  This  year  the  state  Division  of 
Public  Health  and  the  Health  Care  Commission 
encouraged  Nanticoke  Hospital  in  Seaford  to 
develop  a nurse-midwife  program  similar  to  the 
one  in  successful  operation  in  Kent  County.  A 
committee  of  the  BMP,  headed  by  a prominent 
Wilmington  obstetrician,  reviewed  the  lengthy 
protocol  and  came  up  with  a list  of  nine  changes 
considered  advisable  for  patient  safety.  At  a 
meeting  of  the  principals  concerned,  all  but  one 
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of  these  modifications  were  incorporated  in  the 
protocol.  That  one  dealt  with  the  question  of 
whether  a physician  must  be  physically  present 
when  starting  an  I.V.  Pitocin  drip  for  desultory 
labor.  This  is  not  just  an  academic  question. 
Recent  Kent  County  figures  show  Pitocin  drip 
used  to  initiate  15  percent  of  labors  and  to 
augment  30  to  35  percent. 

In  the  Wilmington  Birth  Center,  when  the 
nurse  midwives  decide  Pitocin  is  indicated  they 
send  the  patient  to  Christiana  where  ORs  and 
obstetrical  residents  are  always  available.  In 
Kent  and  Sussex  there  are  no  residents,  and  the 
nurse-midwife  starts  Pitocin  after  telephone 
consultation  with  the  backup  physician.  If  signs 
of  fetal  distress  develop  the  drip  is  slowed  or 
stopped.  The  most  feared  but  extremely  rare 
complication  is  uterine  rupture,  and  for  this 
reason  in  all  three  counties  the  deliveries  are 
done  in  hospitals  with  operating  rooms  avail- 
able. The  obstetrician  can  get  to  the  hospital  in 
15  to  20  minutes,  the  same  length  of  time  it 
takes  to  set  up  the  operating  room. 

The  Sussex  program  is  set  up  with  Kent  as 
a model,  and  what  works  in  one  should  be 
acceptable  in  the  other.  No  residents  are  avail- 
able, and  since  over  half  of  all  deliveries  in  the 
area  can  be  expected  in  this  program,  it  would 
impose  an  undue  and  unnecessary  burden  on 
the  supervising  physicians  to  require  their  pres- 
ence. There  have  not  been  any  major  problems 
in  Kent  in  the  seven  years  it  has  been  in 
operation  and  they  don't  expect  any,  although 
they  will  be  prepared  if  any  occur.  The  BMP 
obstetrician  maintained  that  no  matter  how 
infrequent  the  problems  are,  nevertheless  there 
is  some  risk,  and  since  the  BMP  exists  to  protect 
the  public  to  the  fullest  extent  possible,  it  is  its 
duty  and  obligation  to  insist  on  direct  supervi- 
sion. 

These  two  rather  polarized  positions  cre- 
ated a real  dilemma  for  the  physicians  on  the 
BMP  and  an  even  greater  problem  for  the 
public  members  who  really  had  little  back- 
ground for  understanding  the  issues.  The  BMP 
members  really  should  support  their  fellow 
Board  member  whom  they  asked  for  an  expert 
recommendation.  If  they  are  not  prepared  to 
take  his  advice,  why  ask  him  for  it?  And  he 
really  is  right,  you  know.  Sooner  or  later  there 


724 


will  be  a mal-occurrence,  and  then  there  will  be 
hard  questions  for  the  Board  to  answer  as  to 
why  it  approved  this.  On  the  other  hand,  Kent 
County  has  been  working  with  this  for  seven 
years  with  excellent  results  acceptable  to  ev- 
eryone. If  the  BMP  were  to  turn  down  Sussex, 
it  not  only  would  alienate  the  people  at 
Nanticoke,  but  also  should  blow  the  whistle  on 
the  people  at  Kent  and  face  the  wrath  of  the 
doctors  and  nurses  of  two  counties,  the  Division 
of  Public  Health  and  the  public. 

Eventually  the  BMP  in  a split  vote  ap- 
proved the  protocol  for  six  months,  contingent 
on  the  supervising  obstetrician  being  available 
in  less  than  20  minutes.  During  that  six  months, 
staff  (I)  shall  review  the  experience  of  all  three 
counties  to  better  evaluate  the  degree  of  risk. 

This  was  not  the  only  decision  of  this  mag- 
nitude that  the  BMP  faced  in  this  meeting. 
These  decisions  are  difficult  and  some  degree  of 
risk  is  unavoidable.  The  public  members  of  the 
board  very  quickly  get  a sobering  feel  for  the 
sort  of  decisions  most  physicians  must  make 
day  by  day.  They  require  mutual  respect,  a 
search  for  the  real  truth,  integrity,  good  will 
Eind  a commitment  to  serve  the  best  interest  of 
the  public  as  well  as  they  can  see  and  under- 
stand it.  Is  any  less  expected  of  each  and  every 
one  of  us  as  we  go  about  out  daily  work? 


For  more  information,  write  to: 

National  Council  on  Patient  Information 


and  Education  (NCPIE) 

666  Eleventh  Street,  NW  Suite  810  D 
Washington,  DC  20001 

To  fax  your  request  — (202)  638-0773 
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Can  Your  Patients 
Afford  Anything  Less  Than 

iiieilLili  Quality 
Pap  Smears? 


• Less  than  one  week  turnaround  time  for  normals 

• Only  ASCP-CerfIfled  Cytofechnologisfs  on  staff 

• Cytotechs  limited  to  a maximum  of  80  slides  per  day; 
a long-standing  policy  at  Medlab 

• Twa  full-time  clinically  experienced  Board-Certified 
Pathalagists  on  staff 

• Mayo  Medical  Laboratory,  the  reference  laboratory  for 
the  Mayo  Clinic,  available  for  consultations  on  difficult 
cases  at  no  additional  charge 

• Surgipath®  Pap  smear  arganizer  available  at  no 
additional  charge 


For  further  information  please  contact  our  Marketing  Department  at  (302)  655-LABS  in  New  Castie 
County,  1 -800-238-TEST  in  Kent  and  Sussex  Counties,  or  1-800-MEDLAB-l  outside  of  Delaware. 

Or  write  to:  MEDLAB  Clinical  Testing  inc.,  P.O.  Box  10770,  Wilmington,  DE  19850-0770. 


iiiciIkiIi 

CLINICAL  TESTING  INC. 


...BECAUSE  QUALITY  IS  ESSENTIAL 


Smart  practice  questions 

call  for  smart  managed  care  answers, 

what  you'll  get  from 

Doctors 
Resource 
Service. 


With  your  busy  schedule,  we  know  it  is  difficult  to  keep  up 
with  the  changes  in  managed  care,  fee-for-service  and  health 
system  reform. 

That’s  where  Doctors  Resource  Service  (DRS)  comes  in. 

How  do  you  find  out  what  makes  the  most  sense  for  you  and 
your  financial  future?  And  what  are  your  peers  and  national 
experts  thinking  will  best  make  physicians  successful? 

Doctors  Resource  Service  gives  you  a dynamic  new  tool  for 
meeting  the  challenges  of  managed  care,  fee-for-service  and 
health  system  reform.  Each  issue  includes  practical  hand- 
books and  audiovisual  aids — everything  you  need  to  know 
about  managed  care. 

DRS  will  cover  topics  like: 

•Dealing  with  federally  proposed  health  system  reform 

•Options  for  fee-for-service  practice 

•Evaluating  the  legal  and  financial  implications  of  a 
managed  care  contract... 

The  list  goes  on.  In  designing  this  physician  specific  pro- 
gram the  American  Medical  Association  (AMA)  has  devoted 
many  months  of  research  and  staff  time  to  keep  you  on  the 
cutting  edge  of  practice  management. 

Mailed  every  sbt  weeks,  DRS  is  portable,  concise  and  up  to 
date — a traveling  companion  you  can  access  by  a turn  of  the 
page  or  the  press  of  a button. 

A glance  at  the  first  issue  indicates  the  types  of  materials 
you  can  expect  from  future  issues  in  the  managed  care  series. 


Audiocassette  i 

• Alice  Gosfield,  JD  on  Physicians’  Rights  in  Managed  tp 

Videocassette 

• Managed  Care:  An  Overview 

Starting  with  Issue  2,  you  will  also  receive  Inside  the  Issn 
a newsletter  that  covers  the  day-to-day  concerns  of  manage 
care  and  the  impact  of  legislative  changes  on  you  and  your 
personal  finances. 

As  a new  subscriber,  you  will  receive  your  first  issue  free 
when  you  subscribe  and  purchase  Issue  2.  After  previewing 
the  materials  for  10  days,  you  can  keep  them  and  pay  $39.91 
for  members  ($66.95  for  nonmembers)  or  return  them  and 
mark  cancel  on  your  invoice. 

To  subscribe,  simply  call  our  24-hour  order  number — 800 
AMA-1066,  Dept.  CEAD25.  Your  first  shipment  will  be  on  its 
way — along  with  a special  bonus  publication  Managed 
Competition:  Challenges  and  Opportunities  for  Physiciam 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Publications 

• The  Physician  and  Managed  Care 

• Assessing  Your  Practice  in  an  Age  of  Reform 

• Group  Practice  Options:  From  Medical  Corporations 
to  Clinics  Without  Walls 
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Actionable  Medical  Ethics:  Informed  Consent 
(Part  II  - Research  Subjects) 


G.  Stephen  DeCherney,  MD 


Part  I of  this  two-part  article  appeared  in  the 
December  1993  issue  of  the  Delaware  Lawyer. 
The  history  and  current  practice  of  “informed 
consent”  were  described  as  they  pertain  to  the 
everyday  world  of  doctors  and  patients  in  their 
usual  relationship  of  healer  and  infirmed.  Part 
II  describes  the  unusual  world  of  informed 
consent  relating  to  research  subjects. 

Origin  and  History 

The  history  of  experimentation  on  humans  is 
unfortunate.  Almost  every  nation  on  Earth  has 
allowed  experimentation  to  occur  in  which  hu- 
mans were  unduly  harmed.  The  most  glaring 
United  States’  example  is  the  infamous 
Tuskegee  Syphilis  Study  in  which  black  males 
were  given  a placebo^  long  after  the  introduc- 
tion of  penicillin  and  other  antibiotics  used  for 
treating  syphilis. 

During  the  Third  Reich,  the  Nazis  experi- 
mented on  human  prisoners.  This  was  revealed 
during  the  Nuremburg  Trials.  At  the  comple- 
tion of  such  (1948),  the  Nuremburg  Code  was 
established  to  prevent  a recurrence  of  this  in- 
sult to  humankind.  The  Code  states  that  no 
human  may  participate  in  an  experiment  un- 
less freely  consenting  to  such.  Additionally,  the 
subject  must  be  free  from  duress  or  undue 
influence  and  be  capable  of  making  a decision. 
The  Helsinki  Declaration  of  1964  further  elabo- 
rated on  these  principles. 

By  contrast  to  informed  consent  guidelines 
as  they  pertain  to  the  doctor-patient  interac- 


Dr.  DeCherney  is  director  of  the  Medical  Research  Institute 
of  Delaware,  Inc.  in  Newark,  Delaweire. 
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tion,  largely  derived  from  case  law  and  local 
statute,  the  scientist-subject  interaction  is  rig- 
idly controlled  by  the  United  States  Food  and 
Drug  Administration  (FDA)^  as  will  be  described 
below.  The  United  States  is  now  rightly  per- 
ceived as  a world  leader  in  protecting  the  rights 
of  human  subjects. 

Institutional  Review  Boards  for  the 
Protection  of  Human  Subjects 

Prior  to  initiating  a research  study  in  which 
human  beings  volunteer  as  subjects,  such  a 
proposal  must  be  approved  by  a federally  “as- 
sured” Institutional  Review  Board  for  the  Pro- 
tection of  Human  Subjects  (IRB).^  No  subject 
may  enter  a study  until  a written  approval  of 
the  project  is  received  by  the  investigator.  To 
obtain  assurance  from  the  FDA,  an  IRB  must 
haveamongitsmembers(21CFRCh.  1§56.107): 
(a)  Each  IRB  shall  have  at  least  five  mem- 
bers, with  varying  backgrounds,  to  pro- 
mote complete  and  adequate  review  of 
research  activities  commonly  conducted 
by  the  institution.  The  IRB  shall  be 
sufficiently  qualified  through  the  expe- 
rience and  expertise  of  its  members, 
and  the  diversity  of  the  members’  back- 
grounds including,  consideration  of  the 
racial  and  cultural  backgrounds  of  mem- 
bers and  sensitivity  to  such  issues  as 


^ Placebo  is  a pill  or  therapy  which  resembles  the  real 
thing  but  has  no  activity. 

2 21  CFR  Ch.  1(1  Apr  91  Ed.)  § 50.26  and  § 50.27. 

2 21CFRCh.  l(lApr91ed.)§56. 
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community  attitudes,  to  promote  re- 
spect for  its  advice  and  counsel  in  safe- 
guarding the  rights  and  welfare  of  hu- 
man subjects. 

(b)  No  IRB  may  consist  entirely  of  men,  or 
entirely  of  women,  or  entirely  of  mem- 
bers of  one  profession, 

(c)  Each  IRB  shall  include  at  least  one 
member  whose  primary  concerns  are  in 
nonscientific  areas;  for  example:  law- 
yers, ethicists,  members  of  the  clergy. 

Other  stipulations  include:  (d)  restriction  of  an 
investigator  from  reviewing  his  or  her  own 
proposal;  and  (e)  someone  must  be  a member 
who  is  wholly  unaffiliated  with  the  institution. 
The  IRB  may  also  refer  proposals  to  non-IRB 
members  for  the  purpose  of  expert  opinion 
about  a study  with  which  none  of  the  IRB 
members  have  expertise  (f). 

The  IRB  is  charged  by  the  FDA  with  ensur- 
ing that  informed  consent  documents  include 
all  the  elements  of  informed  consent  as  delin- 
eated in  21 CFR  Ch.  1 (1  Apr  91  ed.)  § 50.25  (a): 

(1)  A statement  that  the  study  involves 
research,  an  explanation  of  the  pur- 
poses of  the  research  and  the  expected 
duration  of  the  subject’s  participation, 
a description  of  the  procedures  to  be 
followed,  and  identification  of  any  pro- 
cedures which  are  experimental. 

(2)  Adescription  of  any  reasonably  foresee- 
able risks  or  discomforts  to  the  subject. 

(3)  A description  of  any  benefits  to  the 
subject  or  to  others  which  may  reason- 
ably be  expected  from  the  research. 

(4)  A disclosure  of  appropriate  alternative 
procedures  or  courses  of  treatment,  if 
any  that  might  be  advantageous  to  the 
subject. 

(5)  A statement  describing  the  extent,  if 
any,  to  which  confidentiality  of  records 
identifying  the  subject  will  be  main- 
tained and  that  notes  the  possibility 
that  the  Food  and  Drug  Administration 
may  inspect  the  records. 

(6)  For  research  involving  more  than  mini- 
mal risk,  an  explanation  as  to  whether 
any  compensation  and  an  explanation 
as  to  whether  any  medical  treatments 
are  available  if  injury  occurs  and,  if  so, 
what  they  consist  of,  or  where  further 
information  may  be  obtained. 

(7)  An  explanation  of  whom  to  contact  for 
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answers  to  pertinent  questions  about 
the  research  and  research  subjects’ 
rights,  and  whom  to  contact  in  the  event 
of  a research-related  injury  to  the  sub- 
ject. 

(8)  A statement  that  participation  is  volun- 
tary, that  refusal  to  participate  will 
involve  no  penalty  or  loss  of  benefits  to 
which  the  subject  is  otherwise  entitled, 
and  that  the  subject  may  discontinue 
participation  at  any  time  without  pen- 
alty or  loss  of  benefits  to  which  the 
subject  is  otherwise  entitled. 

In  addition  to  these  eight  “basic  elements  of 
informed  consent,”  there  are  an  additional  six 
which  must  be  included,  if  pertinent.  These 
“additional  elements  of  informed  consent”  in- 
clude: ( 1)  a statement  about  unforeseeable  risks 
to  subject  or  unborn  children;  (2)  circumstances 
in  which  the  scientist  may  discharge  the  sub- 
ject; (3)  costs  to  the  subject;  (4)  consequences  of 
the  subject’s  withdrawal;  (5)  a statement  that 
the  subject  will  be  notified  if  results  of  the  study 
affect  the  subject’s  well-being;  (6)  the  total 
number  of  subjects  entering  the  study. 

In  the  United  States,  informed  consent  for 
research  studies  is  provided  in  written  form 
only  and  a copy  is  given  to  the  subject  21  CFR 
Ch.  1 (1  Apr  91  ed.)  § 50.27.  It  is  also  required 
that  written  informed  consent  documents  ad- 
dress a reading  level  of  no  greater  than  eighth 
grade. 

Local  Experience 

The  author  is  unaware  of  any  local  case  law  in 
which  the  plaintiff  was  a research  subject. 
Consequently,  it  is  difficult  to  know  the  court’s 
response  to  such  a complaint. 

Debates  at  local  IRB  meetings  generally 
center  around  elements  (a)  (2)  and  (4)  and  (b) 
(2). 

There  are  two  general  categories  of  re- 
search: (1)  new  treatments  involving  patients 
and  (2)  experimental  medications  or  treatments 
involving  healthy  volunteers.  In  the  latter  case, 
in  which  a healthy  normal  volunteer  subject 
agrees  to  participate  in  a study  and,  therefore, 
accepts  risk  of  injury,  the  subject  can  have  only 
one  goal:  compensation.  Rarely,  a subject  will 
volunteer  because  a friend  or  family  member 
was  afflicted  with  the  disease  for  which  the 
therapy  is  being  tested. 


Del  Med  Jrl,  November  1993,  Vol  65,  No  11 


Health  Law 


The  FDA  requires  that  prior  to  experimen- 
tation in  patients  (i.e.,  people  with  disease),  a 
new  therapy  must  be  shown  to  be  safe.  Hence, 
the  first  testing  is  often  performed  in  healthy 
young  adults.  If  the  treatment  is  demonstrated 
to  have  minimal  risk,  or  acceptable  risk  in  an 
otherwise  life-threatening  disease,  then  the 
investigator  may  proceed  to  testing  the  therapy 
in  patients. 

The  IRB  is  extremely  wary  of  research 
studies  which  place  otherwise  healthy  indi- 
viduals at  undue  risk.  Experiments  are  begun 
with  small  or  low  levels  of  new  medications. 
Data  are  analyzed  at  every  step  to  detect  abnor- 
mal responses.  It  is  estimated  that  $100  million 
to  $200  million  are  invested  in  each  new  drug 
that  makes  it  to  a pharmacist’s  shelf.  Pharma- 
ceutical manufacturers  assiduously  protect 
their  investments  by  ensuring  that  the  medica- 
tions they  bring  to  market  are  safe.  All  drugs 
have  “side  effects.”  Aspirin,  for  example,  makes 
blood  thinner  and  more  difficult  to  clot.  This 
“side  effect”  is  now  perceived  as  salutary  in 
patients  with  heart  disease,  as  aspirin  helps 
keep  the  arteries  clear.  By  contrast,  aspirin  is 
believed  to  contribute  to  Reyes  Syndrome,  a 
fatal  response  of  children  to  aspirin  when  ad- 
ministered for  what  might  be  otherwise  an 
I innocuous  and  transient  infection. 

Some  deleterious  side  effects  are  obvious 
I and  evident  early  in  testing.  Some  are  subtle 
and  occur  in  only  one  in  a million  people  taking 
the  drug.  In  the  latter  case,  the  untoward  effect 
will  only  be  noted  after  the  drug  has  been  on  the 
i market  and  used  extensively.  The  IRB  may 
; require  investigators  to  modify  a research  pro- 
I tocol  to  reduce  the  risk.  This  may  be  as  simple 
as  regular  reporting  of  results  showing  ongoing 
i safety.  Alternatively,  it  may  be  a total  rewrite  of 

the  proposal  to  reduce  and  spread  the  risk  over 
more  time  and  subjects  to  anticipate  a rare 
event  at  an  earlier  stage. 

Many  studies  employ  a placebo.  Approxi- 
mately one-third  of  patients  taking  a placebo 
will  improve.  The  IRB  considers  the  ethical 
implications  of  treating  patients  with  placebos 
when  active  therapies  exist.  Sometimes  the 
active  therapies  are  so  ineffective  that  only  a 
placebo  will  differentiate  the  placebo  effect  of 
any  intervention  from  a true  effect  of  a new 
therapy.  Placebos  are  also  necessary  to  sepa- 
rate system  changes  from  therapy-induced  ef- 
fects. Blood  pressure  varies  from  minute  to 
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minute.  A new  drug  might  appear  to  lower 
blood  pressure,  when,  in  actuality,  the  investi- 
gator was  only  witnessing  the  normal  variabil- 
ity. The  patients  receiving  a placebo  would 
manifest  the  same  variability.  Furthermore, 
most  “placebo-controlled”  studies  are  also 
“double-blinded”.  In  this  case,  neither  the  sci- 
entist nor  the  patient  know  what  the  patient  is 
taking.  The  subtle  effect  of  expectations  is  per- 
vasive and  increases  the  placebo  effect. 

The  FDA  mandates  that  many  members  of 
the  IRB  are  neither  scientists  nor  even  mem- 
bers of  a health  profession.  It  is  often  difficult 
for  the  scientist  to  explain  and  justify  the  use  of 
placebos.  Imagine,  however,  the  litigation  re- 
sulting from  the  absence  of  placebo-controlled 
studies.  As  noted  above,  all  drugs  and  therapies 
have  some  side  effects.  Doctors  would  attribute 
beneficial  effects  to  drugs  which,  in  fact,  were 
due  to  random  variations  in  the  system.  The 
side  effects  would  also  remain,  so  the  patient 
would  be  taking  a drug  with  risk  for  no  benefit. 

By  definition,  when  testing  a new  therapy, 
the  risks  are  not  “foreseeable.”  How  does  the 
scientist  explain  this  to  the  potential  subject? 
Many  scientists  start  by  explaining  that  the 
subject  could  die  as  result  of  the  experiment. 
This  blunt  but  forthright  telling  of  the  ultimate 
in  side  effects  is  probably  justified  when  all  a 
subject  sees  is  the  payment  at  the  end  of  the 
study.  The  investigator  then  proceeds  to  ex- 
plain the  expected  risks  based  on  the 
investigator’s  personal  experience  in  other  sub- 
jects with  the  therapy  being  proposed,  experi- 
ence with  similar  therapies,  awareness  from 
reading  about  this  or  similar  therapies,  orkno  wl- 
edge  of  data  in  animal  modi^ls.  In  the  last  case, 
there  is  no  guarantee  that  the  side  effect  data 
are  meaningful  in  terms  of  humans.  The  re- 
sponsibility lies  with  the  scientist,  but  the  IRB 
carefully  scrutinizes  the  benefits  to  mankind 
versus  the  risks  to  the  individual  subject. 

In  practice,  this  system  of  pre-experimen- 
tal  review  by  a diverse  and  community-based 
group  has  prevented  most  cases  of  severe  injury 
to  study  subjects. 

Health  Law  is  a feature  of  the  Delaware  Medi- 
cal Journal  which  presents  practical  informa- 
tion for  the  practicing  physician  about  current 
trends  in  health  law. 
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Physicians  who  join  the  Physicians  Protector  Plan® 
their  first  year  out  of  residency  automatically  earn  a 75% 
premium  credit  on  their  professional  liability  premium. 

And,  to  ease  the  transition,  the  plan  extends  a further 
50%  credit  the  second  year  and  a 25%  credit  the  third 
year. 

For  physicians  and  surgeons  new  in  private 
practice,  the  Physicians  Protector  Plan  makes  sense: 
it’s  the  finest  professional  liability  protection  money 
can  buy. 

CNA  Insurance  Companies  — which  backs  the  plan 
— has  protected  physicians  against  professional  liability 

oyrA 

For  All  the  Commitments  You  Make® 


claims  for  decades.  CNA’s  financial  strength  and  claims- 
paying  ability  have  been  reflected  in  high  ratings  by  the 
top  four  independent  rating  services:  A.M.  Best,  Stan- 
dard & Poor’s,  Moody’s,  and  Duff  & Phelps. 

The  Physicians  Protector  Plan:  quality,  stability, 
expertise.  Contact  your  independent  agent.  Or  call  us. 

1-800-352-9218 


PHYSIClMplans 

The  Physicians  Protector  Ptan®  is  a trademark  of  Poe  & Brown,  Inc.,  Tampa,  Florida,  and  is 
underwritten  by  the  Continental  Casualty  Company  and  National  Fire  Insurance  Company  of 
Hartford,  two  of  the  CNA  Insurance  Companies. 


OBITUARIES 


Sidney  Chavin,  MD 


Norman  L.  Cannon,  MD 


Dr.  Sidney  Chavin,  a Russian-born  family  prac- 
titioner of  medicine,  died  of  heart  failure  at  his 
home  after  an  illness  of  more  than  a year.  He 
was  born  in  the  town  of  Vitebsk,  southeast  of 
Moscow,  April  25,  1899,  and  was  94  years  old 
when  he  died.  He  had  practiced  medicine  from 
his  office  on  Washington  Street  in  Wilmington 
for  more  than  55  years  and  had  made  his  home 
on  Rodman  Road  in  Wilmington. 

Dr.  Chavin  came  to  America  as  a teenager 
before  World  War  I and  began  what  in  retro- 
spect must  have  seemed  an  almost  impossible 
task.  Like  more  than  a million  other  Russian 
Jews  who  were  oppressed  and  persecuted  un- 
der the  Tsar,  Sidney  Chavin  left  his  orthodox 
family  to  find  a better  life  in  the  United  States. 
Others  had  gone  ahead,  and  this  made  it  slightly 
easier,  but  he  had  no  money,  couldn’t  speak 
English,  and  had  no  idea  what  he  would  find  in 
this  new  country.  The  trip  from  Vitebsk  went 
through  Germany  to  Hamburg;  thence,  to  En- 
gland. There  he  had  to  transship  to  another 
liner  for  passage  to  the  United  States.  Steerage 
cargo  was  profitable  for  the  steamship  lines 
since  most  of  the  orthodox  passengers  brought 
their  own  food  (kosher)  and  as  cargo  they  could 
load  and  unload  themselves.  The  accommoda- 
tions were  the  poorest  imaginable.  He  was 
sustained  by  his  youth,  health,  energy  and  a 
burning  desire  to  become  something  that  would 
have  been  impossible  in  Russia:  a doctor. 

During  the  first  two  years  after  his  arrival 
in  the  United  States,  living  with  and  working 
for  his  brother-in-law,  he  went  to  night  school, 
learned  English  and  gained  education  suffi- 
cient to  qualify  for  a high  school  diploma.  Dur- 
ing the  next  half-dozen  years,  he  worked  in 
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pursuit  of  a livelihood  and  an  education  which 
would  qualify  him  for  admission  to  a medical 
school.  This  was  not  easy  and  the  route  was 
hardly  orthodox. 

Most  applicants  to  medical  school  matricu- 
lated after  graduating  from  college,  providing  a 
transcript  of  their  college  courses  as  required 
for  admission.  Sidney  Chavin  never  became  a 
full-time  student  at  any  of  the  colleges  or  uni- 
versities wherein  he  obtained  his  premedical 
credits.  The  record  seems  to  indicate  that  he 
took  the  necessary  courses  in  math,  chemistry, 
physics,  biology,  and  general  arts  sufficient  to 
satisfy  entrance  to  medical  school  in  such  di- 
verse institutions  as  Delaware  College  (Univer- 
sity of  Delaware,  now),  City  College  of  New 
York,  and  the  University  of  Pennsylvania.  These 
were  all  documented  and  approved  by  the  Penn- 
sylvania Educational  Commission  as  approved 
schools  whose  credits  were  accepted  in  his  ap- 
plication to  medical  school.  His  application  to 
Temple  University  Medical  School  in  1921  was 
approved  after  an  interview  with  the  rather 
iconoclastic  Dean  Frank  Hammond,  who  deter- 
mined which  students  he  would  accept  for 
admission  based  on  his  judgment  as  to  the 
potential  of  the  applicant.  This  description  of 
the  role  of  the  dean  was  given  me  by  a knowl- 
edgeable alumnus  of  the  medical  school  in  a 
historical  perspective.  Sidney  Chavin  studied 
medicine  there  for  four  years  and  graduated 
with  honors  in  1925  with  only  the  second  class 
of  medical  graduates  at  Temple. 

The  peripatetic  premedical  accumulation 
of  credits  was  the  result  of  his  efforts  to  earn  a 
living  selling  a variety  of  items  around  the 
country;  and  wherever  he  was  able  to  stay  put 
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for  a while,  he  took  one  or  more  courses  and 
paid  the  tuition  with  money  earned  along  the 
way.  In  medical  school  and  in  the  summers,  he 
also  did  paperhanging  as  another  way  of  earn- 
ing money  to  support  himself.  He  invented  his 
own  work-study  program. 

Following  his  graduation  from  medical 
school,  with  honors  in  surgery,  he  interned  for 
a year  at  the  Delaware  Hospital  in  Wilmington. 
He  was  licensed  to  practice  in  Delaware  by 
examination  and  was  ready  to  start  a practice. 
I doubt  that  he  had  much  money  at  that  time 
since  internships  seldom  paid  more  than  $25 
per  month,  with  room  and  board,  and  very  little 
time  off.  Support  came  from  family  and  rela- 
tives who  helped  get  him  started  with  an  office 
on  Washington  Street,  where  he  practiced  gen- 
eral medicine  for  the  following  56  years. 

In  1928  he  met  and  married  his  wife,  Flo- 
rence, and  established  a family,  which  con- 
sisted of  two  sons,  Leslie  and  I.  Favel.  Both 
became  physicians:  Leslie,  a psychiatrist  in  Rio 
de  Janiero,  Brazil,  and  I.  Favel,  an  outstanding 
orthopedist  and  former  president  of  the  Medi- 
cal Society  of  Delaware,  practicing  in 
Wilmington.  Favel’s  two  sons  are  also  in  medi- 
cine, Kenneth  D.,  an  MD  and  PhD,  is  in  a 
surgical  transplant  residency  program  at  the 
Medical  University  of  South  Carolina,  and  his 
other  son,  Jeffrey  M.,  MD,  is  a neurology  resi- 
dent at  Jefferson  University  Hospital. 

For  me  to  measure  a medical  practice  of 
more  than  50  years  is  difficult  in  a venue  such 
as  this.  Family  practice  underwent  tremendous 
changes,  and  Dr.  Chavin  as  a solo  practitioner 
tried  to  keep  up  as  best  he  could.  He  developed 
some  expertise  in  cardiology,  which  he  used 
during  the  years  of  WWII  until  those  who 
specialized  in  that  field  returned  and  took  over 
this  function.  Similarly,  in  obstetrics,  the  fam- 
ily practitioner  gradually  ceded  this  activity  to 
groups  of  board  certified  specialists.  Using  a 
fluoroscope  in  his  office  presented  difficulties, 
but  he  tried  to  learn  how  to  use  it  safely. 

At  the  same  time  that  he  was  raising  a 
family,  he  pursued  his  interest  in  music  by 
singing  in  the  synagogue  and  making  regular 
trips  to  hear  the  Metropolitan  Opera  in  New 
York.  In  the  words  of  his  son,  Favel,  he  loved  to 
sing  a Brahms  lullaby  to  his  young  children. 
Having  sons  who  were  also  practicing  physi- 
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cians  was  challenging  both  ways,  as  a brief 
tribute  given  by  Dr.  I.  Favel  Chavin  says  that 
his  father  was  "always  opinionated  but  some- 
times correct;"  and  when  his  ideas  were  ahead 
of  his  time,  he  got  into  trouble  with  what  is 
described  as  the  “medical  hierarchy.”  An  argu- 
ment, however,  became  a family  indication  of 
health  and  vigor.  As  he  got  older  he  gradually 
relinquished  much  of  the  practice,  as  more  and 
more,  a solo  family  practitioner  almost  became 
an  anachronism;  and  the  radical  and  unortho- 
dox adventurer  from  Vitebsk  became  much 
more  conservative. 

His  willingness  to  observe,  read  and  bring 
to  his  patients  the  best  and  latest  in  diagnosis 
and  treatment  tempered  by  his  intelligent  un- 
derstanding of  medical  and  physiologic  pro- 
cesses led  him  to  understand  differences  in 
types  of  diabetes  long  before  it  was  common 
knowledge.  His  accomplishments  have  to  be 
viewed  in  the  light  of  a century  of  change  and 
the  immigrant  experience  as  it  was  lived  by 
those  who  arrived  in  this  country  with  nothing 
but  hope  and  an  address  where  some  family 
member  would  be  willing  to  give  him  food  and 
shelter  until  he  or  she  could  begin  to  learn  the 
language  and  become  a citizen.  This  was  the 
land  of  opportunity  and  they  had  no  desire  to  go 
back,  even  when  they  could  have.  The  amazing 
fact  is  that  they  not  only  made  it  in  America, 
they  married,  raised  families  and  the  sons  and 
daughters  did  even  better  than  their  parents. 

In  1981,  at  the  age  of  82,  he  sent  a letter  to 
the  Medical  Center  of  Delaware  announcing 
that  he  was  planning  to  retire.  Similarly  he 
notified  the  Medical  Society  of  Delaware  and 
these  actions  were  acknowledged  in  their  sub- 
sequent appointments.  His  office  practice  gradu- 
ally ended  in  1986. 

For  the  last  18  months  of  his  life  he  was 
bedridden,  and  died  quietly  at  home,  leaving  a 
legacy  of  hope  and  accomplishment  to  his  sons 
and  grandsons  and  to  all  those  whose  immi- 
grant experience  was  epitomized  in  his  life. 

Dr.  Sidney  Chavin  was  a member  of  the 
American  Medical  Association,  the  Medical 
Society  of  Delaware  and  the  New  Castle  County 
Medical  Society  and  an  honorary  member  of 
Temple  University  Medical  School,  a tribute  to 
his  graduation  with  the  second  medical  class  to 
graduate  there. 
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In  a more  orthodox  manner,  it  should  be 
noted  that  he  was  a member  of  the  Beth  Shalom 
Congregation  where  for  years  he  had  performed 
as  cantor  during  the  high  holidays.  He  was  also 
a member  of  the  Adas  Kodesch  Shel  Emeth 
Congregation  choral  group,  the  Jewish  Com- 
munity Center,  a life  member  of  the  American 
World  Zionist  Organization,  and  a member  of 
the  American  Physician  Fellowship  Inc.  for 
Medicine  in  Israel.  He  also  was  an  honorary 


member  of  the  St.  Thomas  Synagogue  on  the 
island  of  St.  Thomas  in  the  U.S.  Virgin  Islands. 
He  was  a charter  member  of  the  Holocaust 
Memorial  Museum  in  Washington,  DC. 

A service  was  held  on  Tuesday,  August  3, 
1993,  at  Schoenberg  Memorial  Chapel,  519 
Philadelphia  Pike,  Wilmington,  and  Dr.  Chavin 
was  buried  in  the  Beth  Shalom  Section  of  the 
Jewish  Community  Cemetery  on  Foulk  Road. 


Eugene  R.  McNinch,  MD 


Norman  P.  Jones,  MD 


Dr.  Eugene  Robinson  McNinch,  81,  of  Dover, 
died  May  29, 1993,  of  congestive  heart  failure  in 
Kent  General  Hospital.  Dr.  McNinch  was  chief 
of  radiology  at  Kent  General  from  1952  to  1977. 
In  the  1970s,  he  also  had  a private  radiology 
practice  in  Dover  with  the  late  Seymour  Kaplan, 
MD.  He  was  appointed  to  the  State  Board  of 
Health  in  1957  and  served  as  its  president  after 
1960  and  its  vice  president  after  1966. 

Dr.  McNinch  was  an  Army  captain  during 
World  War  II  and  participated  in  the  Normandy 
invasion.  He  was  a deacon  at  People’s  United 
Church  of  Christ,  Dover.  He  enjoyed  golf,  bridge 
and  painting  landscapes.  He  was  a member  of 
Dover  Union  Lodge  7 of  the  Masons;  the  Ameri- 
can Medical  Association;  the  Medical  Society  of 
Delaware;  the  Kent  County  Medical  Society,  of 
which  he  was  a past  president;  the  American 
College  of  Radiology ; and  the  Sons  of  the  Ameri- 
can Revolution.  Dr.  McNinch  received  a 
bachelor’s  degree  from  Washington  and 
Jefferson  College  in  Washington,  Pennsylva- 
nia, in  1932.  He  graduated  from  the  University 
of  Maryland  School  of  Medicine  in  1936.  He 
completed  an  internship  at  the  Western  Penn- 
sylvania Hospital  in  1936-37  and  later  com- 
pleted a residency  and  fellowship  in  radiology 
at  the  University  Hospital  in  Baltimore,  Mary- 
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land,  from  1949-52.  Dr.  McNinch  was  certified 
by  the  American  Board  of  Radiology  in  1952. 

He  moved  with  his  family  to  Dover  in  1952 
from  Towson,  Maryland.  Earlier,  he  had  a pri- 
vate medical  practice  in  Weirton,  West  Vir- 
ginia. His  wife,  Louise  Wilson  McNinch,  and  a 
son,  James  Wilson,  both  died  in  1974.  He  is 
survived  by  a son.  Dr.  Eugene  R.,  Jr.,  of  Silver 
Spring,  Maryland;  a daughter,  Sandra  M. 
Lawrence  of  Salisbury,  Maryland;  a brother. 
Dr.  James  R.  of  Dover;  and  10  grandchildren. 

During  his  many  years  of  service  to  Kent 
General  Hospital,  Dr.  McNinch  held  various 
committee  memberships  and  chairmanships. 
He  was  honored  as  a 25-plus-year  member  of  its 
medical  staff  in  October  1992.  Eugene  McNinch 
was  a quiet,  gentlemanly,  collegial  physician 
who  earned  the  respect  of  his  peers,  patients 
and  community,  all  of  whom  he  served  well  for 
many  years. 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  eleven  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

— High-field  MRI 

— MR  Angiography  (Superior  1 .5  Tesla  image  quality) 

Nuclear  diagnostic  studies  and  SPECT  imaging 
CT  Scan 

Low-dose  mammography 
" OB  and  general  ultrasound 
“ Color  Doppler  ultrasound 
— Fluoroscopy 
— — ^ General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  eleven  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting 
via  fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  Imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K-15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K-15  Omega  Professional  Center  • Newark  • 368-5100 
Lindell  Radiology  Suite  1 1 - 1601  Milltown  Road  • Wilmington  • 995-2037 
Lindell  CT  Imaging  Suite  13-1601  Milltown  Road  • Wilmington  • 992-0108 
Brandywine  Imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Sports  Medicine  Center  3105  Limestone  Road  • Wilmington  • 633-4400 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 


NEW  MEMBERS 


As  a service  to  our  readers,  the  members  of  the 
Medical  Society  of  Delaware,  the  Delaware 
Medical  Journal  periodically  provides  a listing 
of  new  members  to  each  of  the  state’s  three 
counties.  Each  entry  provides  the  following 
information,  as  available:  name,  office  address, 
phone  number  and  fax  number,  specialty  and 
medical  school.  Those  members  who  do  not  yet 
have  an  office  address  or  phone  number  may  be 
contacted  through  the  Medical  Society  offices. 

Brian  M.  Aboff,  MD 

Medical  Center  of  Delaware/Christiana  Hospi- 
tal, Room  4230,  P.  O.  Box  6001,  Newark  19718 
733-6710 

Internal  Medicine  (1988) 

Cornell  University  Medical  School  - 1985 

Julie  Y.  Asari,  MD 

Suite  210,  1941  Limestone  Road,  Wilmington 

19808 

992-9617 

Internal  Medicine  (1991) 

Georgetown  University  School  of  Medicine  - 1988 

Andrew  M.  Barrett,  MD 

3501  Silverside  Road,  Wilmington  19810 

479-3937 

Ophthalmology 

University  of  Pennsylvania  - 1988 

B.  Randall  Brenn,  MD 

Alfred  I.  duPont  Institute,  Anesthesiology,  P.O. 

Box  269,  Wilmington  19899 

651-5350 

Anesthesiology 

Oregon  Health  Sciences  University  - 1986 
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Jerome  H.  Check,  MD 

Suite  202, 620  Stanton-Christiana  Rd.,  Newark 

19713 

633-0500 

Gynecologic  Endocrinology  (1981),  Repro- 
ductive Endocrinology 
Hahnemann  Medical  College  - 1971 

James  J.  Cosgrove,  DO 

St.  Francis  Hospital,  7th  & Clayton  Sts., 

Wilmington  19805 

421-4100 

Ob/Gyn 

Philadelphia  College  of  Osteopathic  Medicine  - 1983 

Alex  I.  Dever,  MD 

23-B  Trolley  Square,  Wilmington  19806 
421-9330 

Psychiatry 

Georgetown  University  - 1985 

David  E.  Driban,  MD 

1306  Washington  Avenue,  New  Castle  19720 
322-0860 

Family  Medicine  (1993) 

Jefferson  Medical  College  - 1990 

George  D.  Giannoukos,  MD 

C 78-80  Omega  Drive,  Newark  19713 
737-4272 

General  Surgery 

National  University  of  Athens,  Greece  - 1979 

Meryl  G.  Goldhaber,  MD 

Suite  201, 620  Stanton-Christiana  Rd.,  Newark 

19713 

892-9400 

Neurology 

Jefferson  Medical  College  - 1989 
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Daniel  J.  Gross,  MD 

Delaware  Medical  Resources,  Inc.,  2 Read’s 

Way,  #123,  New  Castle  19720 

324-8701 

Orthopedic  Surgery  (1965) 

Hahnemann  University  - 1952 

Hope  D.  Hall-Wilson,  MD 

601  New  Castle  Avenue,  Wilmington  19801 

655- 6187 

Family  Medicine 

Howard  University  Hospital  - 1990 

Paul  C.  Keenan,  Jr.,  MD 

1308  Delaware  Avenue,  Wilmington  19806 

656- 8867 
Ophthalmology 
Georgetown  University-  1983 

James  A.  Murphy,  MD 

100  Professional  Building,  1701  Augustine  Cut- 

Off,  Wilmington  19803 

652-3016 

Radiology  (1977) 

Hahnemann  University  - 1967 

Kathlyn  L.  Rowen,  MD 

Suite  92-100,  1601  Concord  Pike,  Wilmington 

19803 

655-5575 

Psychiatry 

Thomas  Jefferson  University  - 1986 

RandaU  W.  Ryan,  MD 

Christiana  Hospital,  P.  0.  Box  6001,  Newark 

19718 

733-1805 

Radiology  (1988) 

Jefferson  Medical  College  - 1982 


James  I.  Tikellis,  MD 

2600  Summit  Bridge  Road,  Newark  19702 
836-8470 

General  Surgery  (1988) 

Emory  University  - 1981 

Wayne  I.  Tucker,  DO 

1320  Philadelphia  Pike 
798-0666 

Family  Medicine 

New  York  College  of  Osteopathic  Medicine  - 1989 

Associate  Members 
Vijay  P.G.  Babu,  MD 

VA  Medical  Center,  1601  Kirkwood  Highway 

Wilmington  19805 

994-2511 

Internal  Medicine  (1976),  Pulmonary  (1980) 
Trivandrum  Medical  College,  India-  1968 

Huseh  Q.  Campwala,  MD 

VA  Medical  Center,  1601  Kirkwood  Highway, 

Wilmington  19805 

994-2511 

Internal  Medicine  (1977)  Hematology  (1978) 
Oncology  (1985) 

University  of  Bombay  - 1973 

Ramona  N.  Chakkaravarthi,  MD 

VA  Medical  Center,  1601  Kirkwood  Highway, 

Wilmington  19805 

994-2511 

Internal  Medicine  (1986),  Geriatrics  (1990) 
Madras  Medical  College,  India  - 1970 


^i^ARE  YOU  MOVING? 

If  you  are  a member  of  the  Medical  Society  of  Delaware  and  have: 

✓ Moved  to  a new  office  location  ✓ Moved  to  a new  private  address 

✓ Changed  office  phone  or  fax  numbers  ✓ Changed  private  phone  numbers 

✓ Achieved  Board  Certification 

Please  notify  us  at  the  Society  - 1925  Lovering  Avenue,  Wilmington,  DE  19806 

302/658-7596 

800/348-6800  (Kent  and  Sussex  Counties) 
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FOR  RENT 

2323  Pennsylvania  Avenue 
Wilmington,  DE  19806 

^ Centrally  located 

^ 68  parking  spaces 
100%  owner-occupied 
Handicap  access  (elevator) 
Utilities  included 
Approimately  1 ,000  sq.  ft. 

& reception  desk 

Available  for  inspection 
Immediate  occupancy 
Call  655-4510 


TWO  MONTHS  FREE  RENT 


PHYSICIANS  SOUGHT 

Newark  Emergency  Center, 
a 24-hour  facility, 
with  20  years  of  experience, 
is  seeking  new  physicians  for 
full-time  and  part-time  coverage 
in  an  amicable  and  pleasant 
atmosphere. 

Contact  Thelma  Clagett,  Administrator 
Newark  Emergency  Center 
(302)  738-6600 


I 


"UU0  make  the  difference" 


SniLV  n.  HOOV€R,  R.P.T. 

PHVSICRL  THCRflPV  flSSOCIRT€S 


1. 


2. 


SPINE-RELATED  PROBLEMS 

T.MJ.  ‘HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EQUIP. 


3.  ARTHRITIS  RELATED  DISEASES 

HIP,  KNEE  & FOOT 


4.  SWIM  THERAPY 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 

MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN'S  RD. 
CHRISTIANA/NEWARK.  DE 


737-9465 

KELWAY  PLZ.,  314  E.  MAIN  ST. 
NEWARK,  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 
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Be  a fighter, 
Knock  out 
the 


BRANDYWINE  IMAGING  CENIER,  L.P. 

A Diagnostic  Imaging 
Center  for  Women 

A women's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 
Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical 
management  patients. 

Low-dose  state-of-the-art  film  screen 
Mammography 

OB/gyn  Ultrasound 

Breast  aspiration  of  solid  and  cystic  masses 
under  ultrasonic  guidance 

Educational  videotapes  and  models 

Instruction  in  breast  self-examination 

Separate  and  private  suites  for  testing 

Brandywine  Imaging  Center  also  provides  General  Radiology 
and  Ultrasound  services  in  an  adjacent  suite. 

Rita  Gottesman,  M.D.  - Medical  Director 


BRANDYWINE 

IMAGING  Accredited  by  the 

American  College  of  Radiology 

CENTER,  L.P. 

mm 

An  Affiliate  of  Diagnostic  Imaging  Associates 
Ka-Kby  Tie,  M.D.,  Co-Director  • Joseph  R.  Peacock,  M.D.,  Co-Director 


Get  a flu 
shot! 


Speak  to  your 
doctor  or  local 
health  department. 


Your  contribution  to  Christmas  Seals* 
makes  this  program  possible. 


t AMERICAN 
LUNG 

ASSOCIATION. 


Space  contributed  by  the 
publisher  as  a public  service. 
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BOOK  REVIEWS 


Diagnosis  and  Treatment  of  Low  Back 
Pain.  Neil  Kahanovitz,  Raven  Press,  New  York, 
1991. 

This  slim  volume  of  136  pages  is  generously 
highlighted  by  photographs,  x-rays  and  draw- 
ings which  demonstrate  normal  and  morbid 
anatomy.  It  is  written  by  an  orthopedic  surgeon 
whose  target  audience  is  those  “physicians  and 
therapists  who  perceive  the  low  back  patient 
negatively  as  I and  many  others  have  in  the 
past.”  His  goal  is  to  enthuse  those  treating 
practitioners  with  a fresh  approach  to  this 
difficult  problem.  The  book  is  well  worth  perus- 
ing particularly  for  the  early  chapters  which 
concentrate  on  the  normal  anatomy  of  the  lower 
back  and  the  history  and  physical  examination 
of  the  patient  with  low  back  pain.  There  is  a 
chapter  devoted  entirely  to  imaging.  Further 
topics  covered  include  idiopathic  low  back  peiin, 
herniated  disc  syndromes,  spinal  stenosis  and 
spondylolisthesis.  A concluding  chapter  dis- 
cusses postoperative  complications  and  the 
failed  back  syndrome. 

This  text  can  be  a useful  primer  to  under- 
standing the  evaluation  of  low  back  pain  syn- 
dromes. It  is  hardly  an  authoritative  text  and 
has  very  limited  references.  Nevertheless,  it 
can  be  a useful  reference  for  primary  care 
physicians 

James  H.  Newman,  MD 

Inflammation,  Basic  Principles  and  Clini- 
cal Correlates.  John  I.  Gallin,  IraM.  Goldstein 
and  Ralph  Snyderman,  eds.  Raven  Press,  New 
York,  1992. 
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This  impressive  and  rather  heavy  text  devotes 
two-thirds  of  its  content  to  the  basic  science 
aspects  of  the  inflammatory  response.  Since  it 
is  over  1,100  pages  long  with  58  separate  chap- 
ters, it  is  a testament  to  the  growth  and  re- 
search in  this  area  of  human  biology.  There  are 
many  contributing  authors.  The  chief  editors 
are  all  well-known  investigators  in  immunol- 
ogy and  cellular  biology  as  it  pertains  to  inflam- 
mation. There  is  a historical  overview  provided 
in  the  first  chapter  by  Dr.  Gerald  Weissmann, 
a known  leader  in  this  area  of  medical  research. 

For  those  of  us  with  primarily  clinical 
interests,the  text  explores  the  clinical  corre- 
lates of  the  inflammatory  response  detailed  in 
the  first  850  pages.  This  includes  discussions  of 
urticaria  and  angioedema,  asthma,  autoanti- 
body mediated  dermatoses,  vasculitis,  rheuma- 
toid arthritis,  gout,  inflammatory  lung  disease 
and  the  adult  respiratory  distress  syndrome, 
histoplasmosis  as  an  example  of  the  granulo- 
matous, inflammatory  response,  asbestosis, 
atherogenesis,  viral  infections  and  disorders  of 
phagocytic  cells.  There  is  also  a discussion  of 
how  pharmacologic  intervention  modifies  the 
inflammatory  response,  with  specific  attention 
to  adrenal  corticosteroids,  disease-modifying 
agents  in  rheumatoid  arthritis,  prostaglandin 
inhibitors,  and  immunoregulatory  agents. 

This  is  a handsome  and  useful  text  that  is 
particularly  directed  at  the  fellow  and  faculty 
member  rather  than  the  clinician  in  everyday 
practice.  Nevertheless,  it  provides  a wealth  of 
information  in  current  context  about  a rapidly 
expanding  field  and  can  be  a very  useful  source 
of  information. 

James  H.  Newman,  MD 
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Book  Reviews 


Occupational  Musculoskeletal  Disorders. 

Nortin  M.  Hadler,  MD,  Raven  Press,  New  York, 
1993. 

Dr.  Hadler  is  a friend  of  mine.  I had  best  put 
that  fact  right  up  front  in  this  book  review. 
Nevertheless,  even  if  I did  not  know  Nortin 
personally  and  enjoy  his  friendship,  I would 
still  enjoy  many  of  his  writings,  including  this 
particular  textbook.  It  is  not  terribly  long,  num- 
bering 262  pages.  It  is  his  attempt  to  place  the 
predicament  of  work  incapacity,  what  he  calls 
the  illness  of  work  incapacity,  into  some  type  of 
rational  and  scientific  framework.  As  he  states 
in  his  introduction,  he  has  written  the  book 
with  the  practitioner  in  mind  and  this  is  cer- 
tainly true.  He  goes  on  to  state  that  the  specific 
audience  which  he  had  in  mind  were  physicians 
and  nurses  employed  in  industry  and  those 
clinicians  who  are  faced  with  musculoskeletal 
disease  complicated  by  work  incapacity,  includ- 
ing rheumatologists,  orthopedists,  neurosur- 
geons, osteopaths  and  chiropractors.  The  book 
is  also  of  some  interest  to  the  health  insurance 
industry,  the  legal  profession  and  those  indi- 
viduals interested  in  reforming  health  policy. 

The  first  section  of  the  book,  totaling  64 
pages,  really  involves  Dr.  Hadler’s  philosophy 
in  approaching  the  diagnosis  and  treatment  of 
regional  musculoskeletal  syndromes.  He  has 
written  extensively  on  regional  musculoskel- 
etal illness  in  the  past  This  book  enlarges  on 
those  earlier  texts  and  includes  more  recent 
and  more  reasonable  medical  investigation 
published  in  the  literature  The  second  section 
deals  with  regional  musculoskeletal  complaints, 
including  axial  syndromes,  regional  illness  in 
the  extremities  and  the  entrapment  neuro- 
pathies. The  third  section  of  the  book  deals  with 
the  approach  to  the  patient  with  musculoskel- 
etal disability,  including  a discussion  ofhow  the 
tort  system  relates  to  this.  There  is  discussion 
of  workers  compensation  and  problems  associ- 
ated with  working  with  musculoskeletal  illness 
in  the  work  place.  The  text  concludes  with  the 
discussion  of  Social  Security  disability. 

I find  this  to  be  a rather  unique  and  handy 
text  for  virtually  all  primary  care  physicians  as 
well  as  those  doctors  mentioned  as  the  target 
audience.  I recommend  it  fully. 

James  H.  Newman,  MD 
740 


Tired  All  the  Time  — How  to  Regain  Your 
Lost  Energy.  Ronald  L.  Hoffman,  MD,  Poseidon 
Press,  New  York,  1993,  256  pp,  $21. 

Dr.  Hoffman  is  an  internist  in  Manhattan  who 
specializes  in  chronic  fatigue  syndrome.  This 
book  is  his  “how  to”  manual  for  the  lay  public.  It 
is,  in  my  opinion,  both  good  and  bad ...  very  bad. 

It  is  good  because  it  stresses  the  holistic 
approach  to  include  both  personal  and  environ- 
mental factors.  These  include  the  roles  of  stress, 
depression,  lack  of  exercise,  smoking,  alcohol- 
ism, drugs,  sleep  disorders,  sexual  problems, 
pesticides,  and  allergies,  especially  to  molds, 
mites,  and  pollens.  It  outlines  a careful  pro- 
gram of  stress  elimination,  relaxation,  creative 
hobbies,  biofeedback,  exercise,  and  avoidance 
of  exposure  to  pesticides,  allergens,  drugs  (in- 
cluding tobacco  and  alcohol),  and  environmen- 
tal poisons. 

But  it  is  bad  because  of  the  other  treat- 
ments which  Dr.  Hoffman  proposes,  many  of 
which  are  unorthodox  and,  in  this  reviewer’s 
opinion,  either  useless  or  probably  harmful. 
For  example: 

- Chiropractic  and  acupuncture  to  boost 
adrenal  function 

- Direct  adrenal  hormone  replacement 
I.M. 

- Repeated  IV  drip  cocktails  of  magne- 
sium, calcium,  vitamin  C and  the  B 
vitamins,  chromium  to  enhance  insuhn 
action,  garlic,  and  herbs  (including 
gymnema,  stevia,  fenugrek,  milk  thistle, 
and  dandelion)  to  purify  the  blood. 

To  all  of  this  he  adds  IV  gamma  globulin, 
evening  primrose  oil,  and  “homeopathic  doses 
of  ACTH  plus  flu  and  rubella  vaccine.”  Then  he 
supplements  the  diet  with  the  antidepressant 
nutrients  L-tyrosine  and  L-phenyl  alanine. 

Dr.  Hoffman  does  not,  of  course,  prescribe 
all  of  these  treatments  for  all  patients.  I shud- 
der at  the  possible  choices.  I cannot  recommend 
this  book  to  the  fatigued  patient. 

David  Platt,  MD 
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K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 
Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skjlled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We’re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington.  Delaware 


ATTENTION 

PHYSICIANS! 

More  than  100,000  square  feet  of  improved 
doctors'  offices  ranging  from  900  to  10,000 
square  feet  at  18  different  locations  is  now 
available  at  greatly  reduced  prices. 

Medical  offices  are  my  specialty,  and  I offer  a 
range  of  services  to  help  you  in  your  search 
for  or  disposal  of  your  office. 

For  information  on  how  I can  help,  call 

Ken  J.  Musi 

Medical  Office  Specialist 
(302)  234-3510 

RRITERSON 

SCHWARTZ 

COMMERCIAL  PROPERTIES 


Healthcare  Management  Services.  Inc. 

As  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 
professionals  who  specialize  in  the  "Business  of  Medicine".  Healthcare  Manaeement  Services,  Inc,  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today’s  evolving  healthcare  environment.  Some  of  the  valuable  services  that 
we  provide  to  our  local  clients  are  — 

Revenue  Enhancement  Programs  Accounts  Receivable  Management 

Reimbursement  & Coding  Reviews  Practice  Operational  Reviews 

Medical  Billing  & Collections  Medicare  Pre-Audit  Evaluations 


To  speak  to  our  consultants,  please  contact 

BiU  Carello  at  (302)  478-9283 

David  Krigstein  at  (302)  737-6200 

Healthcare  Management  Services,  Inc. 
3513  Concord  Pike 
Wilmington,  DE  19803 
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OB-GYH,  ABDOMINAL  AND  BREAST  ULTRASOUND 
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LETTER  TO  THE  EDITOR 


More  on  the  National  Fh^actitioner  Data  Bank 


My  sincere  congratulations  on  publication  of 
the  article  entitled  "National  Practitioner  Data 
Bank"  in  the  Delaware  Medical  Journal. 

Your  observations  as  usual  are  right  on  the 
mark.  There  are  two  concerns  which  I have, 
which  are  beyond  the  scope  of  the  article  which 
you  have  written,  but  with  which  we  need  to  be 
concerned. 

The  first  is  the  cost  of  defense  of  the  cases 
which  the  Board  has  found  not  to  involve  fault 
on  the  part  of  the  physician.  I think  it  would  be 
an  interesting  experiment  if  you  could  do  a 
survey  of  the  carriers  for  those  claims  in  which 
the  physician  was  determined  by  the  Board  to 
be  without  fault  to  learn  the  cost  of  defense.  I 
suggest  to  you  that  cost  would  knock  your  hat 
off.  You  must  keep  in  mind  of  course  that  the 
cases  which  you  have  analyzed  and  which  I 
suggest  that  you  might  make  further  inquiry 
are  cases  which  have  been  settled.  My  guess  is 
that  for  every  case  which  has  been  settled  or 
tried,  there  are  four  cases  for  which  no  payment 
has  been  made.  I suggest  that  you  would  be 
truly  astounded  if  you  could  determine  the  cost 
of  defense  of  those  cases  which  are  dismissed 
without  a payment  being  made  and  those  cases 
which  are  dismissed  after  a settlement  pay- 
ment has  been  made,  but  in  which  the  Board 
has  determined  that  there  is  no  fault  on  the  part 
of  the  physician. 

Because  there  has  been  no  serious  increase 
in  the  cost  of  liability  insurance  in  the  past 
several  years,  and  because  there  are  now  sev- 
eral vendors  in  the  field  for  that  kind  of  insur- 
ance, people  tend  to  forget  the  rapid  escalation 
of  the  cost  of  medical  malpractice  insurance 
which  occurred  in  the  ’70s  and  the  ’80s  and  to  be 
content  with  the  current  situation.  It  would  be 
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a wonderful  world  if  we  could  recapture  those 
needless  expenditures  where  there  is  no  physi- 
cian fault  and  if  we  could  recapture  the  cost  of 
defense  in  cases  in  which  no  payment  has  been 
made  and  those  funds  could  be  put  to  some 
beneficial  patient  use,  such  as  the  reduction  of 
cost  of  medical  care.  We  all  continue  to  search 
for  that  concept  that  will  allow  us  to  do  that. 
Whether  or  not  it  will  ever  be  found  remains  to 
be  seen. 

Another  concern  raised  by  your  comments 
is  the  fact  that  each  one  of  those  physicians  on 
whose  behalf  the  carrier  has  made  a settlement 
to  avoid  costs  of  litigation  and  the  risk  of  a 
sympathetic  jury  has  become  an  entry  in  the 
National  Practitioner  Data  Bank.  That  entry  is 
without  the  cleansing  effect  that  the  Board  or 
some  other  entity  has  studied  the  situation  and 
has  determined  the  payment  to  be  necessitated 
by  business  requirements  rather  than  as  an 
indication  of  fault. 

I would  urge  all  physicians  who  fall  into 
that  category,  that  is,  who  are  told  by  their 
insurance  carrier  that  there  is  no  indication  of 
fault  on  their  part  but  for  business  purposes  a 
payment  is  going  to  be  made,  that  they  insist  on 
entering  on  the  report  from  the  National  Prac- 
titioner Data  Bank  that  there  has  been  a deter- 
mination of  no  fault  on  their  part,  but  that  the 
insurance  carrier  has  made  the  decision  to 
make  the  payment  strictly  for  business  pur- 
poses. 

I apologize  for  going  on  at  some  length  in 
this  letter,  but  your  timely  article  brought  to 
mind  the  within  concerns. 

Victor  F.  Battaglia,  Esq. 
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IN  BRIEF 


Free  Diabetes  Support  Groups  Offered 

Last  year,  a statewide  survey  assessed  the 
nutritional  needs  of  senior  Delawareans.  The 
results  indicated  that  many  diabetics  are  inad- 
equately managing  their  illness  by  ignoring 
their  diets,  not  strictly  following  medication 
schedules  and  neglecting  other  aspects  of  care. 
To  help  address  this  need,  the  Division  of  Aging 
and  several  senior  service  agencies  are  spon- 
soring diabetes  support  groups  throughout  the 
state  to  continually  inform  and  educate  diabet- 
ics about  their  disease. 

Funding  from  the  Division  of  Aging,  De- 
partment of  Health  and  Social  Services,  has 
enabled  these  groups  to  be  offered  free  to  any 
interested  diabetic,  caregiver  or  family  mem- 
ber. A registered  dietitian  will  coordinate  the 
groups  and  arrange  for  speakers,  films  and 
relevant  information.  All  groups  will  be  held 
during  the  day  at  convenient  locations  through- 
out the  state.  These  support  groups  are  being 
sponsored  by  St.  Anthony’s  Nutrition  Program 
(Wilmington),  New  Castle  County  Senior  Ser- 
vices (New  Castle  County),  MANNA  (Kent 
County),  and  CHEER  (Sussex  County).  For 
more  information,  contact  Kathy  Stroh,  MS, 
RD,  at  323-6439. 

Publication  for  Physicians  Considering  a 
Career  Change 

Are  you  considering  leaving  patient  care  — or 
leaving  medicine  altogether?  Or  are  you  a resi- 
dent having  second  thoughts  about  your  plans 
to  practice  medicine?  If  you  are,  you  are  not 
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alone.  For  a variety  of  reasons,  competent, 
caring  physicians  are  discovering  that  they’re 
not  happy  practicing  medicine  and  have  begun 
exploring  other  options  — in  or  out  of  medicine. 

The  AMA  offers  a publication  titled  “Leav- 
ing the  Bedside:  The  Search  for  a Nonclinical 
Medical  Career”  for  physicians  considering  a 
career  change.  The  cost  of  this  publication  is 
$24.95  for  members,  $29.95  for  nonmembers. 
To  order,  call  800/621-8335  and  ask  for  publica- 
tion number  OP  392092. 

Some  Physician  Practice  Behaviors 
Improve  Patient  Satisfaction 

Patients  are  more  satisfied  with  their  health 
care  when  doctors  examine  them,  discuss  their 
treatment,  and  provide  them  with  health  infor- 
mation. They  are  less  satisfied  when  consider- 
able time  is  spent  taking  their  medical  history, 
according  to  a new  study  supported  by  the 
Agency  for  Health  Care  Policy  and  Research. 

Klea  D.  Bertakis,  MD,  MPH,  and  her  col- 
leagues at  the  University  of  California,  Davis, 
used  the  Davis  Observation  Code  to  analyze  the 
practice  behaviors  of  family  practice  and  inter- 
nal medicine  residents  during  videotaped  visits 
with  patients.  They  correlated  specific  physi- 
cian behaviors  with  the  satisfaction  of  100  first- 
time primary  care  patients  at  a university  medi- 
cal center  outpatient  facility  and  found  that 
patients  were  most  satisfied  when  the  doctor 
physically  examined  them,  discussed  the  ef- 
fects of  their  treatment,  and  provided  them 
with  health  information  regarding  their  diag- 
nosis or  how  to  avoid  accidents  and  injury. 
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In  Brief 


The  finding  that  patients  were  dissatisfied 
with  lengthy  medical  histories  was  not  surpris- 
ing, since  previous  research  has  shown  that 
questions  about  biomedical  topics  are  associ- 
ated with  patient  dissatisfaction.  Patients  dis- 
satisfied with  previous  medical  care  were  more 
likely  to  be  dissatisfied  with  the  medical  visits 
observed  in  this  study. 

The  researchers  suggest  that  physicians 
could  improve  the  satisfaction  of  first-time  pa- 
tients by  taking  a more  focused  medical  history 
and  saving  more  extensive  questions  about 
their  medical  history  for  a later  visit.  The  au- 
thors caution,  however,  that  patient  satisfac- 
tion complements  but  does  not  supersede  other 
health  outcomes  and  that  more  research  is 
needed  to  examine  the  effects  of  physician  prac- 
tice style  on  patient  outcomes. 


American  Academy  of  Pain  Medicine 
Annual  Meeting 

The  American  Academy  of  Pain  Medicine  will 
hold  its  1994  Annual  Refresher  Course  and 
Conference  on  February  18-20,  1994,  at  Buena 
Vista  Palace,  Orlando,  Florida.  For  information 
call  Cathy  Crabbe  at  (708)  966-9510. 

Indigent  Regs  Go  into  Effect 

On  August  27,  regulations  from  the  Depart- 
ment of  Public  Health  (DPH)  concerning  the 
dispensing  of  sample  prescription  drugs  and 
drugs  obtained  through  pharmaceutical  com- 
pany programs  for  the  indigent  went  into  effect. 
The  regulations  cover  physicians’  respon- 
sibilities in  recordkeeping,  amounts  of  the 
medication  dispensed,  and  labeling  of  such 
medication.  Consumer  groups  began  publi- 
cizing the  new  regulations  on  the  day  they 
were  announced.  The  DPH  noted  that  interest 
in  prescription  drug  programs  for  the  indigent 
has  risen  dramatically  over  the  past  few  months; 
the  department  is  in  the  process  of  developing 
more  detailed  educational  programs  and  infor- 
mation on  the  new  regulations  for  physicians 
and  other  health  care  providers. 


MEDICITSFE 
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Available  at  our  Newark  location  with^ 
fast,  efficient  scheduling  & turn-around 


Stress  Thallium 
Persantine  Thallium 
Gated  Cardiac  Imaging  (MUG A) 
Bone  Scans 

Thyroid  Uptake  and  Scan 
Liver/Spleen  Scan 
Indium  111  Labeled  WBC's 
Renal  Scan 
Gallbladder 


Omega  Nuclear  Diagnostic  Center  ensures  the 
highest  quality  services  to  your  patients,  who  are 
scheduled  promptly  and  treated  with  personal 
and  efficient  care.  Prompt  reporting  via  fax  and 
high  resolution  image  copy  are  available.  For 
more  information  please  call, 

(302)  368-8150 


Omega  Nuclear  Diagnostic  Center 

is  an  affiliate  of 

Diagnostic  Imaging 
Associates 


OMEGA  NUCLEAR  DIAGNOSTIC  CENTER 

Omega  Professional  Center  • 1 5 Omega  Drive  • Bldg.  K 
Newark  DE  19713  • (302)368-8150 
Ka-KhyTze,M.D., Co-Director  • Joseph  R.  Peacock,  M.D.,  Co-Director 
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The  Gift  of  Life 

The  children  at  St.  Jude  Children's 
Research  Hospital  take  life  one  day  at  a 
time.  At  St.  Jude,  every  second  counts.  The 
children  here  are  fighting  for  their  lives. 

The  doctors  and  researchers  at  St.  Jude 
are  working  to  defeat  the  deadly  enemy: 
childhood  cancer.  Since  St.  Jude  Hospital 
opened  in  1962,  it  has  forged  new  treat- 


ments for  childhood  cancer  and  has  helped 
save  the  lives  of  thousands  of  children 
around  the  world.  But  the  battle  has  just 
begun. 

You  can  join  the  fight.  To  find  out  how 
you  can  help,  write  to  St.  Jude,  P.O.  Box 
3704,  Memphis,  Tennessee  38103,  or  call 
1-800-877-5833.  st-Jive  childhem^ 


RESEy\RCH  HOSPITM. 

DHitin  TTMwrVis  fuunJt'r 


She  didn’t  ask  to  be  hungry. 

War,  drought  and  famine  engulfed  her  country,  until  the  support  of 
Americans  like  you  helped  us  save  her.  But  there  are  still  many 
more  who  desperately  heed  your  help.  Please  care.  1-800-521-CARE 


finding  a reliable  medical  equipment 


company.  But  CONFIDENCE  and  TRUST  are 
the  'magic  ’ words  of  MASTER  CARE  S service. 
Because  your  patients  are  our  first  concern, 
we  find  products  for  the  patient  . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark,  DE 
Call  the  CARELINE  (302)  368*5300 
NJ (609) 299*3224 


Professional  Building 

for  rent  locate(J  one  mile  south 
of  Kent  General  Hospital  on 
Governors  Avenue,  Dover. 

Formerly  occupied  by  IBM,  the 
4,000-square-foot  structure  is 
located  in  a professional  office 
environment.  Suitable  for  ei- 
ther a group  medical  practice 
or  interdisciplinary  specialty 
group  practice. 

Contact  Schaeffer  Associates, 
Realtors  at  (302)  734-4464 


Rehabilitation  Consultants,  Inc. 


SERVICES 

• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

HTNESS  SERVICES 

• REHABILITATION  OF  THE 
INJURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 


TWO  LOCATIONS 

CONCORD  PLAZA  OFTICE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFTICE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

All  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 

Owner;  Robert  Catalano,  M.A.,  P.T. 
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WHEN  THEY  ARE 
READY 
TO  LEAVE 
THE  HOSPITAL.. 

"HealthOMM 

For  All  Your  Patient’s  Home  Health  Care  Needs 

Home  Medical  Equipment  • Products  • Services 

Three  Convenient  Locations 

Olde  Oaik  Plaza  16-A  Trolley  Sq.  311  Ruthar  Dr. 

Dover,  DE  19901  Wilmington.  DE  19806  Newark.  DE  19711 
(302)  678-0504  (302)  654-8181  (302)  454-4941 


FOR  RENT 

2323  Pennsylvania  Avenue 
Wilmington,  DE  19806 

“3P  Centrally  located 
B3P  88  parking  spaces 
^ 1007o  owner-occupied 
ra’  Handicap  access  (elevator) 

^ Utilities  included 
^ Approimately  1,000  sq.  ft. 

& reception  desk 

Available  for  inspection 
Immediate  occupancy 
Call  655-4510 


TWO  MONTHS  FREE  RENT 


Rehabilitation  Consultants,  Inc. 


SERVICES 

• PHYSICAL  THERAPY 

• COMPREHENSIVE  REHABILITATION 

PHYSICAL,  OCCUPATIONAL,  SPEECH  THERAPY 

• FAMILY  SPORTS  MEDICINE  & 

RTNESS  SERVICES 

• REHABILITATION  OF  THE 
INjURED  WORKER 

WORK  TOLERANCE  TESTING 
WORK  HARDENING 

• NUTRITIONAL  COUNSELING 

• HYDROTHERAPY 


TWO  LOCATIONS 

CONCORD  PLAZA  OFTICE 

SPRINGER  BUILDING,  3411  SILVERSIDE  RD. 

302  - 478  - 5240 

BAYNARD  BOULEVARD  OFFICE 

2100  BAYNARD  BOULEVARD,  WILMINGTON 
302  - 655  - 5877 

All  Therapy  Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by  Medicare,  most  major  insurance 
companies  and  managed  care  programs 

Owner:  Robert  Catalano,  M.A.,  P.T. 
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MAMMOGRAPHY 


High -Tech 


Christiana  Imaging  Center  offers 
state-of-the-art  mammography 
services  in  a pleasant,  comfortable 
atmosphere. 


Oiir  mammography  program  is 
accredited  by  the  American  College 
of  Radiology.  Needle  localization 
prior  to  biopsy  is  done  in  coopera- 
tion with  the  Medical  Center  of 
Delaware’s  new  Christiana 
Surgicenter.  All  radiographs  are 
inteipreted  by  experienced  radiolo- 
gists affiliated  with  the  Medical 
Center  of  Delaware. 

Accuracy  and  timeliness  of  readings 
are  the  hallmarks  of  our  mammo- 
graphy service. 


Soft 


Touch 


Our  patients  think  we’re  pretty 
good,  too.  Our  mammography 
facility  consistently  receives 
excellent  ratings  from  the  women 
we  serve.  Their  comfort  and 
privacy  is  a top  priority. 


Christiana  imaging  Center 

A Division  of  MCD  Holding  Company 


Excellence  in  Imaging 


Cliristiana  Imaging  Center  oer 
a full  range  of  mammograpi 


services. 


• Patient  education  prograr 

• Evening  hours  by  appoint 

• Private  office  environmenl 

• Ample  free  parking  i 


To  schedule  a mammog^ 


call  731-9558. 


\ 


Christiana  Imaging  Center  is  convfie 


located  adjacent  to  Christiana  Hos|  al 
4751  Ogletown-Stanton  Rd.,  Newar)^J)i 


Medical  Directors: 

Zelimir  Kozic,  M.D. 
Leonard  Rosenbaum,  M.D. 
John  Wills,  M.D. 


PRESIDENT’S  PAGE 


Practicing  Medicine  in  a Time  of  Change 


It  was  only  a few  years  ago  that  we  first  felt 
change  coming,  heralded  by  a few  letters:  PRO, 
EPA,  HMO,  PPO.  What  seemed  problematic 
then  was  truly  only  the  tip  of  the  iceberg.  Where 
the  earlier  alphabet  came  mostly  from  insurers, 
the  new  letters  are  more  likely  to  be  generated 
by  the  state  and  federal  government  — DHCC, 
GLIA,  OSHA,  HCPC,  AHP,  NHB,  FFS,  MC, 
TQI,  PHO,  etc,  etc. 

Over  a few  dozen  months,  the  way  health 
care  is  provided  in  America  will  be  changed 
forever,  and,  as  a result,  the  profession  of  medi- 
cine also  will  change. 

Goals  are  not  in  question;  universal  access, 
quality,  affordability  arguably  are  the  top  three. 
The  debate  begins  as  soon  as  we  try  to  define  a 
single  goal  and  further  characterize  its  compo- 
nents. “Affordability”  is  a simple,  “sound  bite” 
type  of  word,  yet  this  single  concept  may  require 
thousands  of  pages  of  regulations  to  implement. 
The  degree  of  ambiguity  and  variability  ex- 
pands geometrically  as  we  move  sequentially 
from  goal  to  definition,  to  structures  to  achieve 
the  defined  goals  to  legislation  to  set-up  the 
structure,  to  policy  setting,  rules  and  regula- 
tions! Despite  the  enormity  of  the  task,  it  is 
agreed  that  we  must  start. 

In  Washington,  Secretary  Shalala  told  the 
AMA  that  the  administration  liked  the  AMA’s 
“Health  Access  America”  plan,  and  added  “ ...in 
fact,  we  stole  it  from  you.”  Flattering  words,  but 
physicians  have  a right  to  be  skeptical.  Crucial 
definition  of  terms  and  design  of  delivery  sys- 
tems were  done  in  secrecy,  without  bipartisan 
support,  nor  with  the  input  of  practicing  physi- 
cians. Furthermore,  during  this  process,  the 
words,  “waste,  fraud,  abuse,  greed,”  seemed  to 
be  a recurring  refrain  in  the  media. 
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The  broad  outline  of  President  Clinton’s 
plan  is  now  available  and  reflects  the  politics  of 
the  process  in  which  it  was  developed.  The  goals 
remain  laudable,  and  the  mechanism  to  achieve 
them  “managed  competition,”  potentially  work- 
able. However,  a number  of  assumptions  appear 
so  flawed  as  to  make  the  plan  as  outlined  a 
prescription  for  catastrophic  failure. 

The  amount  of  power  to  be  vested  in  a seven- 
member  National  Health  Board  and  the  State 
Health  Alliances  is  staggering.  Equally  unbe- 
lievable, physicians  are  excluded  from  serving 
on  these  boards.  The  current  plan  is  a “policy 
wonk”  and  bureaucrat  Nirvana.  Since  Medicare 
is  to  remain  outside  the  system,  we  can  expect  a 
parallel  Washington  health  bureaucracy  to  de- 
velop alongside  HCFA. 

I am  skeptical  of  many  financing  assump- 
tions. The  government’s  estimates  for  the  end 
stage  renal  disease  program  were  off  by  a factor 
of  24,  and  this  was  for  a single,  defined  disease. 
The  President’s  plan  to  pay  for  prescription 
drugs  with  monies  that  are  projected  to  be  saved 
is  out  of  touch  with  reality. 

I could  go  on,  but  space  is  limited.  What  I 
find  most  threatening  is  the  degree  to  which 
physicians  will  be  held  responsible  in  this  plan. 
Social  problems  will  be  further  “medicalized,” 
individual  responsibility  for  health  will  be  laid 
at  medicine’s  doorstep  as  a role  for  preventive 
medicine  and  wellness.  The  inevitable  cost  over- 
runs will  be  blamed  on  physicians,  and  fees 
further  reduced. 

Despite  my  criticisms,  I am  anxious  to  see 
an  American  healthcare  system  developed  that 
achieves  our  shared  goals.  The  enormity  of  the 
task  and  realities  of  the  political  process  re- 
quires that  all  physicians  become  involved  in 
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this  issue.  Complaints  to  our  professional  soci- 
eties, and  maybe  a few  dollars  to  a PAC  won’t  do 
it.  Our  new  healthcare  system  will  determine 
the  future  of  the  profession  of  medicine,  and 
physicians  must  have  a major  role  in  this  pro- 
cess. 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  'magic ' words  of  MASTER  CARES  service. 
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SCIENTIFIC  ARTICLE 


Effects  of  Growth  Hormone  on  Nitrogen  Balance 
in  the  Hypermetabolic  State: 

A Selected  Review  of  the  Literature 


Isaias  Irgau,  MB.ChB, 
Gerard  J.  Fulda,  MD 


Introduction 

The  metabolic  consequences  of  severe  trauma 
and  infection  are  characterized  by  a net  loss  of 
skeletal  muscle  protein  load.^  Earlier  observa- 
tions of  this  effect  were  tested  and  confirmed  by 
Cuthbertson  in  the  1930s  and  1940s.^^  It  has 
since  been  accepted  that  negative  nitrogen  bal- 
ance is  an  integral  part  of  the  metabolic  re- 
sponse to  injury.  Whole-body  protein  kinetics 
studies  have  shown  that  septic  patients  have  a 
mean  rate  of  net  protein  catabolism  approxi- 
mately double  that  of  post-absorptive  healthy 
volunteers.^ 

The  biochemical  basis  of  net  protein  catabo- 
lism in  the  severely  injured  has  not  been  clearly 
defined.  It  is  postulated  that  a peripheral  en- 
ergy deficit  exists  secondary  to  the  inability  of 
body  muscle  tissue  to  respond  to  serum  insulin. 
Insulin  resistance  decreases  glucose  utilization 
by  muscle  cells,  yet  insulin  levels  are  suffi- 
ciently high  to  prevent  lipolysis,  depriving  pe- 
ripheral tissues  of  another  energy  source.^-® 
Limited  availability  of  normal  fuel  currency 
therefore  results  in  muscle  breakdown,  amino 
acid  oxidation,  and  gluconeogenesis.  The  nitro- 
gen component  of  amino  acids  is  ultimately 
excreted  mostly  through  the  kidneys  as  urea. 
There  is  a linear  correlation  among  the  severity 
of  the  injury,  extent  of  proteolysis  and  glu- 
coneogenesis, and  loss  of  nitrogen  in  the  form  of 

Dr.  Irgau  is  a surgical  resident  at  the  Medical  Center  of 
Delaware,  Newark,  Delaware. 

Dr.  Fulda  is  the  director  of  surgical  critical  care  at  the  Medical 
Center  of  Delaware,  Newark,  Delaware. 


Del  Med  Jrl,  December  1993,  Vol  65,  No  12 


urea.®’^  Although  not  rigorously  proven,  the 
general  consensus  that  prolonged  negative  ni- 
trogen balance  constitutes  a serious  disadvan- 
tage in  the  recovery  of  the  critically  ill  patient 
has  not  been  challenged.  The  quantitative  rela- 
tionship between  nitrogen  losses  and  organ 
dysfunction  remains  uncertain.® 

It  has  been  shown  that  the  chief  source  of 
mobilized  protein  and  thus  of  the  wasted  nitro- 
gen is  the  skeletal  musculature.^  Acute  loss  of 
body  weight  exceeding  30  percent  in  surgical 
patients  is  associated  with  almost  100  percent 
operative  mortality.®  It  is  reasonable  to  assume 
that  slow  wound  healing,^  immunosuppres- 
sion,^^ and  decreased  skeletal  muscle  strength 
in  the  critically  ill  patient  reflect,  at  least  in 
part,  the  protein-losing  state  of  hypercatabo- 
lism. Reversal  of  nitrogen  balance  in  the  criti- 
cally ill  patient  as  a therapeutic  goal  has  re- 
ceived considerable  attention. 

Nutritional  Support  and  Nitrogen  Balance 

A logical  modality  of  intervention  has  been 
manipulation  of  nutritional  support.  However, 
timely  provision  of  nutrients  alone  cannot  sig- 
nificantly attenuate  the  catabolic  effects  of  se- 
vere injury  and  sepsis. 

Streat  et  al®  were  unable  to  reverse  the 
nitrogen  balance  of  critically  ill  surgical  pa- 
tients despite  aggressive  energy  and  protein 
provision  that  led  to  an  increase  in  energy 
stores  and  a moderate  azotemia.  Shaw  et  aF 
determined  isotopically  rates  of  whole-body 
protein  synthesis  and  catabolism  in  severely 
septic  patients  and  concluded,  in  agreement 
with  Streat  et  al®,  that  severely  septic  patients 
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have  a substantial  increase  in  whole-body  pro- 
tein catabolism  that  is  not  suppressed  by  either 
substrate  infusion  or  total  parenteral  nutrition 
(TPN).  They  also  concluded  that  although  TPN 
does  induce  an  increase  in  wholebody  protein 
synthesis  that  consequently  leads  to  a consider- 
able decrease  in  net  protein  catabolism,  these 
patients  still  lose  between  0.5  and  1 gm/kg/day 
of  protein. 

Early  suggestions  that  branched-chain 
amino  acid-enriched  solutions  might  be  appro- 
priate in  supporting  the  hypercatabolic  severely 
injured  and/or  septic  patient®  have  not  been 
substantiated.  The  theoretical  framework  for 
the  initial  suggestions  was  based  on  the  realiza- 
tion of  the  unique  ability  of  branched-chain 
amino  acids  to  serve  directly  as  fuel  substrates 
in  the  muscle  cell  and  to  stimulate  protein 
synthesis.^®  In  a randomized,  prospective  trial 
involving  37  patients.  Bower  et  al  concluded 
that  “advantages  to  high  branched-chain  amino 
acid  solutions,  which  have  been  suggested  as 
being  efficacious  in  trauma  and/or  sepsis,  ap- 
pear to  be  of  marginal  benefit  and,  if  so,  only  in 
the  severely  ill  patient  population.”^^ 

Other  methods  proposed  to  attenuate  post- 
operative protein  breakdown  include  thoracic 
epidural  analgesia^®  and  hypothermic  anesthe- 
sia.^® 

Effects  of  Recombinant  Human  Growth 
Hormone  on  Protein  Metabolism 

The  addition  of  hormonal  therapy  to  nutri- 
tional support  in  hypercatabolic  patients  has 
been  studied  in  several  settings.  The  rationale 
behind  investigating  the  outcome  of  hormonal 
treatment  in  patients  exhibiting  the  metabolic 
response  of  severe  stress  is  based  on  the  as- 
sumption that  the  metabolic  response  is  influ- 
enced by  the  balance  of  anabolic  and  catabolic 
hormones.  No  hormone  has  been  studied  more 
extensively  than  growth  hormone. 

Early  investigations  relied  on  natural 
growth  hormone  extracted  from  the  pituitary 
gland  and  were  restricted  by  its  limited  avail- 
ability. Pioneering  work  by  Liljedahl  et  al  in 
Sweden^^  and  Soroff  et  al  in  the  United  States^® 
showed  that  administration  of  growth  hormone 
to  trauma  and  surgical  patients  had  a positive 
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effect  on  protein  metabolism  and  nitrogen  bal- 
ance. Liljedahl  et  al  demonstrated  reduction  of 
protein  loss  and  augmentation  of  voluntary 
intake  of  calories  with  growth  hormone  admin- 
istration.^^ Soroff  et  al  noted  an  increase  in 
nitrogen  retention  and  potassium  on  adminis- 
tration of  bovine  growth  hormone  to  patients 
with  severe  burn  injury.^® 

In  1985,  synthetic  growth  hormone,  devel- 
oped through  recombinant  DNA  technology, 
became  commercially  available.  This  not  only 
provided  potentially  unlimited  quantities  of  the 
hormone  for  therapeutic  and  investigative  pur- 
poses but  also  eliminated  potential  risks  with 
the  use  of  cadaver-extracted  hormone.^®  Inter- 
est in  the  use  of  growth  hormone  as  an  adjunct 
to  nutritional  support  in  hypercatabolic  pa- 
tients was  revived,  and  a number  of  important 
studies  have  since  been  published. 

Clinical  investigations  have  been  conducted 
in  strictly  specified  settings.  Subjects  studied 
included  healthy,  post-absorptive  volunteers 
placed  on  different  levels  of  energy  intake,® 
postoperative  patients  who  had  undergone  major 
elective  surgery stable,  malnourished  hos- 
pitalized patients  requiring  parenteral  nutri- 
tion,® and  seriously  ill  trauma,  burn,  and  septic 
patients  in  critical  care  units. ^®"®  Although  the 
stated  objectives  of  these  studies  varied,  the 
overall  goals  were  similar.  Most  studies 
illustrated  the  effect  of  the  administration 
of  recombinant  human  growth  hormone  on 
energy  substrate  and  wholebody  protein  me- 
tabolism and  on  the  hormonal  environment. 
Some  studies  attempted  to  correlate  provision 
of  recombinant  human  growth  hormone  to  speci- 
fied clinical  outcome  parameters  by  assessing 
preservation  of  lean  body  mass,  hand  grip 
strength,®  and  rate  of  wound  healing.®  These 
studies  were  prospective  in  design.  Some  stud- 
ies employed  the  same  subjects  as  control  and 
treatment  arms.®  ®-^®  Other  investigations  were 
prospective  and  randomized  into  control  and 
intervention  groups. Some  important 
limitations  should  be  kept  in  mind  when  com- 
paring the  outcomes  of  these  studies.  As  pointed 
out  by  Chwals  and  Bistrian  in  a special  review 
article,®  the  lack  of  more  definitive  stress  indi- 
ces results  in  an  inter-study  and  within-study 
variability  in  the  assessment  of  the  severity 
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and  nature  of  the  insult,  which  makes  interpre- 
tation of  subsequent  metabolic  events  difficult. 
This  difficulty  is  reinforced  by  the  quantitative, 
qualitative,  and  temporal  diversity  of  nutri- 
tional intervention. 

Protein  input,  when  applicable,  was  strictly 
measured.  Nitrogen  loss  was  derived  from  24- 
hour  urine  collection.  Stool  and  epithelial  sur- 
face losses  were  considered  minimal  and  were 
not  included.  Nitrogen  turnover  was  calculated 
by  using  a primed  continuous  infusion  of  '®N 
glycine  and  measuring  isotope  enrichment  of 
urinary  urea.  Protein  synthesis  and  break- 
down were  derived  by  subtraction  of  nitrogen 
excretion  and  input,  respectively,  from  turn- 
over.^°'^^  3-Methylhistidine  is  a constituent  of 
actin  and  the  heavy  chain  of  myosin.  Its  excre- 
tion reflects  absolute  skeletal  muscle  break- 
down, as  it  is  not  recycled  for  synthesis. 
Changes  in  the  excretion  of  this  metabolite 
were  measured  in  some  studies  to  quantify  the 
skeletal  muscle  protein-sparing  effect  of  recom- 
binant human  growth  hormone. Forearm 
amino  acid  flux  studies  were  undertaken  to 
determine  changes  in  amino  acid  uptake  and 
release  by  skeletal  musculature  by  measuring 
total  and  specific  amino  acid  arteriovenous  con- 
centration differences. 

In  healthy  volunteers  receiving  30  to  100 
percent  of  their  energy  requirement  by  paren- 
teral infusion,  daily  administration  of  10  mg  of 
growth  hormone  (average  dose,  0. 14  mg/kg/day 
subcutaneously)  resulted  in  a significant  de- 
crease in  urinary  nitrogen  excretion.®  As  a 
group,  the  subjects  were  losing  nitrogen  in  the 
control  period;  with  growth  hormone  adminis- 
tration, they  were  all  in  positive  nitrogen  bal- 
ance. The  effects  of  growth  hormone  treatment 
were  not  influenced  significantly  by  the  level  of 
energy  intake.  Protein  breakdown,  as  assessed 
by  similar  turnover  rate  and  absence  of  differ- 
ence in  3-methylhistidine  excretion  rate,  was 
unaffected  by  exogenous  growth  hormone.  Pro- 
tein synthesis  was  significantly  increased  in 
the  treatment  period,  leading  to  the  conclusion 
that  the  protein-sparing  effect  of  growth  hor- 
mone was  mediated  by  its  protein  synthesis- 
promoting  action. 

Similar  conclusions  were  reached  in  a study 
that  investigated  the  effects  of  growth  hormone 
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administration  in  a group  of  clinically  stable 
hospitalized  patients  requiring  parenteral  nu- 
trition for  malnutrition  secondary  to  a variety 
of  disorders.®  In  addition  to  nitrogen  retention, 
retention  of  potassium  and  phosphorus  was 
also  demonstrated  to  be  significant  with  admin- 
istration of  growth  hormone.  The  retention 
ratio  of  potassium,  phosphorus,  and  nitrogen 
was  1:3:75,  closely  resembling  the  intracellular 
quantitative  ratio  of  these  substances  in  skel- 
etal muscle  cells. 

Two  important  studies  on  the  effects  of 
growth  hormone  administration  in  the  postop- 
erative metabolic  setting  have  come  from  the 
United  Kingdom. The  subjects  studied  un- 
derwent major  gastrointestinal  surgery  and 
were  allocated  randomly  into  a group  receiving 
biosynthetic  human  growth  hormone  or  a group 
receiving  placebo  for  the  first  postoperative 
week.  Patient  population  and  methodology  were 
similar  in  both  studies,  with  the  main  differ- 
ence being  absence  of  exogenous  amino  acid 
administration  in  the  first  study.  Both  studies 
showed  an  increase  of  protein  synthesis,  break- 
down, and  turnover  in  the  groups  treated  with 
growth  hormone. 

In  the  first  study undertaken  in  the  ab- 
sence of  exogenous  amino  acid  administration, 
a positive  nitrogen  balance  was  never  achieved 
in  the  treatment  group,  the  increment  in  the 
rate  of  protein  breakdown  being  higher  than 
the  increase  in  the  rate  of  protein  synthesis.  In 
the  absence  of  exogenous  protein  provision, 
protein  synthesis  will  rely  on  amino  acid  de- 
rived from  protein  breakdown.  Expressing  pro- 
tein synthesis  as  a fraction  of  breakdown  will 
give  a value  of  the  recycling  of  protein  and  thus 
of  the  efficiency  of  protein  metabolism.  A com- 
parison of  the  placebo  and  treatment  groups 
showed  that  in  the  placebo  group,  there  was  a 
decrease  in  recycling  of  protein  of  12  percent 
postoperatively,  whereas  there  was  an  increase 
of  5 percent  in  the  growth  hormone-treated 
group.  This  was  a clear  demonstration  of  the 
diversion  of  the  amino  acid  pool  from  the  oxida- 
tive pathway  to  the  synthetic  pathway. 

In  the  second  study,®  in  which  protein 
constituted  part  of  the  nutritional  supply,  a 
positive  nitrogen  balance  was  achieved  in  the 
growth  hormone-treated  group.  The  authors 
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calculated  that  the  cumulative  difference  in 
nitrogen  balance  between  the  placebo  and  treat- 
ment groups  over  the  seven  study  days  was  on 
average  18.9  gm  of  nitrogen  per  patient,  corre- 
sponding to  the  preservation  of  more  than  500 
gm  of  muscle  mass. 

The  effect  of  recombinant  growth  hormone 
administration  in  patients  who  have  under- 
gone major  abdominal  surgery  was  also  studied 
in  a prospective,  randomized,  double-blind  trial 
undertaken  in  Peking.^  This  study  demon- 
strated a significant  difference  in  nitrogen  bal- 
ance between  the  control  and  growth  hormone 
groups  despite  comparable  nitrogen  intake; 
however,  cumulative  nitrogen  balance  remained 
negative  even  in  the  growth  hormone-treated 
group.  Patients  in  this  study  were  given  a 
hypocaloric  nutritional  mixture  and  a much 
lower  dose  of  recombinant  human  growth  hor- 
mone (0.06  mg/kg/day)  than  that  previously 
reported  in  similar  studies.  Excretion  of  3- 
methylhistidine,  a marker  of  myofibrillar  deg- 
radation, was  significantly  reduced  in  the 
growth  hormone-treated  group,  but  this  could 
not  be  reconciled  with  the  increased  rate  of 
protein  breakdown  indicated  by  wholebody  pro- 
tein kinetics  studies. 

Avery  important  outcome  of  this  investiga- 
tion was  the  demonstration  by  forearm  amino 
acid  flux  studies  that  there  was  a continued 
release  of  amino  acids  from  the  forearm  muscu- 
lature in  the  control  group,  while  there  was 
marked  amino  acid  uptake  by  the  forearm 
musculature  in  the  growth  hormone-treated 
patients.  Mean  arteriovenous  difference  for  to- 
tal amino  acid  nitrogen  was  -398  ± 158  mmol/L 
in  the  growth  hormone-treated  patients  com- 
pared with  165  ±61  mmol/L  in  the  placebo 
group.  Total  amino  acid  nitrogen  flux  from 
forearm  musculature  was  also  shown  to  be 
reversed  in  postoperative  patients  receiving 
growth  hormone  in  a recently  published  pla- 
cebo-controlled trial. ^ 

Exogenous  recombinant  human  growth 
hormone  administration  was  studied  in  an  in- 
tensive care  unit  setting  in  stabilized  severe 
burn  or  vehicular  trauma  patients.^  With  re- 
gard to  nitrogen  balance,  the  investigators  were 
able  to  demonstrate  a significant  fall  in  the  urea 
nitrogen  excretion  during  growth  hormone 
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treatment  compared  with  that  during  a control 
week.  They  were  also  able  to  demonstrate  a 
retention  of  potassium  and  phosphorus  along 
with  the  nitrogen  in  proportions  that  closely 
reflected  the  relative  proportions  of  these  sub- 
stances in  skeletal  muscle  tissue. 

The  effects  of  recombinant  human  growth 
hormone  on  severely  septic  patients  were  in- 
vestigated in  a prospective,  randomized,  double- 
blind study.®  All  patients  were  studied  within 
48  hours  of  admission  and  after  full  resuscita- 
tion. The  treatment  g;roup  received  0.1  mg/kg/ 
day  of  recombinant  human  growth  hormone 
with  a continuous  infusion  pump.  Nitrogen 
balance  became  positive  from  day  one  in  the 
treated  group,  but  the  difference  did  not  achieve 
significance  until  day  three.  The  study  also 
showed  that  in  the  treatment  arm,  mean  serum 
growth  hormone  levels  were  negatively  corre- 
lated with  nitrogen  production  both  between 
patients  and  in  individual  patients  during  the 
study  period. 

Positive  Nitrogen  Balance 
and  Clinical  Outcome 

The  positive  reversal  of  nitrogen  balance  in 
stressed  patients  is  an  important  step  in  the 
efforts  to  alter  the  course  of  hypermetabolism 
and  protein  autocannibalism.  However,  until 
significant  correlation  between  positive  nitro- 
gen balance  and  improved  clinical  outcome  is 
clearly  demonstrated,  doubts  will  still  remain 
as  to  whether  attempts  to  alter  the  metabolic 
response  to  injury  are,  in  fact,  in  the  patient’s 
best  interest.  In  this  respect,  two  studies  thus 
far  have  attempted  to  correlate  the  beneficial 
effects  of  growth  hormone  on  protein  metabo- 
lism to  clinical  outcome. 

In  a randomized,  double-blind  study  of  se- 
verely burned  children,  Herndon  et  al  have 
demonstrated  a significantly  faster  healing  time 
of  the  donor-site  wound  in  patients  given  re- 
combinant human  growth  hormone.^''  The 
length  of  hospital  stay,  calculated  as  a reduc- 
tion of  hospital  days  per  percentage  of  total 
body  surface  area  burn,  was  significantly  re- 
duced for  patients  in  the  treatment  group.  This 
reduction  represented  an  overall  decrease  in 
length  of  stay  from  46  to  32  days  for  the  average 
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of  60  percent  total  body  surface  area  burn. 
Jiang  et  al,  studying  the  effects  of  growth  hor- 
mone in  patients  recovering  from  major  ab- 
dominal surgery,  found  that  hand  grip  strength 
decreased  with  time  in  the  control  group, 
whereas  it  tended  to  increase  in  growth  hor- 
mone-treated subjects,  becoming  indistinguish- 
able from  the  preoperative  levels  on  postopera- 
tive days  seven  and  14.“  In  the  same  study, 
lean  body  mass  was  also  analyzed,  and  the 
growth  hormone-treated  group  of  patients  pre- 
served their  lean  body  mass. 

Conclusion 

Nitrogen  balance  studies  will  continue  to  be 
relied  upon  until  another  readily  available  pa- 
rameter of  the  dynamic  state  of  body  protein 
metabolism  is  found.  The  availability  of  recom- 
binant human  growth  hormone  has  stimulated 
much  interest  in  the  effect  of  this  anabolic 
compound  on  the  metabolic  course  of  the  stress 
response.  Limited  studies  in  strictly  specified 
settings  have  so  far  demonstrated  a protein- 
sparing effect.  Exogenous  growth  hormone  pro- 
motes protein  synthesis  in  patients  overwhelmed 
by  the  metabolic  demands  of  the  stress  re- 
sponse. Its  effects  on  protein  breakdown  are  not 
clear.  The  significance  of  these  studies  cannot 
be  fully  appreciated  unless  positive  nitrogen 
balance  achieved  with  exogenous  recombinant 
human  growth  hormone  administration  is  cor- 
related with  clinical  outcome  parameters.  Stud- 
ies are  urgently  needed  to  investigate  the  effect 
of  administration  of  recombinant  human  growth 
hormone  on  clinical  outcome  parameters,  such 
as  early  weaning  from  ventilators,  enhanced 
ability  to  fight  infection,  and  accelerated  rate  of 
wound  healing. 
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Early  Emergent  Coronary  Bypass  After  Failed  Angioplasty 


Emergency  CABG  for  failed  coronary  angio- 
plasty was  required  in  3.3  percent  of  1,625 
consecutive  patients  undergoing  angioplasties. 
Twenty-six  percent  of  the  patients  died  in  the 
perioperative  period.  Efforts  must  be  concen- 
trated on  identifying  PTCA  failure  prior  to 
cardiogenic  shock. 

There  has  been  a steady  annual  increase  in  the 
number  of  percutaneous  transluminal  coronary 
angioplasties  (PTCAs)  performed.^  This  in- 
creased use  of  angioplasty  may  be  attributed  to 
its  less  invasive  nature,  shortened  hospital  stay, 
and  lower  initial  cost  as  compared  with  surgical 
coronary  artery  bypass  grafting  (CABG).^  Tech- 
nical improvements  have  allowed  for  the  man- 
agement of  more  complex  lesions  with  PTCA. 
Seventy-nine  percent  of  a representative  series 
of  PTCA  patients  from  1979  to  1981  had  single 
vessel  coronary  artery  disease  (CAD).  This  is  in 
comparison  to  a more  contemporary  series  in 
which  50  percent  of  PTCAs  between  1979  and 
1986  were  performed  on  patients  with  single 
vessel  disease. 

Although  considered  to  represent  a less 
invasive  approach  to  CAD,  angioplasty  contin- 
ues to  be  associated  with  significant  complica- 
tions. A recent  review  cited  an  overall  major 
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vascular and  Thoracic  Surgery,  Newark  Beth  Israel  Medi- 
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Thoracic  Surgery,  UMDNJ-New  Jersey  Medical  School, 
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complication  rate  of  6.8  percent  following  PTCA, 
including:  life-threatening  arrhythmias,  side 
branch  occlusion,  acute  occlusion  of  the  dilated 
vessel,  intimal  dissection,  coronary  artery 
spasm,  acute  myocardial  infarction  (MI),  need 
for  emergent  CABG,  coronary  artery  rupture, 
guide  wire  fracture,  and  death.®  Many  of  these 
complications  may  be  extensions  of  the  physi- 
ologic mechanism  of  successful  angioplasty.  A 
successful  PTCA  is  not  the  result  of  simple 
plaque  compression,  but  is  due  to  the  disrup- 
tion of  the  intima  with  splitting  of  the  athero- 
sclerotic plaque  that  exposes  subendothelial 
connective  tissuefavoringthrombusformation.® 
Angioplasty  initially  is  unsuccessful  in  12 
to  34  percent  of  patients.^®  While  failure  to 
successfully  cross  a lesion  is  a frequent  cause  of 
unsuccessful  PTCA,  intimal  dissection  and 
thrombus  formation  can  lead  to  acute  luminal 
narrowing  following  an  initially  successful 
PTCA.  This  scenario  often  results  in  an  emer- 
gent CABG.* 

As  more  PTCAs  are  performed,  there  is 
likely  to  be  an  increase  in  the  absolute  number 
of  patients  presenting  for  emergent  coronary 
bypass  surgery  following  failure  or  “crash”  of 
the  angioplasty.  As  interventional  cardiologists 
gain  experience,  a significantly  lower  propor- 
tion of  patients  require  emergent  CABG  folio  w- 
ing  PTCA;  however,  the  mortality  rate  in  these 
patients  actually  may  increase  as  more  difficult 
coronary  artery  lesions  are  managed  with 
angioplasty.  This  study  is  aimed  at  answering 
the  question:  As  more  complex  CAD  is  treated 
with  PTCA,  is  there  a resulting  higher  opera- 
tive morbidity  and  mortality  occurring  should 
angioplasty  fail? 
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Methods  and  Material 

Since  1980,  Newark  Beth  Israel  Medical  Center 
has  performed  PTCAs.  An  operating  room  and 
full  open-heart  surgery  team  are  on  standby 
during  all  angioplasty  procedures.  When  the 
cardiologist  performing  a PTCA  suspects  diffi- 
culty, a cardiothoracic  surgeon  is  consulted  and 
additional  management  plans  are  formulated. 
Acute  PTCA  failure  is  defined  as  the  need  for 
coronary  bypass  surgery  within  24  hours  of 
PTCA. 

A retrospective  review  of  all  patients  un- 
dergoing PTCA  at  Newark  Beth  Israel  Medical 
Center  between  May  1,  1987,  and  April  30, 
1989,  was  conducted  to  identify  patients  who 
met  the  criteria  for  acute  angioplasty  failure. 
Patients  not  requiring  CABG  within  24  hours 
were  excluded  from  further  analysis.  The  medi- 
cal records  of  the  acute  PTCA  failure  subpopu- 
lation were  reviewed  to  determine  demographic 
characteristics,  preprocedure  New  York  Heart 
Association  (NYHA)  functional  class,  ejection 
fraction,  cardiovascular  risk  factors,  reason  for 
PTCA  failure,  utilization  of  the  intra-aortic 
balloon  pump  (lABP)  counterpulsation  device, 
details  of  operative  procedure,  and  subsequent 
hospital  course.  Operative  mortality  was  de- 
fined as  any  fatality  occurring  during  the  initial 
hospitalization  during  which  the  PTCA  failure 
and  emergent  CABG  were  performed.  Afollowup 
then  was  conducted  by  a questionnaire  sent  to 
all  surviving  patients.  Telephone  interviews 
were  utilized  to  clarify  ambiguities  or  to  contact 
nonresponders.  The  information  gathered  was 
used  to  determine  NYHA  functional  class,  late 
mortality,  and  complications. 

Postoperative  hemorrhage  was  defined  as 
tube  thoracostomy  blood  loss  greater  than  200 
ml/hr  for  four  hours  and  the  need  for  blood 
product  infusion.  Patients  assigned  a diagnosis 
of  MI  within  two  weeks  preceding  PTCA  were 
classified  as  acute  MI.  Post-angioplasty  cardio- 
genic shock  is  defined  as  a systolic  blood  pres- 
sure less  than  80  mmHg,  a cardiac  index  less 
than  2.2  l/min/m2,  and/or  a cardiac  arrest  prior 
to  cannulation  for  cardiopulmonary  bypass. 

Fisher’s  exact  test  was  used  for  analysis.  A 
P value  of  0.05  or  less  was  considered  signifi- 
cant. 
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Results 

Preoperative  characteristics  are  summarized 
in  Table  1.  A total  of  1,625  PTCAs  were  per- 
formed, of  which  53  PTCAs  (3.3  percent)  met 
our  definition  of  acute  failure  and  underwent 
emergent  CABG.  The  male  to  female  ratio  was 
36  to  17,  with  a mean  age  of  62.5  years.  Twenty- 
four  patients  (45  percent)  met  the  criteria  for 
NYHA  class  III  prior  to  angioplasty,  and  29 
patients  (55  percent)  met  the  criteria  for  class 
IV.  Twenty  patients  (38  percent)  sustained  an 
acute  MI  before  PTCA.  Eight  patients  (15  per- 
cent) had  undergone  previous  angioplasty. 
Thirty-two  patients  (60  percent)  had  single  or 
double  vessel  CAD,  and  21  patients  (40  percent) 
had  triple  vessel  disease.  Coronary  artery  by- 
pass surgery  had  been  performed  previously  on 
three  patients  (one  patient  had  single  vessel 
disease,  and  two  patients  had  triple  vessel  dis- 
ease). 

The  distribution  of  PTCA  complications 
requiring  emergent  CABG  is  shown  in  Figure 
1.  Coronary  artery  dissection  was  the  most 
frequent  predisposing  factor  occurring  in  27 
patients  (51  percent).  Nine  patients  (17  per- 
cent) suffered  occlusive  dissection,  and  in  18 
patients  (34  percent)  the  dissection  was 
nonocclusive.  Reocclusion  occurred  in  20  pa- 
tients (38  percent),  and  recurrent  or  persistent 
chest  pain  occurred  in  two  patients  (4  percent). 
One  failure  each  was  attributed  to  the  follow- 
ing: inability  to  cross  the  target  lesion,  balloon 
rupture  with  entrapment,  cardiac  arrest,  and 
coronary  artery  rupture.  An  intraaortic  balloon 
counterpulsation  device  was  required  in  17 
patients  (32  percent)  prior  to  CABG  (in  10 
patients  for  persistent  chest  pain,  and  in  seven 
patients  for  cardiogenic  shock).  Thirteen  pa- 
tients (25  percent)  were  in  cardiogenic  shock 
following  PTCA,  and  7 patients  (13  percent) 
suffered  cardiac  arrest  prior  to  cannulation  for 
cardiopulmonary  bypass  (Table  2).  All  PTCA 
patients  with  acute  failure  were  taken  to  the 
operating  room.  None  was  considered  unsal- 
vageable,  including  those  patients  in  cardiac 
arrest  undergoing  full  resuscitative  measures. 

The  distribution  of  bypass  grafts  is  shown 
in  Figure  2.  A mean  of  2.3  grafts  per  patient 
were  performed.  Internal  mammary  arterial 


Del  Med  Jrl,  December  1993,  Vol  65,  No  12 


Scientific  Article 


Total  patients 

53 

Males 

36  (68%) 

Females 

17  (32%) 

Age  (mean) 

62.5  years 

NYHA  class  (Pre-PTCA) 

III 

24  (45%) 

IV 

29  (55%) 

Ejection  fraction  (mean) 
Risk  factors 

Hypertension 

23  (43%) 

Smoking 

23  (43%) 

Family  history 

16  (30%) 

Diabetes 

11  (21%) 

Elevated  cholesterol 

7 (13%) 

Obesity 

6 (11%) 

Relevant  past  medical  history 

Acute  myocardial  infarction 

20  (38%) 

Prior  myocardial  infarction 

13  (25%) 

Prior  PTCA 

8 (15%) 

Prior  CABG 

3 (6%) 

Prior  CVA 

2 (4%) 

Prior  COPD 

2 (4%) 

CABG;  Coronary  artery  bypass  grafting 
PTCA:  Percutaneous  transluminal 
coronary  angioplasty 
CVA:  Cerebral  vascular  accident 

COPD:  Chronic  obstructive  pulmonary 
disease 


Table  1.  Preoperative  patient  profile  of  53 
failed  PTCAs  requiring  emergent  CABG. 


Figure  1.  Angioplasty  complications  in  53  pa- 
tients requiring  emergent  CABG  folio wingfailed 


PTCA. 


Intra-aortic  balloon  pump 

32% 

Cardiogenic  shock 

24% 

Cardiac  arrest 

13% 

Table  2.  Preoperative  hemodynamic  status  in 
53  patients  requiring  emergency  CABG  follow- 
ing PTCA  failure. 


conduits  were  used  in  three  patients  (5.7  per- 
cent). The  mammary  conduit  was  used  only  in 
hemodynamically  stable  patients  following 
angioplasty  failure.  The  mean  time  on  cardiop- 
ulmonary bypass  was  89  minutes,  with  a mean 
aortic  cross  clamp  time  of  34  minutes.  Six  pa- 
tients required  insertion  of  an  lABP  following 
CABG. 

The  early  postoperative  results  are  shown 
in  Table  3.  Fourteen  patients  expired  prior  to 
discharge  for  an  operative  mortality  rate  of  26 
percent.  Thirty  patients  (57  percent)  had  at 
least  one  major  postoperative  complication. 
Twelve  patients  (23  percent)  suffered  postop- 
erative myocardial  infarctions,  and  21  percent 
of  the  patients  had  postoperative  hemorrhage 
(three  patients  required  re-exploration  for  bleed- 
ing. 

The  analysis  of  the  14  perioperative  deaths 
as  compared  to  survivors  is  shown  in  Table  4.  A 
patient  in  cardiogenic  shock  following 
angioplasty  failure  was  significantly  more  likely 
to  expire  following  emergent  CABG  (P  = 0.02). 
Neither  the  presence  of  acute  MI  or  sex  was 
significantly  associated  with  perioperative  mor- 
tality rate.  Only  8 percent  of  the  survivors 
(three  of  39  patients)  had  triple  vessel  CAD 
while  21  percent  (three  of  14  patients)  of  the 
perioperative  deaths  had  three  vessel  disease 
prior  to  PTCA.  However,  this  was  not  a signifi- 
cant difference  (P=0.3). 

Thirty-eight  eligible  patients  (97  percent) 
were  contacted  for  followup.  The  mean  interval 
since  CABG  was  12.8  months.  There  was  one 
late  mortality  for  a total  mortality  rate  of  28 
percent.  The  NYHA  functional  class  of  the 
survivors  is  illustrated  in  Figure  3.  Greater 
than  90  percent  of  the  patients  were  function- 
ing at  or  above  NYHA  class  II.  Figure  4 is  a 
schematic  representation  of  the  outcome  of  the 
1,625  consecutive  angioplasties  in  this  study. 
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Number  ol  patients 


20 


15 


10 


5 


ONE  TWO  THREE  FOUR  FIVE  IMA 

Number  ol  vessels  bypassed 


Figure  2.  Number  of  aortocoronary  grafts  utilized  during  emergent  CABG  following  PTCA  failure. 


Total  patients  with  major  complications 

30  (57%) 

Total  patients  free  of  major  complications 

23  (43%) 

Postoperative  complications 

Acute  myocardial  infarction 

12  (23%) 

Hemorrhage 

11  (21%) 

Arrhythmias 

10  (19%) 

Respiratory  failure 

9 (17%) 

Acute  renal  failure 

8 (15%) 

Cardiac  tamponade 

6(11%) 

Sepsis 

4 (7.5%) 

Sternal  dehiscence 

3 (5.7%) 

CVA 

2 (3.8%) 

Cardiogenic  shock 

2 (3.8%) 

Pulmonary  embolism 

2 (3.8%) 

Multisystem  failure 

2 (3.8%) 

Vascular  insufficiency  2°  to  lABP 

1 (1.9%) 

Cardiac  arrest 

1 (1.9%) 

Peak  CPK  (mean  for  all  patients) 

2524  lU/L 

Peak  CPK  MB  (mean  for  all  patients) 

141  lU/L 

Duration  of  hospitalization 

12.7  days 

Operative  mortality 

14  (26%) 

Characteristic 

Mortality 

Survival 

P Value 

Total 

14 

39 

Male 

10 

26 

0.5 

Female 

4 

13 

0.5 

Cardiogenic  shock 

50%  (7/14) 

15%  (6/39) 

0.02 

Triple  vessel  disease 

21%  (3/14) 

8%  (3/39) 

0.3 

Acute  myocardial 

infarction 

28%  (4/14) 

41%  (16/39) 

0.5 

Mean  ejection 

fraction 

46% 

53% 

0.3 

Table  4.  Comparison  of  morality  to  survival. 


Table  3.  Postoperative  profile.  Figure  3.  Distribution  of  NYHA  functional  class  in  38 

patients  one  year  after  CABG  for  failed  PTCA. 
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PTCAs 


1 1 

92%  (1494) 
Early  success 

3.3%  (53) 
Emergent  CABG 

1 

4.8%  (78) 
Failure  To  dilate 

26%  (14) 

74%  (39) 

Postop  mortality 

Survived  To  discharge 

2.6%  (1) 

2.6%  (1) 

95%  (37) 

Lost  to  follovi/up 

Late  death 

Alive  at  followup 

Mean  Followup: 
12.8  mos. 


81%  (30) 

14%  (5) 

5.4%  (2) 

NYHA  class  1 

NYHA  class  II 

NYHA  class  III 

Figure  4.  Outcome  of  1,625  consecutive  angioplasties. 


Discussion 

The  number  of  angioplasties  performed  per 
year  continues  to  increase.  This  increased  uti- 
lization of  PTCA  will  lead  to  an  expanded  group 
of  patients  being  referred  for  emergent  CABG 
resulting  from  either  the  failure  or  complica- 
tions of  angioplasty.  In  addition,  there  is  a 
trend  toward  the  management  of  increasingly 
complex  lesions  by  angioplasty.  Consequently, 
a larger  number  of  patients  with  increasingly 
complex  CAD  will  be  submitted  for  emergent 
CABG.  These  observations  lead  to  the  current 
study  to  identify  any  pre-  or  post-procedural 
factors  associated  with  a poor  outcome  follow- 
ing emergent  CABG  for  PTCA  failure  with  the 
hope  of  further  refining  the  indications  and 
contraindications  for  coronary  angioplasty  and 
subsequent  emergent  coronary  bypass. 

Studies  of  patients  requiring  CABG  follow- 
ing PTCA  failure  from  our  institution  have 
been  reported.®®  Some  interesting  variations 
from  an  earlier  population  from  this  institution 
compared  to  the  present  study  (managed  by  the 
same  group  of  physicians)  are  apparent.  Fifty- 
five  percent  of  the  patients  in  the  current  study 
met  the  criteria  for  NYHA  class  IV  prior  to  their 
PTCA  compared  to  4 percent  in  the  previous 
study  (P<0.000D.®  It  is  possible  that  the  in- 
creased mortality  noted  in  the  present  study  is 
due  in  part  to  the  submission  of  a greater 
proportion  of  critically  ill  patients  with  little 


myocardial  reserve  to  the  ischemic 
insult  ofPTCA  “crash”  prior  to  CABG. 
At  the  same  time,  interventional  car- 
diologists should  be  congratulated  in 
that  their  acute  failure  rate  improved 
markedly  from  6.2  to  3.3  percent  in 
the  present  study.® 

The  reasons  for  angioplasty  fail- 
ure in  our  study  are  similar  to  those 
reported  by  others. Our  study 
found  40  percent  of  the  failures  were 
due  to  either  acute  occlusion  or 
reocclusion,  25  percent  were  due  to 
secondary  or  coronary  artery  dissec- 
tion, 20  percent  were  due  to  the  re- 
sult of  persistent  chest  pain  or  un- 
stable angina,  3 percent  were  due  to  inability  to 
cross  the  lesion,  and  the  remainder  were  due  to 
more  unusual  events  such  as  coronary  artery 
rupture,  cardiac  arrest,  balloon  rupture,  and/or 
entrapment. 

The  incidence  of  emergent  CABG  following 
PTCA  failure  varies  in  the  literature  from  21  to 
2.3  percent.^®-^®  The  most  recent  report  of  the 
National  Heart,  Lung,  and  Blood  Institute  reg- 
istry states  the  rate  of  emergent  CABG  follow- 
ing failed  PTCA  is  3.5  percent  — virtually 
identical  to  the  3.3  percent  reported  in  our 
study.*"*  The  operative  mortality  rate  of  26  per- 
cent and  the  one  year  mortality  rate  of  28 
percent  is  of  concern. 

This  is  an  increase  over  the  12  percent 
mortality  rate  previously  reported  from  this 
institution  in  patients  requiring  emergent 
CABG  following  PTCA  failure  between  1980 
and  1986.®  Mortality  rates  varying  from  2 to  13 
percent  in  similar  studies  are  found  in  the  older 
literature. *®’*®'*®  However,  the  previously  re- 
ported series  fail  to  account  for  the  cohort  of 
patients  undergoing  PTCA  since  1987  that 
would  be  comparable  with  the  present  popula- 
tion. Others  have  expressed  similar  concern 
over  the  increasingly  complex  lesions  being 
attempted  by  PTCA.  Talley  noted,  “More  recent 
observations  from  our  institution  suggest  that 
with  more  complex  multivessel  obstructions 
the  incidence  of  Q wave  infarction  and  hospital 
mortality  will  be  significantly  higher  in  those 
patients  who  undergo  emergency  surgery  after 
failed  elective  PTCA.”*® 
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We  found  a significantly  higher  operative 
mortality  rate  in  patients  who  suffered  any 
period  of  cardiogenic  shock  between  PTCA  and 
emergent  CABG.  An  association  between  op- 
erative mortality  and  multivessel  CAD  in  pa- 
tients failing  PTCA  and  requiring  emergent 
CABG  has  been  reported.^’^'*-^^’^®  However,  this 
was  not  borne  out  in  the  present  study.  Cardio- 
genic shock  following  PTCA  has  been  noted  to 
be  a frequent  accompaniment  of  major  morbid- 
ity and  mortality  following  emergent  CABG.^®-^° 
Golding  found  a 57  percent  incidence  of  postop- 
erative MI  in  his  unstable  emergent  CABG 
patients  versus  a 10  percent  incidence  in  those 
patients  who  remained  stable  between  PTCA 
failure  and  CABG.^^ 

The  overall  major  postoperative  complica- 
tion rate  noted  here  (57  percent)  is  similar  to 
that  reported  by  others  averaging  54  per- 
cent.®’“’^^  The  most  common  complication  was 
acute  MI  (23  percent).  An  intra-aortic  balloon 
counterpulsation  device  was  placed  preopera- 
tively  in  32  percent  of  the  series.  Preoperative 
lABP  was  used  for  postangioplasty  chest  pain 
in  10  patients  ( 19  percent)  and  in  seven  patients 
(13  percent)  for  post- PTC  A cardiogenic  shock. 
LABP  is  one  of  three  devices  currently  being 
studied  to  allow  for  stabilization  prior  to  the 
institution  of  cardiopulmonary  bypass.  The 
other  two  devices  are  the  perfusion  balloon 
angioplasty  (“bail  out”)  catheter  and  percuta- 
neous femoral/femoral  cardiopulmonary  by- 
pass.^’^^’^  The  “bail  out”  catheter  can  be  placed 
across  the  lesion  to  allow  for  active  or  passive 
perfusion  of  the  distal  myocardium.  The 
angioplaster  also  may  try  to  leave  a wire  across 
the  lesion  that  might  allow  for  some  passive 
perfusion  distally. 

A recent  report  addresses  this  issue  and 
suggests  strategies  to  minimize  hemodynamic 
instability  in  the  catheterization  laboratory  until 
the  patient  can  be  placed  on  cardiopulmonary 
bypass.^  The  fact  that  this  report  shows  a 
significant  difference  in  survival  based  on  he- 
modynamic status  prior  to  implementation  of 
cardiopulmonary  bypass  is  crucial. 

The  distribution  noted  in  the  NYHA  func- 
tional class  of  survivors  at  followup  in  this 
study  is  similar  to  an  earlier  reported  experi- 
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ence.^  Our  data  suggest  that  if  these  critically 
ill  patients  can  survive  to  discharge,  they  will 
achieve  a fairly  high  level  of  function.  It  ap- 
pears the  majority  of  mortalities  occur  prior  to 
hospital  discharge. 

Until  the  results  of  the  ongoing  prospective 
randomized  trials  are  available,  one  must  rely 
on  retrospective  reviews  and  nonrandomized 
studies  to  plan  each  patient’s  myocardial 
revascularization.  In  a matched  series  of  pri- 
mary PTCAs  versus  primary  CABG  patients, 
63  percent  of  PTCA  patients  will  be  in  NYHA 
class  I or  II  after  three  years.  This  compares  to 
92  percent  of  the  matched  patients  in  NYHA 
class  I or  II  following  primary  CABG.® 

Once  ischemia  occurs  during  an  angioplasty, 
the  specific  maneuvers  in  the  catheterization 
laboratory  are  critical.  Crucial  concerns  in- 
clude: how  persistent  should  the  physician  be 
in  attempting  to  reopen  the  vessel?  When  should 
the  physician  place  a “bail-out”  catheter?  When 
should  the  physician  place  an  LABP?  When 
should  a physician  notify  the  operating  room’? 
How  long  should  the  elapsed  interval  be  from 
occlusion  to  cardiopulmonary  bypass? 

Summary 

This  report  found  an  operative  mortality  rate  of 
26  percent  following  the  failure  of  a coronary 
angioplasty  procedure.  The  occurrence  of  any 
period  of  hemodynamic  instability  following 
PTCA  failure  was  significantly  related  to  op- 
erative mortality.  The  majority  of  patients  who 
survive  the  immediate  PTCA-CABG  post-op- 
erative period  will  function  at  a fairly  high  level 
one  year  after  discharge.  Although  the  emer- 
gency surgery  rate  following  failed  (status  prior 
to  implementation  of)  PTCA  is  small  (3.3  per- 
cent), it  is  a comphcation  with  a devastatingly 
high  mortality  rate. 
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Stark  n Enacted  as  Part  of  the 
Omnibus  Budget  Reconciliation  Act  of  1993 


Richard  T.  Frazier,  Esq 
Karl  A.  Thallner,  Jr.,  Esq 


The  expansion  of  the  physician  anti-referral 
provisions  of  the  Medicare  and  Medicaid  laws 
(commonly  referred  to  as  “Stark  II”)  was  en- 
acted on  August  10,  1993,  as  part  of  the  Omni- 
bus Budget  Reconciliation  Act  of  1993.  Stark  II 
extended  the  anti-referral  provisions,  which 
originally  applied  only  to  clinical  laboratory 
services,  to  many  other  health  care  services, 
effective  after  December  31,  1994. 

Stark  II  prohibits  the  “referral”  by  a physi- 
cian to  an  entity  in  which  the  physician  (or  an 
immediate  family  member)  has  a “financial 
relationship”  for  the  furnishing  of  “designated 
health  services”  for  which  payment  may  be 
made  under  the  Medicare  or  Medicaid  pro- 
grams, and  prohibits  billing  for  any  service 
furnished  pursuant  to  a prohibited  referral. 
The  law  defines  “referral”  broadly  to  include 
the  request  for  consultation  and  the  request  or 
establishment  of  a plan  of  care.  The  law  does 
not  extend  to  referrals  other  than  those  paid  for 
by  Medicare  or  Medicaid. 

Designated  Health  Services 

Stark  II  expands  the  types  of  services  covered 
by  the  referral  prohibition  beyond  clinical  labo- 
ratory services  to  include  the  following: 

1.  Physical  therapy  services 

2.  Occupational  therapy  services 


Mr.  Frazier  is  a partner  in  Saul,  Ewing,  Remick  & Saul’s 
Health  Law  Department 

Mr.  Thallner  is  an  associate  in  Saul,  Ewing,  Remick  & Saul's 
Health  Law  Department. 
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3.  Radiology  or  other  diagnostic  services 

4.  Radiation  therapy  services 

5.  Durable  medical  equipment 

6.  Parenteral  and  enteral  nutrients,  equip- 
ment and  supplies 

7.  Prosthetics,  orthotics  and  prosthetic  de- 
vices 

8.  Home  health  services 

9.  Outpatient  prescription  drugs 

10.  Inpatient  and  outpatient  hospital  ser- 
vices 

Among  the  many  open  questions  is  what  consti- 
tutes “other  diagnostic  services.” 

Financial  Relationship 

The  definition  of  “financial  relationship”  in  the 
legislation  includes  both  (1)  an  ownership  or 
investment  interest  in  an  entity  and  (2)  a com- 
pensation arrangement  between  the  physician 
(or  an  immediate  family  member)  and  the  en- 
tity. The  ownership  or  investment  interest  may 
be  through  equity,  debt  or  “other  means.”  A 
“compensation  arrangement”  is  defined  broadly 
to  include  any  arrangement  involving  any  re- 
muneration between  a physician  (or  an  imme- 
diate family  member)  and  an  entity. 

Exceptions  to  the  Anti-Referral  Provisions 

The  law  contains  a number  of  exceptions  which 
allow  certain  relationships  to  exist.  Some  of  the 
more  important  exceptions  are  the  following: 
1.  Physician  services  of  another  physician 
in  the  same  “group  practice”  and  in- 
office ancillary  services  (other  than 
DME  and  parenteral  and  enteral  nutri- 


783 


Health  Law 


ents,  equipment  and  supplies)  in  the 
same  “group  practice”  (subject  to  vari- 
ous conditions)  are  exceptions  for  both 
the  ownership  and  compensation  ar- 
rangement prohibitions.  A “group  prac- 
tice” is  a group  of  two  or  more  physi- 
cians legally  organized  and  meeting 
specified  criteria,  including  the  require- 
ment that  physicians  in  the  group  not 
be  compensated  based  on  the  volume  or 
value  of  referrals. 

2.  Certain  prepaid  health  plans  are  ex- 
empt from  the  ownership  or  investment 
and  compensation  arrangement  prohi- 
bitions. 

3.  Publicly  traded  securities  (where  the 
shareholder  equity  exceeds  $75  mil- 
lion) and  mutual  funds  (where  total 
assets  exceeds  $75  million)  are  exempt 
from  the  ownership  or  investment  pro- 
hibition. 

4.  Rural  providers,  if  substantially  all  of 
the  designated  health  services  are  fur- 
nished to  individuals  residing  in  the 
rural  area,  are  exempt  from  the  owner- 
ship or  investment  prohibition. 

5.  Hospital  ownership  (but  not  ownership 
of  a subdivision  of  a hospital)  by  physi- 
cians is  exempt  from  the  ownership  or 
investment  prohibition. 

6.  Rental  of  office  space  and  equipment 
under  terms  similar  to  the  existing  Safe 
Harbor  is  exempt  from  the  compensa- 
tion arrangement  prohibition. 

7.  Bona  fide  employment  relationships, 
where  the  amount  of  remuneration  is 
not  determined  in  a manner  that  takes 
into  account,  directly  or  indirectly,  the 
volume  or  value  of  any  referrals  and 
meeting  other  requirements,  are  ex- 
empt from  the  other  compensation  ar- 
rangement prohibition.  The  law  seems 
to  adopt  the  IRS  criteria  for  the  deter- 
mination of  the  status  of  an  individual 
as  an  employee. 

8.  Personal  service  arrangements  under 
terms  similar  to  the  existing  Safe  Har- 
bor (but  without  the  requirement  that 
the  aggregate  amount  of  compensation 
be  set  in  advance)  may  be  exempt  from 
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the  other  compensation  arrangement 
prohibition.  (There  is  also  a physician 
incentive  plan  exception  in  the  man- 
aged care  context.) 

9.  Payments  made  by  a hospital  which  do 
not  relate  to  the  provision  of  designated 
health  services  may  be  exempt  from  the 
other  compensation  arrangement  pro- 
hibition (but  the  separation  of  such 
amounts  will  become  an  issue). 

10.  Physician  recruitment  incentives  paid 
by  a hospital  to  induce  a physician  to 
relocate  to  the  geographic  area  served 
by  the  hospital  may  be  exempt  from  the 
other  compensation  arrangement  pro- 
hibition. 

11.  Isolated  financial  transactions,  such  as 
a one-time  sale  of  property  or  a practice, 
may  be  exempt  from  the  other  compen- 
sation arrangement  prohibition. 

12.  Certain  group  practice  arrangements 
between  hospitals  and  physician  groups 
in  existence  before  December  19, 1989, 
may  be  grandfathered. 

13.  Payment  by  a physician  for  clinical  labo- 
ratory services  or  for  other  items  or 
services  may  be  exempt  from  the  other 
compensation  arrangementprohibition. 

14.  Specific  exemptions  are  provided  from 
the  compensation  arrangement  prohi- 
bitions for  requests  by  a pathologist  for 
clinical  diagnostic  laboratory  tests  and 
pathological  examination  services,  by  a 
radiologist  for  diagnostic  radiology  ser- 
vices, and  by  a radiation  oncologist  for 
radiation  therapy,  if  such  services  are 
furnished  by  (or  under  the  supervision 
of)  such  pathologist,  radiologist  or  ra- 
diation oncologist  pursuant  to  a consul- 
tation requested  by  another  physician. 

Effective  Date 

The  extension  of  the  Stark  provisions  to  desig- 
nated health  services  is  effective  for  referrals 
made  after  December  31,  1994  (the  Medicaid 
provisions  start  on  December  31,  1994).  The 
effective  date  of  the  extension  of  some  of  the 
provisions  regarding  clinical  laboratory  ser- 
vices are  effective  at  earlier  dates. 
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Sanctions 

Violations  of  the  Stark  II  referral  prohibitions 
will  result  in  denial  of  payment  for  the  service 
provided,  subject  any  person  collecting  any 
amounts  for  the  designated  health  service  pro- 
vided to  an  obligation  to  refund  such  collected 
amounts,  subject  any  person  who  bills  for  the 
designated  health  service  but  does  not  refund 
any  amounts  collected  to  a civil  money  penalty 
of  not  more  than  $15,000  and  subject  any  phy- 
sician or  other  entity  that  enters  into  a scheme 
to  circumvent  the  Stark  II  prohibitions  to  a civil 
money  penalty  of  not  more  than  $100,000  for 
each  such  scheme.  Violation  of  the  Stark  II 
prohibitions  could  also  result  in  exclusion  from 
the  Medicare  and  Medicaid  programs  since, 
under  existing  law  the  Department  of  Health 
and  Human  Services  is  permitted  to  exclude 
providers  who  engage  in  acts  that  are  subject  to 
civil  money  penalties,  and  subject  a person 
making  a claim  in  violation  of  the  Stark  II 
prohibitions  to  an  assessment  of  not  more  than 
twice  the  amount  improperly  claimed  for  pay- 
ment. 

Observations  and  Areas  of  Concern 

• While  Stark  II  did  not,  as  was  feared,  sanc- 
tion “clinics  without  walls,”  the  Clinton 
Administration  is  looking  closely  at  such 
arrangements,  and  further  developments 
are  expected  regarding  “sham”  groups. 

• The  definition  of  “other  diagnostic  services” 
is  not  clear.  If  all  diagnostic  services  are 
considered  “designated  health  services,”  the 
sweep  of  the  prohibition  is  extremely  broad. 

• Because  hospital  inpatient  and  outpatient 
services  are  included  within  the  definition 
of  designated  health  services,  all  relation- 
ships between  hospitals  and  physicians 
should  be  reviewed  for  compliance  with  the 
new  law. 

• The  employer-employee  exception  is  much 
more  restrictive  than  the  employer-em- 
ployee exception  contained  in  the  existing 
Anti-Kickback  Law,  since  the  Stark  II  ex- 


ception, unlike  the  exception  in  the  Anti- 
Kickback  Law,  is  available  only  if  the 
employee’s  compensation  is  unrelated  to 
the  volume  or  value  of  referrals. 

• Many  of  the  exceptions,  while  containing 
rather  detailed  criteria,  permit  the  Secre- 
tary of  the  Department  of  Health  and 
Human  Services  to  add  additional  require- 
ments which  could  make  using  the  exception 
much  more  difficult. 

• The  prohibitions  in  Stark  II  are  in  addition 
to  the  referral  restrictions  contained  in  the 
existing  Anti-Kickback  Law.  In  some  re- 
spects the  Stark  II  provisions  are  more 
restrictive,  and  in  some  respects  the  Stark 
II  provisions  are  less  restrictive  than  the 
Safe  Harbor  regulations  under  the  Anti- 
Kickback  Law.  Financial  relationships 
among  physicians  and  entities  to  which 
they  refer  patients  will  be  required  to  com- 
ply with  both  the  Stark  II  and  the  Anti- 
Kickback  Laws. 


Health  Law  is  a feature  of  the  Delaware  Medi- 
cal Journal  which  presents  practical  informa- 
tion for  the  practicing  physician  about  current 
trends  in  health  law. 
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The  Air  Force  Reserve 
has  a position  for  you! 

With  only  one  day  a month,  plus  a 
twelve  day  annual  tour  of  active 
, duty  participation,  the  Air  Force 
Reserve  can  off  er  you  the  bene- 
fits that  count!  And,  there's 
■ no  relocation  or  interrup- 
tion of  your  present  prac- 
r/sy  tice  with  your  Air  Force 
A//  Reserve  association  For  a 
/ change  of  pace,  call  or  write 
' / the  location  listed  below, 

/ providing  your  name,  specialty, 
phone  number,  and  address 

C«a:  {XM96V96?9 
Or  Wni0 

To:USGT  Johntoooi  MSGT  Par. 

2400  PRMS/RSH-1 
STP  3 Bklg  3720,  RM  16 
Ary)f«w«  APB.  OC  20331  S757 


AIB  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 
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MEDLAB  AND  MAYO  MEDICAL  LABORATOm 
AN  UNBEATABLE  COMBINATION! 


^ r 

' 


%%n 


Mayo  Medical  Laboratory 


Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  the  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior 
local  service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 


Same  day  hard  copy  reports  on 
morning  specimens 

Convenient  twice  a day  courier  service 

Four  hour  turnaround  time  on 
routine  tests 


• Pathologists  and  supervisors 
available  or  for  consultation  from 
both  labs  on  your  laboratory  tests 


Second  opinions  from  Mayo  on 
difficult  cases 


Complete  menu  of  esoteric  tests 
from  Mayo 


Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Letter,  Mayo 
Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publications,  free,  courtesy 
of  Medlab. 


By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
and  quality  in  the  greater  Philadelphia  area. 
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IIICIbMIll  r . . .BECAUSE  QUALITY  IS  ESSENTIAL 

CLINICAL  TESTING  INC. 


P.O.Box  10770  • Wilmington,  Delaware  1 9850 


(302)  655-LABS 
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Now  that  your  senior  partner  has 
retired  and  the  new  internist  has  bought  into  the  practice, 
your  own  retirement  plans  have  gotten  a little  firmer. 


You  finally  sold  the  rental  property  you’ve  owned  for  years. 
What  to  do  with  the  proceeds  is  another  question. 


You  have  one  partner,  two  nurses  and  one  receptionist. 
And  two  brokers  who  both  phoned  with  a unique  investment. 


And  your  office  manager  just  reminded  you 
the  premium  for  your  malpractice  insurance  is  due  next  month. 


It  s time  you  talked  with  a private  banker 
from  Wilmington  Trust. 


We  understand  the  special  financial  requirements  of  physicians  who  want  to  make  the 
most  of  their  practices  for  themselves  and  their  families. 

The  private  bankers  at  Wilmington  Trust  are  talented  professionals  who  can  coordinate 
customized  credit  and  insurance  arrangements,  provide  estate  planning,  manage  investments 
and  develop  tax-advantaged  retirement  benefit  plans. 

If  you  are  among  those  actively  building  substantial  assets,  call  David  Ernst  in  Private 
Banking  at  (302)  651-8855. 
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Give  a Gift  from  the  Heart 

As  physicians,  we  know  how  important  it  is  for  people  to  receive  the  care  they  need. 
For  many  in  Delaware,  however,  even  the  most  basic  of  human  needs  are  left 
unmet. 

❖ Approximately  one  out  of  every  10  Delawareans  is  chronically  hungry. 

❖ The  estimated  waiting  list  for  drug  treatment  programs  in  Delaware  Is  at  least  three 
months,  while  the  alcohol  programs  are  often  at  maximum  capacity. 

❖ AsofMay  1992,  the  state's  welfare  caseload  was  up  to  11,521.  During  the  period  of  July 
1989  through  December  1992,  Delaware  experienced  the  seventh  highest  increase  in 
the  welfare  caseload  — more  than  double  the  national  average. 

❖ United  Way  agencies  that  serve  the  homeiess  and  hungry  received  $2,589,147  for 
programs  dealing  with  food  programs,  temporary  sheiter,  counseiing  and  advocacy. 

❖ 4,475  people  benefitted  from  substance  abuse  prevention  programs,  remedial  tutor- 
ing and  supervised  study. 

❖ 60,000  people  received  emergency  housing  on  a 24-hour  bases,  as  weii  as  assistance 
with  food,  ciothing,  fuei,  utiiities,  rent/mortgage  and  prescription  services. 

United  Way  remains  one  of  the  most  efficient  charities,  with  overhead  at  just  11.4 
percent.  With  the  expanded  choices  this  year,  you  can  earmark  your  contribution  to 
the  community  care  fund,  or  target  your  gift  to  a particular  need  or  direct  your  gift 
to  a specific  nonprofit  organization  of  your  choice. 


Physicians'  Giving  to  United  Way 
To-Date  vs.  1992  and  1991 


n$  Raised 
I # Givers 


Thousands 

350 
300 
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1991  1992  1993 


$ Raised 

$ 79.434 

$ 68.698 

$ 24,275 

# Givers 

331 

274 

86 

This  year,  DuPont  Merck  Pharmaceuticals  has  extended  an  incentive  to  the  Physicians  Campaign.  They 
have  agreed  to  donate  the  funds  toward  a new  phone  system  at  the  Medical  Society  if  the  Physicians 
Campaign  reaches  its  goal  of  $80,000.  We  hope  we  can  count  on  your  gift  to  put  us  over  the  top. 


V. 


UnlbedVWhy 

of  Delaware 


A Partnership  That  Works: 

Physicians  and  the  United  Way  of  Delaware 


EDITORIAL 


Thermography:  A Prototype  of  Failed  Tfechnology 


James  Lally,  MD 


Our  society  spends  more  than  $900  billion  on 
health  care  while  spending  almost  nothing  to 
figure  whether  any  of  it  does  any  good. 

Arthur  Caplan 

Thermography  in  the  diagnosis  of  breast  cancer 
has  been  like  chasing  the  wind. 

J.  Martin,  MD 

The  gathering  storm  of  debate  over  health-care 
reform  will  have  significant  impact  on  how 
medical  technology  is  funded,  assessed,  and 
ultimately  utilized  in  clinical  medicine.  The 
repercussions  that  follow  the  expected  restric- 
tions and  constraints  on  the  introduction  of 
new  medical  technologies  will  cascade  through 
the  healthcare  system.  As  Caplan  notes  above, 
though,  medicine  has  expended  little  research 
dollars  on  how  to  evaluate  emerging  medical 
technologies.  While  enormous  sums  of  money 
go  into  developing  newer  medical  instruments 
and  techniques,  a pittance  is  spent  analyzing 
their  benefit.  The  process  often  appears  unsci- 
entific, anecdotal,  and  propelled  by  the  motto 
that  what’s  new  must  be  good. 

Many  economists  believe  that  health  care 
costs  outpace  inflation  because  of  the  high-tech 
care  that  the  public  expects.  Often  cited  as 
examples  of  expensive  high  technology  are  the 
newer  imaging  modalities,  particularly  CT  and 
MRI.  While  these  costly  imaging  techniques 
may  have  added  to  the  nation’s  healthcare 
costs,  it  is  as  yet  unclear  whether  they  have 
improved  the  health  of  the  nation.  Perhaps  of 
equal  importance  is  the  unexplored  role  of  failed 
imaging  technology  in  health  care.  These  fail- 
ures may  add  immeasurably  to  the  rise  in 
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healthcare  costs.  Such  an  example  of  a flawed 
imaging  technique  is  thermography. 

A review  of  the  history  of  thermography 
illustrates  how  difficult  it  is  to  judge  newer 
imagingtechniques  and  how  ineffective  clinical 
medicine  is  in  restricting  useless  technologies; 
this  despite  the  concurrence  of  the  scientific 
community  as  to  their  lack  of  value. 

In  the  late  1950s,  researchers  noted  that 
the  skin  overlying  breast  carcinomas  is  warmer 
than  nearby  tissues.  From  this  plausible  clini- 
cal observation,  the  techniques  and  instrumen- 
tation of  thermography  evolved  in  the  1960s. 
The  development  of  infrared  thermography  al- 
lowed physicians  to  accurately  record  slight 
differences  in  skin  surface  temperatures  and  to 
generate  a print  of  the  temperature  variations. 
During  the  late  1960s  and  early  1970s,  a 
number  of  articles  appeared  in  the  medical 
literature  describing  the  use  of  infrared  ther- 
mography and  its  clinical  utility  in  the  diagno- 
sis of  breast  cancer  and  also  musculoskeletal 
disorders. 

Coincidentally,  mammography  assumed  an 
increasingly  important  role  in  the  diagnosis  of 
breast  cancer.  Researchers  recognized  that  only 
mass  screening  techniques  would  hopefully  al- 
ter the  gloomy  breast  cancer  survival  statistics. 
Thermography  seemed  an  ideal  technique  for 
screening  a large  population.  It  was  safe, 
noninvasive,  relatively  cheap,  and  did  not  use 
ionizing  radiation,  the  last  being  most  impor- 
tant. Despite  the  lack  of  well  controlled  studies, 
the  expectation  was  that  thermography  would 
screen  a large  population  of  women  for  breast 
carcinoma;  those  with  a positive  thermogram 
would  then  have  a mammogram. 
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Editorial 


The  largest  clinical  study  of  thermography 
was  as  part  of  the  Breast  Cancer  Detection 
Demonstration  Project  (BCDDP),  an  investiga- 
tional program  conducted  by  the  National  Can- 
cer Institute  and  the  American  Cancer  Society. 
Over  280,000  women  were  screened  for  breast 
cancer  by  physical  examination,  mammography, 
and  thermography.  In  the  two  screenings,  the 
cancer  detection  rates  for  thermography  were 
34  percent  and  44  percent.  These  levels  were 
clearly  unacceptable  for  a screening  program. 
Accordingly,  the  BCDDP  advised  in  1977  that 
thermography  be  discontinued  as  part  of  the 
study. 

It  is  most  probable  that  those  involved  in 
imaging,  and  those  interested  in  breast  dis- 
eases, thought  that  the  death  knell  for  ther- 
mography came  in  1977.  Both  the  statement 
from  the  BCDDP  and  an  often-cited  article  in 
the  New  England  Journal  of  Medicine  found 
that  thermography  was  ineffective  and  its  fur- 
ther use  was  not  warranted  as  a screening  tool 
in  the  diagnosis  of  breast  carcinoma.  In  that 
article  the  authors  stated,  “it  would  be  cheaper 
and  as  accurate  to  use  a totally  random  selec- 
tion process.” 

Surprisingly,  it  was  only  last  year  when 
Medicare  withdrew  coverage  for  thermogra- 
phy. A statement  from  the  Health  Care  Financ- 
ing Administration  noted,  “Evidence  indicates 
that  thermography  is  not  effective  in  diagnos- 
ing or  treating  illness  or  injury.”  Similarly,  in 
recent  years,  both  the  AMA  Council  on  Scien- 
tific Affairs  and  the  American  College  of  Radi- 
ology (ACR)  recommended  against  the  use  of 
thermography  for  diagnostic  purposes.  Indeed, 
the  ACR  believed  that  it  is  so  unreliable  that  it 
should  not  be  offered  at  all. 

The  tortuous  path  to  the  last  chapter  on 
thermography  is  yet  to  be  written.  Controversy 
still  surrounds  the  use  of  thermography  in  the 
diagnosis  of  neuromuscular  disorders,  espe- 
cially cervical  and  lumbosacral  radiculopathy 
syndromes.  Doubtlessly,  most  clinicians  would 
not  confidently  plan  a course  of  therapy 
based  on  a reportedly  abnormal  thermo- 
gram. Likewise,  a normal  thermogram  may 
falsely  reassure  patients  later  shown  to 
have  abnormalities  on  CT  or  MRI  examina- 
tions. Its  costs  could  not  conceivably  justify 
its  use  in  selecting  or  screening  patients  prior  to 
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CT  or  MRI  examin-ations.  Those  who  still  advo- 
cate and  are  most  vocal  in  their  support  for 
thermography,  are  often  those  most  likely  to 
profit.  And  profit  they  certainly  do.  One  manu- 
facturer of  thermographic  equipment  says  that 
a physician  can  potentially  generate  a yearly 
profit  of  $85,000  by  performing  only  one  $400 
thermogram  a day.  Arguably,  the  last  place 
where  one  would  think  medical  technology 
would  be  adequately  assessed  is  in  the  judicial 
system.  But,  regrettably,  that  has  already  hap- 
pened. In  several  recent  cases,  the  courts  have 
decided  what  medical  technology  is  beneficial 
and  should  be  reimbursed  by  insurance  compa- 
nies. The  bias  of  plaintiffs’  experts  who  testified 
as  to  the  value  of  thermography  was  evident  in 
a recent  Maryland  case  when  it  was  noted  that 
they  all  had  a significant  financial  interest  in 
thermography.  Plaintiffs’  attorneys  have  also 
seen  the  “value”  of  thermograms  in  courtroom 
testimony.  Their  use  is  particularly  suited  to 
automobile  accident  victims  when  more  sophis- 
ticated imaging  techniques  such  as  CT  and  MRI 
have  been  unable  to  pinpoint  the  cause  of  pain. 
The  vivid  multicolored  images  of  an  abnormal 
thermogram  are  likely  to  be  very  persuasive  to 
most  judges  and  juries.  Some  lawyers  say  that 
thermograms  provide  a “picture  of  pain”  when 
other  studies  are  negative. 

Thermography  may  well  remain  an  inter- 
esting investigational  tool,  but  should  we  as  a 
society  squander  our  limited  resources  on  such 
an  imprecise  and  discredited  technology?  If 
technology  is  to  remain  at  the  forefront  of  the 
American  healthcare  system,  it  can  ill  afford  to 
repeat  the  embarrassing  tale  of  thermography. 
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REHABILITA  TION 


Bancroft  Physical  Therapy  has  two  fully  staffed  therapy  centers  in 
New  Castle  County  dedicated  to  helping  each  patient  achieve  as  rapid 
and  complete  an  improvement  as  possible.  Our  skilled  professionals 
tailor  rehabilitation  and  exercise  programs  to  meet  individual  needs. 

Bancroft's  quality  services  cover  all  therapeutic  modalities  as  well  as 
the  following  special  features  and  educational  programs: 


■ Hydrotherapy/ Aquatic  Exercise 

■ Moni  tored  Exercise 

■ Isokinetic  Strength  Testing 

■ Cardiac  Rehabilitation 


■ Nutritional  Counseling 

■ Educational  Programs 
-smoking  cessation 

-HEAL  THY  BACK  SCHOOL 


EXERCISE 


INJURY  PREVENTION 


EDUCATION 


Day,  Evening,  and  Saturday  Hours 
Independently  owned  - Physician  Referral  Required 
Medicare,  Chrysler,  CM  and  Other  Major  Insurance  Plans  Accepted 


Newark 

Metroform  Medical  Complex 

(302)  633-5787 


Wilmington 

Bancroft  Medical  Building 

(302)  655-8989 


For  further  information  or  a tour  of  our  facilities  call  (302)  633-5787. 


MINOR  SURGERY  CENTER 


Emergency  and  Elective  Same-Day  Surgery 

NO  FACILITY  CHARGE 


Breast  Biopsy 
Vasectomy 
Cutaneous  Lesions, 
Benign  and  Malignant 


Subcutaneous  Cysts  and  Tumors 
Excisional  Biopsy 
Lymph  Nodes 
Plantar  Warts 


Ingrown  Toenails 
Ischio-Rectal  Abscess 
Pilonidal  Abscess  or  Sinus 
Thrombosed  Hemmorhoids 


Hours:  9:00  a.m.  - 5:00  p.m.,  Monday  - Friday 


Amir  Mansoory,  M.D.,  FA.C.S.  Shah  Morovati,  M.D.,  FA.C.S. 

Telephone  737-4116  Fax  737-5082 

737-4990 
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No  matter  what  your  specialty,  the  American  Cancer  Society 
needs  you  to  recommend  an  annual  mammogram  for  every  woman 
over  50.  An  annual  inamniogram  is  critical  for  early  detection  and 
intervention,  yet  too  many  women  are  not  hearing  this  message. 
Take  the  first  step.  Call  1-800-ACS-2345  for  information 
that  can  help  you  make  an  impact. 


STICK  WITH 
CHRISTMAS  SEALS.® 
USE  THEMTOHGHT 
LUNGDISEASE. 

t AMERICAN 
LUNG 

ASSOCIATION, 

1-800-LUNG-USA 

Space  contributed  by  the  publisher  as  a public  service. 


Healthcare  Management  Services.  Inc. 

As  the  healthcare  delivery  system  continues  to  become  increasingly  complex,  the  need  becomes  apparent  for 
professionals  who  specialize  in  the  "Business  of  Medicine".  Healthcare  Manaeement  Services.  Inc,  fulfills 
this  need  by  providing  management  consulting  and  advisory  services  to  medical  practices.  As  business 
professionals  with  expertise  in  practice  management,  we  can  play  a vital  role  in  helping  you  achieve  and 
maintain  financial  success  in  today ’s  evolving  healthcare  environment.  Some  of  the  valuable  services  that 
we  provide  to  our  local  clients  are  — 

Revenue  Enhancement  Programs  Accounts  Receivable  Management 

Reimbursement  & Coding  Reviews  Practice  Operational  Reviews 

Medical  Billing  & Collections  Medicare  Pre-Audit  Evaluations 


To  speak  to  our  consultants,  please  contact 

BUI  CareUo  at  (302)  478-9283 

David  Krigstein  at  (302)  737-6200 

Healthcare  Management  Services,  Inc. 
3513  Concord  Pike 
Wilmington,  DE  19803 
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LETTER  TO  THE  EDITOR 


Health  Care  Reform  Plan  for  Delaware 


The  Medical  Society  of  Delaware’s  Healthcare 
Reform  Plan  is  excellent.  It  does  not  contain 
everything  that  I would  have  elected,  including 
a single-payer  plan,  to  eliminate  the  overhead 
and  profits  of  the  1,500  insurance  companies 
now  involved  in  health  care.  Nevertheless,  it  is 
a plan  which  is  practical,  and  which  is  compat- 
ible with  the  national  health  plan  proposed  by 
President  Clinton.  Unlike  the  federal  proposal, 
this  one  is  specific  and  covers  all  the  presently 
foreseeable  contingencies  to  provide  good  health 
care  to  all. 

This  plan  is  doable.  It  can  be  enacted  as 
Delaware’s  part  of  a national  health  plan.  Or,  if 
the  federal  plan  becomes  bogged  down  in  politi- 
cal skirmishing,  it  can  be  enacted  and  operated 
independently  as  a plan  for  Delaware,  which 
will  then  become  a national  model. 

It  is  imperative  that  we  not  wait  for  the 
federal  plan,  but  proceed  to  get  public  support 
for  this  plan  in  Delaware  now.  The  Medical 
Society  of  Delaware,  hopefully  in  cooperation 
with  the  Delaware  Commission  for  Health  Care, 
should  set  up  a series  of  public  meetings  through- 
out the  state  to  educate  the  general  public  on 
the  great  need  for  healthcare  reform  and  the 
ways  by  which  this  plan  will  work  to  answer 
those  specific  needs.  Then  hopefully,  the  public 
will  support  the  Medical  Society  of  Delaware  in 
its  appeal  for  enactment  by  our  state  legisla- 
ture. 


The  time  to  start  these  public  forums  is 
now. 

David  Platt,  MD 


Premier  Office  Space 

Sale  or  Lease 
Excellent  Location 

1-95  & Route  202 

M 1 A V V 

1010  Concord  Ave.,  Wilmington 


(65740^ 

Day 

Also: 

Anticipating  health  care  reform? 
Interested  in  joining  a medical  group 
or  community  center? 

Call  today. 

Keough  Management  Services 
Matihew  W.  Keough 


984-1664 

Evening 
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MX.  / TAX  DATEI^S 

THIS  IS  THE  LAST  TIME  THIS  YEAR 
THAT  YOU  WILL  READ  THIS.  MOST 
PHYSICIANS  WILL  BE  IN  THE  46% 
BRACKET,  OWING  HALF  OF  THEIR 
1993  EARNINGS.  YOU  HAVE  AN 
ALTERNATIVE  TO  GIVING  UP  SO 

MUCH  OF  YOUR  LIVELIHOOD. 
THE  N.J.W.E.B.A.  PLAN  BECAME 
THAT  ALTERNATIVE  WHEN 
I.R.S.  APPROVED  OUR  TRUST. 

TCUI^  CliCICE : SENE  $4C,CCC 
HCEE  TC  TEEM,  CE  LSE  IT 
ECE  TCEESELE  TC  CEEN 
yCEE  V.E.B.A. 

THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA  19047 
(215)  750-7616 
1-800-283-7666 

‘VOLUNTARY  EMPLOYEE  BENEFICIARIES  ASSOCIATION  FAX  (215)  750-7791 


IN  BRIEF 


Physicians'  Health  Committee 

Do  you  know  an  impaired  physician  or  a physi- 
cian in  trouble?  The  Physicians'  Health  Com- 
mittee wishes  to  help.  Please  call  (302)  654- 
1001.  All  actions  of  the  Physicians'  Health  Com- 
mittee are  confidential,  and  the  identity  of  the 
reporter  will  not  be  disclosed. 

Maryland  Thoracic  Society 
Annual  Meeting 

The  Maryland  Thoracic  Society  Annual 
Meeting  and  Scientific  Session  will  be  held 
on  Sunday,  February  27,  1994,  at  the  F&G 
Life  Building  at  Mt.  Washington  in  Balti- 
more. The  theme  for  the  program  will  be 
Clinical  Advances  in  Pulmonary  Practice.  For 
more  information  call  (410)  560-2120  or  (800) 
492-7527. 


Abdominal  Surgery  Seminar 

“Ultrasound  in  Abdominal  Surgery”  will  be 
held  on  March  18,  1994,  at  the  George  Wash- 
ingd^on  University  Medical  Center  in  Washing- 
ton, D.C.  For  information  call  Maria  Gorrick  at 
(202)  994-4285. 


Annual  Critical  Care  Course 

The  21st  Annual  Critical  Care  Medicine 
Course  will  be  held  March  5 - 10,  1994,  at 
the  Marriott  Hotel  in  Oklahoma  City,  Okla- 
homa. CME  credit  — AMA,  AAFP,  AOA, 
ACEP.  For  more  information  call  Dora  Lee 
Smith  at  (405)  271-5904. 
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BRANDYWINE  IMAGING  CENIER,  L.P. 

A Diagnostic  Imaging 
Center  for  Women 

A women's  diagnostic  imaging  center, 
combining  state-of-the-art  technology  with 
personalized  attention  and  instruction. 
Our  professional  staff  includes  a specialist  in 
diagnostic  services  for  high  risk  obstetrical 
management  patients. 

Low'dose  state'of'the'Ort  film  screen 
Mammography 

OB/gyn  Ultrasound 

Breast  aspiration  of  solid  and  cystic  masses 
under  ultrasonic  guidance 

Educational  videotapes  and  models 

Instruction  in  breast  self-examination 

Separate  and  private  suites  for  testing 

Brandywine  Imaging  Center  also  provides  General  Radiology 
and  Ultrasound  services  in  an  adjacent  suite. 

Rita  Gottesman,  M.D.  - Medical  Director 


BRANDYWINE 

IMAGING  Atctwiiied  by  rhe 

American  College  of  Radiology 

CENTER,  L.P. 

An  Affiliate  of  Diagnostic  Imaging  As5ociote5 
Ka'Khy  Tzc,  M.D.,  Co-Director  • Jo&eph  R.  Peacock,  M.D.,  Co-Director 
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DIAGNOSTIC  IMAGING  ASSOCIATES 


service 

accuracy 

convenience 


We  offer  state-of-the-art  body  imaging  at  eleven  convenient  locations  with  a complete  range 
of  diagnostic  imaging,  including: 

— — High-field  MRI 

— — - MR  Angiography  (Superior  1 .5  Tesla  image  quality) 

— Nuclear  diagnostic  studies  and  SPECT  imaging 

— CT  Scan 

Low-dose  mammography 
OB  and  general  ultrasound 
“ Color  Doppler  ultrasound 
" Fluoroscopy 
General  radiology 

Diagnostic  Imaging  Associates’  radiologists  are  Board  Certified  with  special  fellow- 
ships in  neuroradiology  and  MRI  body  imaging.  You  need  the  best  diagnostic  support  with 
accurate  and  thorough  reports.  Our  radiologists  work  with  the  highest  quality  equipment 
for  the  clearest  images.  We  also  have  Phased  Array  Coils  for  MRI  for  better  images  of  the 
spine  and  pelvis  which  are  generally  of  higher  resolution. 

Our  eleven  DIA  offices  have  on-staff  highly  qualified  radiologists.  Prompt  reporting 
via  fax,  film  delivery  service  and  high  resolution  image  copies  is  available.  Patients  are 
scheduled  promptly  and  treated  with  personal,  efficient  care. 

For  further  information,  contact  our  Patient  Services  Coordinator  at  (302)  368-9625. 

Diagnostic  imaging  Associates 

Omega  Imaging  Associates  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Nuclear  Diagnostic  Center  K- 15  Omega  Professional  Center  • Newark  • 368-8150 
Omega  Medical  Center  K- 15  Omega  Professional  Center  • Newark  • 368-5100 
Lindell  Radiology  Suite  11  - 1601  Milltown  Road  • Wilmington  • 995-2037 
Lindell  CT  Imaging  Suite  13  - 1601  Milltown  Road  • Wilmington  • 992-0108 
Brandywine  Imaging  Center  Suite  E-1  - Foulk  Road  • Wilmington  • 654-5300 
Wilmington  Magnetic  Resonance  Imaging  Center  1020  Union  Street  • Wilmington  • 427-9855 
Pike  Creek  Sports  Medicine  Center  3105  Limestone  Road  • Wilmington  • 633-4400 
DIA  Metroform  Medical  Complex  620  Stanton-Christiana  Road  • Newark  • 998-8777 
DIA  Bancroft  Parkway  1010  Bancroft  Parkway  • Wilmington  • 656-2300 


Evening  and  Saturday  hours  are  available  by  appointment. 
Our  Mammography  Center  is  ACR  accredited. 


Ka-Khy  Tze,  M.D.,  Co-Director 
Joseph  R.  Peacock,  M.D.,  Co-Director 
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PHYSICIANS  SOGGHT 

Newark  Emergency  Center, 
a 24-hour  facility, 
with  20  years  of  experience, 
is  seeking  new  physicians  for 
full-time  and  part-time  coverage 
in  an  amicable  and  pleasant 
atmosphere. 

Contact  Thelma  Clagett,  Administrator 
Newark  Emergency  Center 
(302)  738-6600 


LOMBARDY  MEDI  CAL 
CENTER 

410  Foulk  Road 

OFFI CE  — FOR  SALE 
or  RENT 

♦ 1,  000  square  feet 

♦ Prime  location 

♦ Excellent  parking 

For  details  please  call: 
(302)  762-2608 
after  5: 30  p.  m. 


VASCULAR  LABORATORIES  OF  DELAWARE 

NONINVASIVE  VASCULAR  LABORATORY 


Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  2 1 3 

Newark  DE  19702 

(302)  836-9838 


Medical  Arts  Pavilion 
Suite  I I 2 

4745  Stanton-Ogletown  Road 
Newark  DE  19713 

(302)  368-1  130 


NONINVASIVE  DIAGNOSTIC  ASSESSMENT  OF: 

Extracranial  carotid  and  vertebral  arteries 
Abdominal  aorta  and  its  visceral  branches 
Arterial  system  of  the  upper  and  lower  extremities 
Venous  system  of  the  upper  and  lower  extremities 


Bruce  A.  Fellows,  M.D. 
Director 


Billie  Gray,  R.N.,  R.V.T 
Doreen  Mahoney,  L.P.N 
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" Ron  s Ru  le  — I give 
mysell  one  week  to 
meet  new  people  and 
start  having  Fun  on  a 
locum  tenens 
assignment.  It  hasn’t 
tailed  me  yet.  " 

Ron  Richmond,  MD, 
joined  the 

CompHealth  locum 
tenens  medical  stall 
when  he  completed 
his  residency.  1 le 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  oil  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
ol  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  A soft- 
spoken  New  Yorker.  Ron  Richmond  knows... 

It's  a great  w^ay  to 
practice  medicine 

CompHealHi 

Locum  Tenens 

1-800-453^3030 

Salt  Lake  City  • Atlanta  ■ Grand  Rapids,  Alich. 
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PHYSICIAn 

CMS,  the  nation*  s leader  in  contractual 
health  services  to  correctional  facility 
nationwide , has  a part-  time  practice 
opportunity  ( up  to  20  hours)  as  a staff 
physician  in  Smyrna  or  Georgetown, 
Delaware. 


Consider  this: 

•❖•No  prof,  overhead 
expense 

■❖No  patient  billings 
■❖No  scheduling 
difficulties 


CMS  provides: 
■❖Flexible  hours 
■❖Full  complement 
of  on-  site  support 
personnel 
■❖  Low-  cost 
malpractice 


For  more  information  call 
Angie  Oostendorp  at 
(800)  325-4809  ext.  3119. 


Sign^ 

A SMOKING  CESSATION  PROGRAM 
FOR  SMOKERS  WHO  WANT  TO  QUIT 


A DIVISION  OF 

PULMONARY  ASSOCIATES,  PA. 
Medical  Specialists  in  Lung  Health 


Sii/W  Off 
Suiakuig 


•0-  Physician  Directed 
Multi-Interventional 
Emphasis  on  Relapse 
Prevention 

•0^  Nicotine  Patch  Therapy 

Albert  A.  Rizzo,  M.D.,  Medical  Director 
Kathy  M.  Witta,  R.N.,  Program 
Coordinator 

Group  and  Employer-Sponsored  Program 
Discounts  Available 


-220-LUNG 


MRI 

Now  available  at  two  locations. 

For  same-day  scheduling  and  wet  readings  at  our 
Newark  or  Wilmington  site,  call 

(302)  656-4MRI. 

Through  Diagnostic  Imaging  Associates, 
both  of  our  Signa  1.5  tesla  high-field  scanners 
produce  medical  images  of  unsurpassed  clarity 
for  studies  of  the  brain,  neck,  heart,  blood  vessels 
(MR  angiography),  spine,  chest,  joints,  abdomen, 
pelvis,  liver  and  prostate  (endorectal  coil). 

Our  board-certified  radiologists  have  special 
fellowships  in  neuroradiology  and  MRI  body 
imaging.  This  will  provide  you  with  the  high 
quality  and  accuracy  doctors  demand  and 
patients  require.  When  you  need  to  schedule 
MRI  scans,  call 

(302)  656-4MRI. 


Diagnostic  Imaging  Associates,  P.A. 

Omega  Magnetic  Resonance  Imaging  Center,  lp. 

Omega  Professional  Center  • L-6  Omega  Drive 
Newark,  DE  19713  • (302)  738-9300 

Wilmington  Magnetic  Resonance  Imaging  Center 

1020  Union  Street  • Wilmington,  DE  19805  • (302)  427-9855 

Ka-Khy  Tze,  M.D.,  Co-Director  Joseph  R.  Peacock,  M.D.,  Co-Director 
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"UUe  make  the  difference" 


snuv  n.  Hoov€R,  r.p.t. 

PHVSICflL  TH€flflPV  fiSSOCIfiT€S 


1. 


2. 


SPINE-RELATED  PROBLEMS 

T.M.J.  • HEADACHES 
WORK  HARDENING 
BACK  SCHOOL 

SPORTS  MEDICINE 

CYBEX  TESTING 
CYBEX  EXERCISE  EQUIP 


3.  ARTHRITIS  RELATED  DISEASES 

HIP.  KNEE  & FOOT 

4.  SWIM  THERAPY 


APPROVED  BY 

• BC/BC  OF  DEL. 

• CHRYSLER 

• CIGNA 

• GM 

• AETNA 

• TOTAL  HEALTH  PLUS 

• PRINCIPAL  HEALTH  CARE 

• SPECTRACARE 

• US  HEALTH  CARE 

• PRUCARE 

• WORKERS  COMP. 

• AUTO  ACCIDENTS 

• BC/BSOFMD. 

MEDICARE  Certified 
REHAB  FACILITY 


737-9469 

635  CHURCHMAN'S  RD. 
CHRISTIANA/NEWARK,  DE 


737-9465 

KELWAY  PLZ.,  314  E.  MAIN  ST. 
NEWARK.  DE 


994-1800 

1900  NEWPORT  GAP  PIKE 
WILMINGTON,  DE 


PAPASTAVROS'  ASSOCIATES  MEDICAL  IMAGING 

Garth  A.  Koniver,  M.D.,  F.A.C.R.  Thomas  W.  Fiss,  Jr.,  M.D. 

Majid  Mansoory,  M.D.  Stephen  J.  Lawless,  M.D. 

James  A.  Murphy,  M.D.  John  D.  McAlhster  II,  M.D. 

Announcing  the  relocation  of  the  325  E.  Main  Street  office  to: 

40  Polly  Drummond  Hill  Road,  Drummond  Plaza  Office  Park, 
Newark  19711,  (302)  737-5990 

WILMINGTON  AND  NEWARK  ARE  NOW  FULL  SERVICE 
DIAGNOSTIC  IMAGING  CENTERS 

1701  Augustine  Cut-Off  - Suite  100 
Wilmington  19803,  (302)  652-3016 

• X-ray  • MRI  scanning 

• Ultrasound  • Mammography 

• Stress  cardiac  imaging  • CAT  scanning 

• Nuclear  medicine 
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